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ORIGINAL RESEARCH ARTICLE

Text Messages to Improve Medication Adherence 
and Secondary Prevention After Acute Coronary 
Syndrome: The TEXTMEDS Randomized Clinical Trial
Clara K. Chow , MBBS, PhD; Harry Klimis , MBBS, BMedSci (Hons I), GradCertClinEpi, PhD; Aravinda Thiagalingam, MBChB, PhD;  
Julie Redfern , PhD, BAppSc (Hons I), BSc; Graham S. Hillis , BMedBiol, MBChB, PhD; David Brieger , MBBS, PhD;  
John Atherton, PhD, MBBS; Ravinay Bhindi, MBBS, PhD, MSc; Derek P. Chew , MBBS, MPH, PhD; Nicholas Collins, BMed; 
Michael Andrew Fitzpatrick, MD, MBBS, BMedSc; Craig Juergens, MBBS (Hons), DMedSc; Nadarajah Kangaharan, MBBS; 
Andrew Maiorana , BSc, MSc, PhD; Michele McGrady, MBBS, PhD; Rohan Poulter, MBBS; Pratap Shetty, MBBS, MD;  
Jonathon Waites, MBBS(Lond); Christian Hamilton Craig, MBBS, PhD, BMedSci(Hons); Peter Thompson, MD, MBA;  
Sandrine Stepien , MSc; Amy Von Huben , MBiostats; Anthony Rodgers, PhD; on behalf of the TEXTMEDS Investigators*

BACKGROUND: TEXTMEDS (Text Messages to Improve Medication Adherence and Secondary Prevention After Acute Coronary 
Syndrome) examined the effects of text message–delivered cardiac education and support on medication adherence after 
an acute coronary syndrome.

METHODS: TEXTMEDS was a single-blind, multicenter, randomized controlled trial of patients after acute coronary syndrome. 
The control group received usual care (secondary prevention as determined by the treating clinician); the intervention group 
also received multiple motivational and supportive weekly text messages on medications and healthy lifestyle with the 
opportunity for 2-way communication (text or telephone). The primary end point of self-reported medication adherence was 
the percentage of patients who were adherent, defined as >80% adherence to each of up to 5 indicated cardioprotective 
medications, at both 6 and 12 months.

RESULTS: A total of 1424 patients (mean age, 58 years [SD, 11]; 79% male) were randomized from 18 Australian public teaching 
hospitals. There was no significant difference in the primary end point of self-reported medication adherence between the 
intervention and control groups (relative risk, 0.93 [95% CI, 0.84–1.03]; P=0.15). There was no difference between intervention 
and control groups at 12 months in adherence to individual medications (aspirin, 96% vs 96%; β-blocker, 84% vs 84%; 
angiotensin-converting enzyme inhibitor/angiotensin receptor blocker, 77% vs 80%; statin, 95% vs 95%; second antiplatelet, 
84% vs 84% [all P>0.05]), systolic blood pressure (130 vs 129 mm Hg; P=0.26), low-density lipoprotein cholesterol (2.0 vs 1.9 
mmol/L; P=0.34), smoking (P=0.59), or exercising regularly (71% vs 68%; P=0.52). There were small differences in lifestyle 
risk factors in favor of intervention on body mass index <25 kg/m2 (21% vs 18%; P=0.01), eating ≥5 servings per day of 
vegetables (9% vs 5%; P=0.03), and eating ≥2 servings per day of fruit (44% vs 39%; P=0.01).

CONCLUSIONS: A text message–based program had no effect on medical adherence but small effects on lifestyle risk factors.

REGISTRATION: URL: https://www.anzctr.org.au/Trial/Registration/TrialReview.aspx?id=364448; Unique identifier: ANZCTR 
ACTRN12613000793718.

Key Words: cardiovascular diseases ◼ ehealth ◼ mobile health ◼ myocardial infarction ◼ secondary prevention ◼ telemedicine ◼ text messaging

Editorial, see p 1456
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Cardiovascular disease secondary prevention is 
important and effective in preventing subsequent 
cardiovascular events, but poorly implemented 

globally. Simple and low-cost methods that are scalable 
may help address the implementation gap. More than 4.7 
billion people own mobile phones and the use of text 
messages is ubiquitous. Several randomized controlled 
trials (RCTs) have demonstrated the effectiveness of text 
message–delivered smoking, physical activity, weight 
loss, and blood pressure–lowering intervention.1–11 TEXT 
ME (Tobacco, Exercise and Diet Messages)3 was a sin-
gle-blind RCT of a 6-month lifestyle-focused text mes-
saging intervention that showed effectiveness, including 
cost-effectiveness,11 compared with usual care on car-
diovascular risk factors (low-density lipoprotein choles-
terol [LDL-C], systolic blood pressure [BP], body mass 
index [BMI], smoking, and physical activity). TEXT ME 
and several other texting intervention trials have demon-
strated small but positive effects on objective measures 
of cardiovascular risk factors (eg, LDL-C, BP, smoking 
cessation, and weight) in patients with coronary heart 
disease3,9,10 and more recently in overall cardiovascu-
lar risk factor control in people without coronary heart 
disease.11a Other text message–based intervention stud-
ies have demonstrated improved medical adherence in 
patients with chronic health conditions.12

The TEXTMEDS intervention (Text Messages to 
Improve Medication Adherence and Secondary Preven-
tion After Acute Coronary Syndrome), designed to exam-
ine whether such a model could be scaled across multiple 
sites, was implemented after acute coronary syndrome 
(ACS) admission to improve secondary prevention tar-
gets of medical adherence and risk factors. The main aim 
of the study was to determine in an RCT of patients with 
ACS the effect of a semipersonalized secondary preven-
tion support program sent by mobile phone text message 
on the primary outcome of self-reported adherence (the 
proportion taking appropriate medications at 6 and 12 
months) and other risk factor levels at 12 months. We 
also evaluated adherence using linked administrative 
data, defined as having purchased a medication supply 
of 5 or more months separately over the 0- to 6-month 
and 6- to 12-month periods. We also aimed to determine 
the acceptability and usefulness of the intervention.

METHODS
The data, analytic methods, and study materials will not be 
made available to other researchers for purposes of reproduc-
ing the results or replicating the procedure. On request with a 
proposal and approval by the TEXTMEDS principal investiga-
tors and steering committee, data will be made available for 
secondary analysis.

TEXTMEDS is a multicenter RCT that aimed to recruit 
1400 patients with previous ACS and follow them up for 12 
months. The study was pragmatic in that it aimed to gen-
erate knowledge applicable to the potential application of 

Clinical Perspective

What Is New?
• The TEXTMEDS study (Text Messages to Improve 

Medication Adherence and Secondary Prevention 
After Acute Coronary Syndrome) demonstrated 
implementation of a simple, low-cost, and custom-
ized text message–based program requiring mini-
mal local or central staff support across 18 rural 
and urban centers and 3 time zones in Australia.

• The study found no significant effect on the primary 
outcome of medication adherence or on low-den-
sity lipoprotein cholesterol level or blood pres-
sure. However, intervention participants were more 
likely to achieve a normal body mass index and to 
eat guideline-recommended servings of fruit and 
vegetables.

• Qualitative analysis demonstrated high levels of 
acceptability, usefulness in being a unified source 
of information, high program engagement, and 
emotional support, especially during times of 
uncertainty.

What Are the Clinical Implications?
• Customized and personalized text message–based 

prevention programs are a scalable and low-cost 
means of delivering consistent education and sup-
port to patients after hospitalization for acute car-
diac events.

• The lack of effect on medical adherence, despite 
better adherence with healthy lifestyle practices, 
suggests that external factors, such as cost, may 
strongly influence medical adherence and may 
need addressing in addition to education programs 
to improve medical adherence.

• Whereas most new technologies increase overall 
costs, the linked data analysis found no increased 
costs and fewer primary care visits and some car-
diac tests. This could indicate that such programs 
could be cost-saving but needs formal evaluation.

Nonstandard Abbreviations and Acronyms

ACS acute coronary syndrome
BMI body mass index
BP blood pressure
LDL-C low-density lipoprotein cholesterol
PBS Pharmaceutical Benefits Scheme
RCT randomized controlled trial
RR relative risk
TEXT ME Tobacco, Exercise and Diet Messages
TEXTMEDS  Text Messages to Improve Medica-

tion Adherence and Secondary 
Prevention After Acute Coronary 
Syndrome
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the text message–based intervention in everyday clinical 
practice and compared with usual care. As such, the trial 
was conducted across multiple centers in different urban 
and rural settings in several Australian states. The proto-
col implemented was version 3.0 and there were no signifi-
cant amendments made to eligibility criteria (Supplemental 
Material). The TEXTMEDS study protocol has been pub-
lished previously.13 The statistical analysis plan (version 5.0) 
is available in the Supplemental Material.

Trial Oversight
The study was sponsored by a competitive project grant from the 
National Health and Medical Research Council Australia (grant 
APP1042290). The study sponsor was The George Institute 
for Global Health at the University of Sydney and the study 
was centrally coordinated and managed by staff based mainly 
at Westmead Hospital and the George Institute. The design 
and conduct of the study was overseen by a steering com-
mittee (the authors and some site principal investigators). The 
study was approved by an institutional review committee and 
all participants gave informed consent. Formal ethical approval 
for this study was obtained from the Western Sydney Local 
Health District Human Research Ethics Committee (approval 
HREC2012/12/4.1 [3648] AU RED HREC/13/WMEAD/15). 
Additional approvals were obtained for Pharmaceutical 
Benefits Scheme (PBS) and Medicare Benefits Scheme linked 
data (March 13, 2013). Participants at baseline to the main 
study could consent to Medicare Benefits Scheme, PBS, nei-
ther, or both. The study was registered with the Australian New 
Zealand Clinical Trials Registry (URL: https://www.anzctr.org.
au/Trial/Registration/TrialReview.aspx?id=364448; Unique 
identifier: ANZCTR ACTRN12613000793718).

Study Population
Patients with ACS were recruited from 13 urban and 5 rural 
centers across 3 time zones and 5 (of 8) states and territories 
of Australia. In brief, the inclusion criteria required confirmed 
diagnosis of ACS (defined as either an acute myocardial infarc-
tion [AMI] or unplanned hospitalization for symptoms consis-
tent with coronary ischemia and documentation of substantial 
coronary disease or previous revascularized coronary disease); 
ownership of an operational texting-capable mobile phone; 
ability to read text messages in English; life expectancy >6 
months; and ability to provide informed consent.

Trial Procedures
The intervention program comprised a 1-year program of text 
messaging, with 4 messages per week for the first 6 months 
and then decreasing frequency of messaging (3 messages/
week) over the subsequent 6 months. The message develop-
ment,14 the software development,15 and the intervention13 have 
been described in detail elsewhere. Both groups received usual 
care after ACS, defined as secondary prevention as determined 
by the treating team. Intervention participants also received a 
customized and personalized text message program. The con-
trol group did not receive any regular text messages, but both 
groups received a welcome message that let them know their 
group allocation, a message at 6 months indicating they would 
be called for follow-up soon and to not reveal their allocation, 

and a similar message at 12 months. The intervention program 
was customized on health data including aspects of their diet, 
physical activity capacity, and types of medications they were 
taking. It was personalized by incorporating the participant’s 
preferred name and the hospital at which the participant was 
treated. The majority of text messages provided information 
or support on medications and lifestyle modification. The pro-
gram was structured such that content was roughly split into 3 
modules: lifestyle, medications, and general secondary preven-
tion. Hence, approximately one-third of the bank of messages 
were on lifestyle (diet, exercise, and smoking if relevant), with 
many of these from the TEXT ME study,3 another one-third 
of messages were on cardiovascular secondary preventative 
medications, and the remaining one-third of messages were 
on general secondary prevention topics (eg, BP or choles-
terol targets, mental health, places and services providing help, 
and barriers to and facilitators of medication adherence). The 
medication messages included information on how medica-
tions worked, common side effects, and tips on taking medi-
cation regularly. Examples of messages include the following: 
“Antiplatelet meds (eg, clopidogrel) work with aspirin & prevent 
blood clots & decrease risk of repeat heart events, <name>,” 
and “Have you started new medications, <name>? Try to under-
stand exactly what your medications do by talking with your Dr 
or pharmacist.” Further messages are detailed in our previous 
study design article.13 The program aimed to be suitable for low 
health literacy at the start but increased in complexity over the 
12-month program. A dedicated staff member, called a health 
counselor, based at the central coordinating center reviewed 
all responses from participants and responded to participants’ 
replies from across Australia.

Randomization was in a 1:1 allocation ratio stratified by site 
through a computerized randomization program. A text mes-
sage sent after hospital discharge to the patient informed the 
patient of his or her allocation. The research team was blinded 
to treatment allocation and the participants were advised not to 
share their allocation information with the research team. The 
randomization program was connected to the software pro-
gram delivering messages, hence minimizing data reentry or 
sharing of allocation information.

Outcomes
Study visits were at baseline, 6 months by phone, and 12 months 
in person or by phone. The primary outcome was self-reported 
medication adherence to the 5 classes of medications indicated 
for secondary prevention after ACS. The 5 classes of medica-
tions were angiotensin-converting enzyme or angiotensin recep-
tor blockers, β-blockers, statin lipid-lowering drugs, aspirin, and 
adenosine diphosphate receptor antagonists. Adherence was 
measured through asking participants to self-report on how 
many days in the past 30 days they missed a medication; this 
was asked for each of the 5 classes of medications at 2 sepa-
rate time points (6 and 12 months). For the primary end point of 
self-reported medication adherence, patients were defined as 
adherent if at both 6 and 12 month time points the proportion 
of indicated medications taken was >80% (>24/30 days in the 
preceding 1 month) if not otherwise contraindicated. That is, to 
meet the primary outcome definition of adherence, data from 10 
separate assessments of medical adherence were combined (5 
medication classes each at 5 time points). Therefore, we would 
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expect this calculation of overall adherence to give a lower mea-
sure of adherence compared with separate assessment of each 
medication’s adherence. If patients reported a class of medi-
cation was contraindicated, then this was removed from the 
denominator. To validate outcomes, we replicated this analysis 
using linked data from the PBS extract received on May 22, 
2020. Adherence was defined as having purchased supply of 
5 or more months separately over the 0- to 6-month and 6- to 
12-month periods. These data were obtained through extrac-
tion of linked data available from government repositories and 
with a separate participant consent. The PBS is an Australian 
Government program that subsidizes medicines to make them 
more affordable and the PBS data set captures national infor-
mation about prescription medications dispensed from commu-
nity and hospital pharmacies.

Secondary outcomes were proportion of patients adherent 
to separate drug classes, LDL-C, systolic BP, diastolic BP, obe-
sity (BMI and waist circumference), a composite of risk factor 
control (LDL-C <1.8 mmol/L, BP <140/90 mm Hg, exercising 
regularly [at least 5 days a week for ≥30 min/d of moderate 
activity], not smoking, and BMI <25 kg/m2), separate behavioral 
and psychosocial risk factors, cardiovascular events, hospitals 
readmissions, and all-cause mortality. A formal end point adju-
dication process was implemented.13 This comprised a Clinical 
End Point Adjudication Committee, consisting of independent 
specialist physicians with clinical and research expertise, adju-
dicating all potential clinical events according to predefined 
criteria. End point adjudicators were blinded to the patient’s 
treatment group and were not provided with baseline charac-
teristics. Events were adjudicated by 2 clinically qualified and 
trained personnel independently, with disagreements reviewed 
by a third person. The outcomes that underwent adjudication 
included cardiovascular deaths, noncardiovascular deaths, and 
undetermined cause of death and cardiovascular hospitalization 
occurring after registration (ie, signing informed consent) and 
within 30 days after termination of follow-up. We used linked 
Medicare Benefits Scheme data to examine health care service 
use and cost in intervention compared with control groups.

Statistical Analysis
We considered a 10% improvement in medical adherence to 
be clinically meaningful. We estimated that to test for a 10% 
improvement in the primary outcome (relative risk [RR], 1.10) 
with 80% power in the treatment compared with the con-
trol arm (≈70% adherence rising to 77%), we would require 
a total sample size of 1246. A sample size of ≈1400 would 
account for 10% loss to follow-up and also enable a minimum 
detectable difference in secondary outcomes at 80% power 
of 0.15 mmol/L in LDL-C assuming an SD of 0.92 mmol/L,16 
2.7 mm Hg in systolic BP assuming an SD of 17 mm Hg,16 
and a minimum detectable RR of 0.69 in cardiovascular events 
assuming a major cardiovascular event rate of 19%, or a power 
of approximately 13% to detect a RR of 0.80 in cardiovascular 
events assuming a lower cardiovascular event rate of 5% at 12 
months from contemporary Australian data.

Analysis was performed according to the principles of inten-
tion to treat. The primary outcome was compared between 
groups using the χ2 test. The secondary continuous outcomes 
were analyzed using an analysis of covariance using the base-
line values as the covariate and estimated mean difference. We 

used an analysis of covariance to compare treatments and to 
estimate the mean difference between treatments using least 
squares means methodology. The model included treatment 
and baseline as fixed effects. No random effects were added. 
RRs are reported for dichotomous variables with corresponding 
95% CIs and 2-sided P values. Effects across subgroups were 
examined using log-binomial regression models with treatment 
group, subgroup, and subgroup by treatment interaction as a 
fixed effect and center as random effect. Statistical significance 
was set at α=0.05. There were no interim analyses performed.

RESULTS
Characteristics of the Patients and Follow-Up
Between September 18, 2013, and February 16, 2017, a 
total of 3672 patients were approached and 1424 were 
recruited and randomized (2248 either did not meet eli-
gibility criteria or refused to participate; Figure 1). At the 
conclusion of the study, 6 participants had withdrawn, 25 
were unable to be contacted, and 15 had died. In the inter-
vention group, 641 completed the intervention (did not re-
ply stop and did not withdraw); 657 from the control group 
completed the intervention. Of the intervention participants, 
659/716 (92%) received at least 80% of the messages. 
Of all participants in both intervention and control groups, 
anthropometric measurements were measured by research 
staff in 892/1424 (63%) participants and the remainder 
were collected remotely by their general practitioner.

Data for the primary outcome of medication adher-
ence at 6 and 12 months were available for 1379 
(96.8% of randomized participants): 697 for the inter-
vention group and 682 for the control group. Medication 
adherence measures were available for 1368 (96.3%) 
of total participants at 6 months and 1287 (90.7%) at 12 
months. The median time to follow-up was 12.5 months 
in the intervention group and 12.5 months in the control 
group. Mean participant age was 58.0±10.7 years and 
20.8% were female. Baseline characteristics were simi-
lar between the groups (Table 1).

Use of guideline-recommended secondary prevention 
medications was high in both groups at baseline (angio-
tensin-converting enzyme inhibitors/angiotensin recep-
tor blockers, 78.5%; aspirin, 98.8%; β-blockers, 87.0%; 
statins, 96.8%; and second antiplatelet agents, 86.6%; 
Table 1). At baseline, of 1424 patients enrolled, 16 (1.1%) 
had absolute contraindications to angiotensin-converting 
enzyme inhibitors/angiotensin receptor blockers, 15 
(1.1%) to aspirin, 55 (3.9%) to β-blockers, 9 (0.6%) to 
statins, and 17 (1.2%) to a second antiplatelet agent.

Outcomes
There was no significant difference in the primary end 
point of self-reported medical adherence to all recom-
mended medications at 6 and 12 months between 
the intervention and control groups (RR, 0.93 [95% CI 
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0.84–1.03]; P=0.15). There was also no significant dif-
ference in adherence to separate medications (Table 2 
and Figure 2). The results were consistent when adjust-

ing the threshold of medication adherence from >80% 
to >90%. Multiple imputation of missing data did not 
change the outcome (Table S1).

3672 Patients assessed for eligibility

2248 Excluded
542 Did not own mobile phone
490 Not proficient in English
456 Declined to participate 
760 Other

1424 Randomized

716 Randomized to receive text                                                                                                   
message intervention 

708 Randomized to receive usual care

641 Completed intervention
75 Did not complete intervention

1 Withdrew consent   
1 Did not meet criteria 

54 Requested messages stop
20 No reason
11 Did not like the messages
8 Too many messages
5 Overseas
3 Unwell
3 Felt did not need messages
2 Busy lifestyle
2 Other reason

9 Unable to contact
10 Died during intervention period

657 Completed usual care
51 Did not complete usual care

5 Withdrew consent
21 Requested stop
16 Unable to contact
2 Moved
1 Unwell
1 No reason 
5 Died during usual care period

697 Assessed at 12-month visit with:
653 Medication adherence measures 
586 LDL-C measures
611 SBP measures
39 Did not complete 12-month assessment

1 Withdrew consent
1 Did not meet criteria

23 Responded stop
8 Unable to contact
6 Died before 12-month visit

682 Assessed at 12-month visit with:
634 Medication adherence measures
570 LDL-C measures
603 SBP measures
42 Did not complete 12-month assessment

3 Withdrew consent
17 Requested stop
16 Unable to contact
2 Moved 
1 Unwell
3 Died before 12-month visit

716 Included in primary analysis
697 with complete data for primary 
analysis (19 missing adherence to number 
of recommended treatments at 6 or 12 
months)

708 Included in primary analysis
682 with complete data for primary 
analysis (26 missing adherence to number 
of recommended treatments at 6 or 12 
months)

713 Assessed at 6-month visit with:
692 Medication adherence measures 
36 Did not complete 6-month assessment

31 Requested messages stop
1 Unable to contact
4 Died before 6-month visit

703 Assessed at 6-month visit with:
676 Medication adherence measures
9 Did not complete 6-month assessment

2 Withdrew consent
4 Requested stop
1 No reason
2 Died before 6-month visit

Figure 1. Enrollment of participants in the TEXTMEDS randomized clinical trial.
LDL-C indicates low-density lipoprotein cholesterol; SBP, systolic blood pressure; and TEXTMEDS, Text Messages to Improve Medication 
Adherence and Secondary Prevention After Acute Coronary Syndrome. 
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Table 1. Baseline Characteristics

Characteristics Control (n=708) Intervention (n=716) Total (n=1424)

Age, y 58.0 (10.9) 58.0 (10.4) 58.0 (10.7)

Men 559/708 (79.0) 569/716 (79.5) 1128/1424 (79.2)

Race/ethnicity

 Caucasian 552/708 (78.0) 587/716 (82.0) 1139/1424 (80.0)

 Aboriginal/Torres Strait Islander 25/708 (3.5) 27/716 (3.8) 52/1424 (3.7)

 South Asian 36/708 (5.1) 40/716 (5.6) 76/1424 (5.3)

 Other Asian 32/708 (4.5) 19/716 (2.7) 51/1424 (3.6)

 Arab 22/708 (3.1) 16/716 (2.2) 38/1424 (2.7)

 Black African 2/708 (0.3) 1/716 (0.1) 3/1424 (0.2)

 Sub-Saharan African 1/708 (0.1) 1/716 (0.1) 2/1424 (0.1)

 Other* 38/708 (5.4) 25/716 (3.5) 63/1424 (4.4)

Marital status

 Single 116/708 (16.4) 102/716 (14.2) 218/1424 (15.3)

 Married 426/708 (60.2) 429/716 (59.9) 855/1424 (60.0)

 Separated 91/708 (12.9) 87/716 (12.2) 178/1424 (12.5)

 Widowed 29/708 (4.1) 35/716 (4.9) 64/1424 (4.5)

 De facto 46/708 (6.5) 63/716 (8.8) 109/1424 (7.7)

Highest formal education

 None 4/705 (0.6) 1/715 (0.1) 5/1420 (0.4)

 Primary school 47/705 (6.7) 49/715 (6.9) 96/1420 (6.8)

 Year 10 (school certificate) 210/705 (29.8) 199/715 (27.8) 409/1420 (28.8)

 Year 12 (higher school certificate) 121/705 (17.2) 122/715 (17.1) 243/1420 (17.1)

 Diploma/technical college 176/705 (25.0) 183/715 (25.6) 359/1420 (25.3)

 University undergraduate 84/705 (11.9) 89/715 (12.4) 173/1420 (12.2)

 University postgraduate 63/705 (8.9) 72/715 (10.1) 135/1420 (9.5)

Employment status

 Working full time 342/707 (48.4) 351/715 (49.1) 693/1422 (48.7)

 Working part time 82/707 (11.6) 78/715 (10.9) 160/1422 (11.3)

 Unemployed (not disabled) 37/707 (5.2) 39/715 (5.5) 76/1422 (5.3)

 Unemployed (disabled) 33/707 (4.7) 38/715 (5.3) 71/1422 (5.0)

 Retired 198/707 (28.0) 192/715 (26.9) 390/1422 (27.4)

 Never worked 1/707 (0.1) 3/715 (0.4) 4/1422 (0.3)

 Homemaker 14/707 (2.0) 14/715 (2.0) 28/1422 (2.0)

BMI, kg/m2 29.5 (5.5) 28.9 (5.5) 29.2 (5.5)

 BMI >25 kg/m2 555/703 (78.9) 535/706 (75.8) 1090/1409 (77.4)

Waist circumference, cm 104.5 (14.0) 103.4 (15.7) 104.0 (14.9)

Hip circumference, cm 105.0 (12.3) 104.1 (13.3) 104.6 (12.8)

Blood pressure, mm Hg 123(16)/73 (11) 123 (15)/73 (10) 123 (16)/73 (10)

 SBP >140 mm Hg or DBP >90 mm Hg 120/708 (16.9) 90/713 (12.6) 210/1421 (14.8)

Heart rate, bpm 70.7 (11.3) 70.5 (11.7) 70.6 (11.5)

Total cholesterol, mmol/L 4.8 (1.5) 4.7 (1.2) 4.7 (1.4)

 Total cholesterol >4 mmol/L 439/658 (66.7) 456/661 (69.0) 895/1319 (67.9)

LDL-C, mmol/L 2.7 (1.12) 2.7 (1.06) 2.7 (1.09)

 LDL-C >1.8 mmol/L 465/608 (76.5) 480/625 (76.8) 945/1233 (76.6)

HDL-C, mmol/L 1.1 (0.34) 1.1 (0.46) 1.1 (0.41)

 HDL-C <1 mmol/L 273/633 (43.1) 277/641 (43.2) 550/1274 (43.2)

(Continued )
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LDL-C, BP, BMI, and waist circumference were not 
statistically different between intervention and control 
groups at 12 months (Table S2). Regarding achiev-
ing recommended targets, participants were equally as 
likely to achieve LDL-C, BP, exercising regularly, and 
nonsmoking status, but significantly more participants 
in the intervention group reported achieving guideline-
recommended level of vegetable intake (RR, 1.90 [95% 
CI, 1.05–3.45]; P=0.035), fruit intake (RR, 1.15 [95% 
CI 1.03–1.29]; P=0.014), and BMI <25 kg/m2 (21.3% 
vs 18.0%; P=0.01; Table 2 and Figure 3). There was no 
difference in depression and anxiety scores but a slightly 
improved quality of life score (12-item short form sur-
vey, physical component score) for the intervention group 
(mean difference [95% CI], 1.1 [0.0,2.2]; P=0.045).

Cardiovascular Events and Safety
A list of clinically adjudicated cardiovascular events and 
serious adverse events is provided in Table S3. Incidence 

of any cardiovascular event was 17.9% versus 18.2% 
for the control and intervention groups, respectively, and 
there was no significant difference (RR, 1.02 [95% CI, 
0.81–1.28]; P=0.87; Table S3).

Medication Adherence Validation Using Linked 
PBS Data
In total, 1379/1424 (96.8%) randomized partici-
pants had data on self-reported medical adherence; 
1211/1424 (85.0%) had data on medical adherence 
using linked PBS data and 1179/1424 (82.8%) had 
overlapping data. In the first 6 months, data from linked 
PBS suggest that patients have between 11.4% (second 
antiplatelet) and 19.6% (for β-blockers) less medication 
supply compared with self-reported medication adher-
ence, with similar results between 6 and 12 months but 
with a greater gap: 13.1% for second antiplatelet agent 
and 31.7% for β-blockers. There was no significant dif-
ference in medications purchased by medication classes 

Total physical activity, MET min/wk 3514.4 (5934.67) 3336.6 (5671.64) 3425.5 (5803.2)

Smoking status

 Current 194/708 (27.4) 185/716 (25.8) 379/1424 (26.6)

 Former 279/708 (39.4) 303/716 (42.3) 582/1424 (40.9)

Diabetes 168/708 (23.7) 172/716 (24.0) 340/1424 (23.9)

Hypertension 346/708 (48.9) 335/716 (46.8) 681/1424 (47.8)

Achieving guideline levels

 LDL-C <1.8 mmol/L 119/608 (19.6) 120/625 (19.2) 239/1233 (19.4)

 BP <140/90 mm Hg 580/708 (81.9) 614/713 (86.1) 1194/1421 (84.0)

 Exercising regularly† 447/703 (63.6) 455/713 (63.8) 902/1416 (63.7)

 Nonsmoker/former smoker 514/708 (72.6) 531/716 (74.2) 1045/1424 (73.4)

 BMI <25 kg/m2 148/703 (21.1) 170/706 (24.1) 318/1410 (22.6)

 All 5 key guideline levels‡ 4/603 (0.7) 10/614 (1.6) 14/1217 (1.2)

 Achieving ≥4 key guideline levels 90/603 (14.9) 95/614 (15.5) 185/1217 (15.2)

 ≥5 servings of vegetables per day 25/708 (3.5) 21/715 (2.9) 46/1423 (3.2)

 ≥2 servings of fruit per day 234/708 (33.1) 197/715 (27.6) 431/1423 (30.3)

Medications§

 ACEI/ARB 563/701 (80.3) 542/707 (76.7) 1105/1408 (78.5)

 Aspirin 689/700 (98.4) 703/709 (99.2) 1392/1409 (98.8)

 β-blocker 589/674 (87.4) 602/695 (86.6) 1191/1369 (87.0)

 Statin 680/705 (96.5) 690/710 (97.2) 1370/1415 (96.8)

 Second antiplatelet 612/699 (87.6) 606/708 (85.6) 1218/1407 (86.6)

 Taking all 5 classes 425/652 (65.2) 417/673 (62.0) 842/1325 (63.5)

Values are mean (SD) or n (%). ACEI indicates angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; 
BMI, body mass index; BP, blood pressure; DBP, diastolic blood pressure; HDL-C, high-density lipoprotein cholesterol; LDL-C, 
low-density lipoprotein cholesterol; MET, metabolic equivalent task; and SBP, systolic blood pressure.

*Other indicates participants who did not fit the listed race/ethnicity categories.
†Participants who reported exercising ≥30 min/d (moderate exercise) on 5 or more days per week.
‡Of LDL-C, BP, exercising regularly, nonsmoking status, and body mass index <25 kg/m2.
§Medication use for each cardioprotective treatment. The numerator is the number of patients stating they were taking the medi-

cation at baseline (denominator minus a combination of true missing and physicians not prescribing the medication). The denomina-
tor is number randomized minus contraindications (medically significant drug reaction/allergy).

Table 1. Continued

Characteristics Control (n=708) Intervention (n=716) Total (n=1424)
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except for a small difference for second antiplatelet 
medication (Table 3 and Figure S1).

Health Care Service Use
Valid consent and data for Medicare Benefits Scheme 
linkage was available for 1268 participants (89.0% of 

randomized patients). Use of medical services (general 
practitioner, specialist, mental and allied health, pathol-
ogy, cardiac testing) and costs were similar between 
groups except for small differences in high-density lipo-
protein cholesterol testing (mean number of high-density 
lipoprotein cholesterol checks per patient: 0.5 interven-
tion versus 0.4 control; P=0.005 in 0 to 6 months) and 

Table 2. Primary and Secondary End Point Analyses at 6 and 12 Months of Follow-Up*

Measure Control (n=708) Intervention (n=716) RR (95% CI) P value

Primary end point†

  Self-reported adherence to all 5 medica-
tion classes at 6 and 12 months‡

370/682 (54.3) 351/697 (50.4) 0.93 (0.84, 1.03) 0.148

Secondary end points

 Adherence to each medication class at 6 and 12 months‡

  Aspirin 613/638 (96.1) 646/671 (96.3) 1.00 (0.98, 1.02) 0.856

  β-blocker 486/581 (83.6) 516/613 (84.2) 1.01 (0.96, 1.06) 0.804

  ACEI/ARB 498/621 (80.2) 489/636 (76.9) 0.96 (0.90, 1.02) 0.154

  Statin 624/655 (95.3) 632/668 (94.6) 0.99 (0.97, 1.02) 0.586

  Second antiplatelet 533/632 (84.3) 532/636 (83.6) 0.99 (0.95, 1.04) 0.739

 LDL-C <1.8 mmol/L§ 267/570 (46.8) 281/586 (48.0) 1.01 (0.90, 1.14) 0.824

 BP <140/90 mm Hg§ 445/603 (73.8) 436/611 (71.4) 0.96 (0.90, 1.02) 0.205

 Exercising regularly∥¶ 405/596 (68.0) 432/610 (70.8) 1.02 (0.96, 1.09) 0.523

 Total physical activity, MET min/wk∥ 3246.9 (2851.7, 3642.1) 3047.0 (2657.6, 3436.3) −199.92 (−754.72, 354.89)§§ 0.480

 Nonsmoker∥# 520/613 (84.8) 528/636 (83.0) 1.00 (0.97, 1.02) 0.971

 BMI <25 kg/m§ 110/581 (18.9) 138/583 (23.7) 1.19 (1.04, 1.35) 0.011

 HDL-C > 1 mmol/L§ 320/580 (55.2) 334/594 (56.2) 1.00 (0.93, 1.09) 0.912

 ≥5 vegetable servings per day§ 16/597 (2.7) 33/610 (5.4) 1.90 (1.05, 3.45) 0.035

 ≥2 fruit servings per day§ 222/597 (37.2) 242/610 (39.7) 1.15 (1.03, 1.29) 0.014

 Achieving all 5 key guideline levels§** 21/506 (4.2) 32/505 (6.3) 1.40 (0.84, 2.34) 0.191

 Achieving ≥4 key guideline levels§ 157/506 (31.0) 174/505 (34.5) 1.12 (0.95, 1.33) 0.175

 Achieving ≥3 key guideline levels§ 349/506 (69.0) 351/505 (69.5) 1.01 (0.94, 1.09) 0.779

 PHQ-9 total score 3.8 (3.5, 4.2) 3.7 (3.4, 4.1) −0.1 (−0.6, 0.4)§§ 0.700

 Depressed (PHQ-9 >14)†† 30/595 (5.0) 29/609 (4.8) 0.93 (0.57, 1.50) 0.750

 GAD-7 total score∥ 3.5 (3.2, 3.9) 3.6 (3.3, 3.9) 0.06 (−0.42, 0.55)§§ 0.800

 Not anxious (GAD-7 <5) 429/596 (72.0) 423/606 (69.8)   

 SF-12: PCS* 46.5 (45.7, 47.2) 47.6 (46.8, 48.3) 1.1 (0.0, 2.2)§§ 0.045*

 SF-12: MCS* 51.9 (51.1, 52.7) 51.2 (50.4, 52.0) −0.7 (−1.8, 0.4)§§ 0.204

 Major adverse cardiovascular event‡‡‡ 122/681 (17.9) 127/696 (18.2) 1.02 (0.81, 1.28) 0.873

Values are n (%) or mean (95% CI). ACEI indicates angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; BMI, body mass index; BP, blood pres-
sure; GAD-7, General Anxiety Disorder–7; HDL-C, high-density lipoprotein cholesterol; LDL-C, low-density lipoprotein cholesterol; MCS, Mental Component Summary; 
MET, metabolic equivalent task; PCS, Physical Component Summary; PHQ-9, Patient Health Questionnaire–9; RR, relative risk; and SF-12, 12-item short form survey.

*Groups were compared using a log-binomial regression including randomized groups (intervention/control) and corresponding baseline values as fixed effect. 
†Patients were defined as adherent if the proportion of indicated medications taken is >80% at both time points on the basis of self-reported data (>24/30 days at 

6 months and >24/30 days at 12 months) for the 5 guideline-recommended classes of medications if not otherwise contraindicated. The denominator is the number 
randomized in each group minus those with contraindications and who completed 12 months of follow-up (withdrawals and true missings).

‡Other comparisons use a 2×2 contingency table, from which the relative risk and χ2 P value was extracted (no baseline values available).
§Baseline values are dichotomous variables.
∥Baseline covariates are continuous. 
¶Participants who reported exercising 5 or more days per week × ≥30 min/d of moderate exercise.
#Includes former and nonsmokers.
**Of LDL-C, BP, exercising regularly, nonsmoking status, and BMI <25 kg/m2.
††Baseline value was the transformed 0 to 100 mental health score from baseline. 
‡‡See Table S3 for a complete list of adjudicated cardiovascular events.
§§ Reported as mean difference (95% confidence interval).
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general practitioner visits (mean number of visits per 
patient: 4.7 intervention versus 5.3 control; P=0.01 in 6 
to12 months; Tables S4 and S5).

Process of Implementation Measures
Among the 2248 patients who were screened but not 
randomized, the main reasons were that they did not 
own a mobile phone (542 [24%]), were not proficient 
in English (490 [22%]), or declined to participate (456 
[20%]; Figure 1). After randomization, 54 participants 
receiving the intervention requested the text messag-
es be stopped at varying times during the 12-month 
follow-up period and 1 withdrew consent. Reasons for 
stopping are listed in Figure 1.

There were 2737 text message replies from par-
ticipants; 57% (1661) did not require a reply from 
the health counselor and 95% (2737) took the health 
counselor <5 minutes to process or respond to. Only 

1 message required rapid clinical escalation because it 
reported chest pain.

A total of 509 (401 male) of the 716 intervention 
participants (response rate of 71%) responded to the 
TEXTMEDS user feedback survey. Most people either 
agreed or strongly agreed that the text message program 
was useful (438/509 [86%]), was easy to understand 
(476/509 [94%]), reminded them to take their regular 
medications (323/509 [63%]), and motivated them to 
change their lifestyle (323/509 [63%]; Table S6).

DISCUSSION
Provision of consistent education and support on pre-
vention after discharge after ACS remains an implemen-
tation challenge for many health services and systems. 
In the TEXTMEDS study, we implemented a customized 
text message–based program requiring minimal central 
staff support for 1 year for patients discharged from 

Figure 2. Medication adherence at 6 and 12 months for intervention and control in the TEXTMEDS randomized clinical trial.
Patients were defined as adherent if the proportion of indicated medications taken was >80% at both time points (>24/30 days at 6 months 
and >24/30 days at 12 months) for each individual medication class and for the primary end point of self-reported medical adherence for all 5 
guideline-recommended classes of medications at both 6 and 12 months, unless contraindicated. ACE indicates angiotensin-converting enzyme; 
ARB, angiotensin receptor blocker; and TEXTMEDS, Text Messages to Improve Medication Adherence and Secondary Prevention After Acute 
Coronary Syndrome.
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18 urban or rural centers in Australia in a multicenter 
RCT. The study found no significant effect on the pri-
mary outcome of medication adherence by self-report 
or on exploratory analyses through pharmaceutical dis-
pensation data. There was no effect on objective mea-
sures including LDL-C, weight, waist circumference, or 
BP. Similar to a previous trial using a similar intervention, 
intervention participants were more likely to eat guide-
line-recommended servings of fruit and vegetables. The 
intervention was safe and did not increase, and may have 
decreased, health care use.

There was no significant effect on the primary out-
come measure of medical adherence to 5 medication 
classes, but this study was powered to detect a differ-
ence of >10%, which we had hypothesized to be clini-
cally meaningful. To help put the results in context, an RR 
of 0.93 for our primary outcome (7% difference) would 
need a sample size of ≈9000 to have ≈90% to detect 
this difference. There is no consensus on assessing 
medical adherence and pragmatism and accuracy usually 
need to be balanced in deciding on the best approach. 
Adherence is usually reported as a percentage of the 
prescribed dose taken over a specified time period, but 
there is no consensus over what constitutes adequate 
adherence and methods used to measure adherence 
vary between studies.17 In this study, we validated the 

self-reported medication adherence approach taken 
in the study with concurrent linked data from the PBS, 
which is a comprehensive data source for all prescribed 
medications in Australia. We confirmed no significant dif-
ference in medication adherence but also demonstrated 
that self-reported adherence appeared to systematically 
overestimate prescription refill–confirmed adherence. 
Self-reported medication adherence questionnaires are 
convenient, inexpensive, and easy to administer, can 
provide an immediate assessment of adherence, and 
is the method that most reflects clinical practice. How-
ever, self-report is susceptible to recall and acceptability 
bias. Furthermore, the variety in self-reported methods 
used to assess medication adherence in research can 
introduce significant heterogeneity between clinical tri-
als,18 which makes comparisons difficult. Objective quan-
tifiable measures of medication adherence, such as pill 
counts and prescription refill rates, may be more reliable. 
Although these measures appear simple and objective, 
they assume that supply equates to ingestion.

We also found that despite our messages having 
relatively fewer lifestyle-focused texts and more medi-
cation adherence texts compared with our previous 
programs,19–22 intervention participants were still more 
likely to report adherence to healthy lifestyle practices 
than to have better medication adherence. A possible 

Figure 3. Cardiovascular risk factor outcomes for intervention and control in the TEXTMEDS randomized clinical trial.
BMI indicates body mass index; BP, blood pressure; LDL-C, low-density lipoprotein cholesterol; and TEXTMEDS, Text Messages to Improve 
Medication Adherence and Secondary Prevention After Acute Coronary Syndrome.
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explanation is that there are external factors affecting 
intentional (eg, cost) and nonintentional (eg, forgetful-
ness) medication adherence that were not possible to 
address with TEXTMEDS. These include social and eco-
nomic factors such as medication costs,23 patient–doc-
tor relationship,24,25 fixed health beliefs,26 belonging to an 
ethnic minority, depression, and reduced social support.27 
In addition, side effects,28 pill burden/treatment com-
plexity,29 and treatment of asymptomatic disease30 can 
adversely affect adherence and are more difficult to tar-
get with mobile health methods. Other possible reasons 
for no significant effect on medical adherence is that 
these patients were enrolled soon after discharge and in 
this setting medical adherence is usually good and hence 
there is limited room for improvement. There also is a 
possibility that an intervention on healthy lifestyles may 
give patients a feeling that if they have a healthy lifestyle 
they can take fewer medications. Many major pharmacy 

groups in Australia offer a complimentary text message 
(or app-based) prescription reminder service, which may 
have reduced the chances of finding a significant differ-
ence between intervention and control groups. We did 
not acquire data on the proportion of patients who used 
this or other text message reminder services. In contrast, 
these external factors may be less applicable to lifestyle 
behavior change and thus more easily targeted with text 
messaging, as has been seen in previous studies.4 TEXT 
ME showed a greater effect on lifestyle risk factors 
including improvement of LDL-C and BP compared with 
TEXTMEDS; however, the TEXT ME and TEXTMEDS 
programs are fundamentally different. Although we used 
some lifestyle-focused messages from TEXT ME, the 
medication adherence context was expanded and the 
lifestyle content was not the main focus.

Our findings differ from a meta-analysis of 16 RCTs 
assessing text messaging for medication adherence 

Table 3. Pharmaceutical Benefits Scheme Validation of Adherence Compared With Self-Report for Each 
Medication Class* Over the First and Second 6 Months of the Intervention†

 

Treatment group

Total P valueControl Intervention

ACEI/ARB adherence

 0 to 6 months PBS‡ 386/480 (80.4) 375/460 (81.5) 761/940 (81.0) 0.67

 6 to 12 months PBS§ 340/431 (78.9) 327/411 (79.6) 667/842 (79.2) 0.81

 0 to 6 months self to report‡∥ 402/408 (98.5) 386/394 (98.0) 788/802 (98.3) 0.55

 6 to 12 months self to report§∥ 347/353 (98.3) 328/342 (95.9) 675/695 (97.1) 0.06

β-blocker adherence

 0 to 6 months PBS‡ 398/502 (79.3) 394/509 (77.4) 792/1011 (78.3) 0.47

 6 to 12 months PBS§ 284/435 (65.3) 292/447 (65.3) 576/882 (65.3) 0.99

 0 to 6 months self-report‡∥ 408/417 (97.8) 423/432 (97.9) 831/849 (97.9) 0.94

 6 to 12 months self-report§∥ 331/343 (96.5) 350/359 (97.5) 681/702 (97.0) 0.44

Statin adherence

 0 to 6 months PBS‡ 475/578 (82.2) 480/589 (81.5) 955/1167 (81.8) 0.76

 6 to 12 months PBS§ 433/552 (78.4) 427/559 (76.4) 860/1111 (77.4) 0.41

 0 to 6 months self-report‡∥ 520/529 (98.3) 526/537 (98.0) 1,046/1066 (98.1) 0.68

 6 to 12 months self-report§∥ 465/474 (98.1) 462/477 (96.9) 927/951 (97.5) 0.22

Second antiplatelet months of supply purchased

 0 to 6 months PBS‡ 461/517 (89.2) 436/515 (84.7) 897/1032 (86.9) 0.03

 6 to 12 months PBS§ 399/478 (83.5) 389/468 (83.1) 788/946 (83.3) 0.88

 0 to 6 months self-report‡∥ 447/455 (98.2) 446/453 (98.5) 893/908 (98.3) 0.80

 6 to 12 months self-report§∥ 314/325 (96.6) 294/306 (96.1) 608/631 (96.4) 0.72

Values are n (%). ACEI indicates angiotensin-converting enzyme inhibitor; and ARB, angiotensin receptor blocker.
*Aspirin was not included in this analysis because this medication does not require a prescription.
†Pharmaceutical Benefits Scheme (PBS) validation of adherence was determined by assessing months of supply, which was calculated 

as (dosage per day stated at 6 or 12 months/dosage per tablet) × (maximum quantity/28). When a patient’s dosage per day stated at 
baseline was not available, we assumed 1 refill is a 1-month supply, except for metoprolol tartrate (3.2 months). Adherence was defined as 
having purchased supply of 5 or more months separately over the 0 to 6 months and 6 to 12 months periods.

‡Denominator is the number of patients self-reporting that they have been prescribed the medication and with PBS records available 
over the first 6 months of the intervention.

§Denominator is the number of patients self-reporting that they have been prescribed the medication who have not indicated they have 
stopped taking it at 6 months and with PBS records available over the second 6 months of the intervention.

∥Self-reported adherence was defined as taking medication for >24 days out of the previous 30 days at 6 or 12 months. The denominator 
excludes participants for whom adherence by self-report was missing.
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in adults with chronic disease. This showed that in a 
pooled analysis of 2742 patients, participants receiv-
ing text messages were more than twice as likely to 
adhere to medications (OR, 2.11 [95% CI, 1.52–2.93]; 
P<0.001).12 However, there was significant heteroge-
neity between studies, median sample size was small 
(97 participants [range, 21–538]), and the median inter-
vention duration was short (12 weeks [range, 4–48]). 
In contrast, TEXTMEDS included patients with recent 
ACS (which may represent more motivated patients 
because of the recent event as well as being eager to 
enroll in a clinical trial), had a significantly larger sample 
size than the individual studies across 15 sites in Aus-
tralia, and had long-term follow-up. Median age was also 
low compared with TEXTMEDS (39 vs 58 years) and 
the included studies evaluated various chronic diseases, 
with only 5 of the 16 assessing cardiovascular disease. 
A recent systematic review showed that younger and 
older patients may have higher rates of nonadherence 
compared with middle-aged adults.27

Most new technologies introduced into health care 
increase overall patient costs, but here the linked data 
analysis found no increased costs and fewer general 
practitioner visits and some cardiac tests. The finding is 
consistent with the cost savings demonstrated in previ-
ous text message–based intervention programs,11 sug-
gesting that the overall costs of health care use do not 
increase with implementation of this digital health pro-
gram, but this needs to be formally evaluated in a cost-
effectiveness analysis.

The process of implementation evaluation that com-
plemented this study demonstrates the technical suc-
cess in implementation of this program across Australia. 
The implementation also demonstrates that providing 
unified messaging that is perceived helpful by patients 
improves the patient experience and engenders feelings 
of support after ACS using a low-cost technology inter-
vention. Further iterations of the program and genera-
tions of smartphones have increased the ability for the 
quality of the content to be enriched with images and vid-
eos and not limiting accessibility to participants through 
existing mobile networks. The descriptive analyses of 
TEXTMEDS indicated that participants were engaged in 
the program, with a high number of responses to mes-
sages and good overall feedback with respect to pro-
gram acceptability and perceived usefulness. Separate 
analyses indicated that supportive and informational 
messages in particular elicited more message replies.31

There are several limitations to our study that need to 
be considered. The study intervention, although evalu-
ated in a randomized design, was not able to be blinded. 
The primary outcome was self-reported, although there 
was validation of the primary outcome performed among 
those who consented to the linked data for medications. 
Participation in a clinical trial could have caused people 
in both arms to be more adherent to their medicines. 

We did not assess baseline medical adherence because 
many participants would not have been on the second-
ary prevention medications for 30 days at the time of 
recruitment. There was evidence of cultural diversity in 
the study population, but only one-fifth of the participants 
were women, which is consistent with other studies of 
patients with ACS. The pathology results used in second-
ary outcome assessments were those drawn from rou-
tine care and hence were not centralized and the dates 
of the tests were unable to be strictly stipulated by study 
staff because the study had a limited budget and did not 
include costs of study bloodwork. The study sites repre-
sent a broad range of sites across urban and rural Aus-
tralia and included a culturally diverse population. There 
was good consistency with respect to the outcomes and 
findings in terms of overall acceptability of messaging 
across major regions. This suggests the findings are likely 
to be generalizable to other regions. Ongoing studies are 
assessing whether digital health interventions for medi-
cation adherence would be effective in different chronic 
diseases, including heart failure and diabetes.32

The TEXTMEDS text message–based program to 
provide education and support to patients with ACS 
was feasible to implement across 18 centers and 3 time 
zones in Australia. The program implementation was not 
associated with increases in the primary outcome of 
medical adherence, measured by self-report or linkage 
to medication dispensing, or changes in LDL-C or BP 
control. Whether customized and personalized text mes-
sage–based education and support prevention programs 
offer a means of delivering consistent education and 
support to patients after hospitalization for acute cardiac 
events remains uncertain.
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