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Abstract

Background: eHealth is a promising tool for promoting lifestyle behaviors such as a healthy diet and physical activity (PA).
However, making people use interventions is a crucial and challenging problem in eHealth. More insight into use patterns and
predicting factors is needed to improve future interventions.

Objective: This study aims to examine the use, predictors of use, and appreciation of a web-based, computer-tailored, dietary
and PA promotion intervention, MyLifestyleCoach, which is based on the self-determination theory. First, we depict the participants’
flow in the intervention and identify moments when they are likely to discontinue use. Second, we investigate whether demographic,
motivational, and program-related characteristics predict the use of several intervention elements. Finally, we report the appreciation
scores for the intervention and the participant and program characteristics associated with these scores.

Methods: This study was based on data from web-based self-report questionnaires. Here, objectively assessed intervention use
data were analyzed from participants randomized to the intervention condition. Multiple stepwise (logistic) regression analyses
were conducted to examine the predictors of intervention use and evaluation scores.

Results: Our findings indicate a low full completion rate for the intervention among those who chose and completed the diet
module (49/146, 33.6%), the PA module (2/12, 17%), and both modules (58/273, 21.2%). Several points in the intervention where
participants were likely to stop using the intervention were identified. Autonomous and intrinsic motivation toward diet were
related to the completion of the initial sessions of the intervention (ie, the opening session in which participants could choose
which module to follow and the first session of the diet module). In contrast, controlled motivation was linked to the completion
of both modules (initial and follow-up sessions). Appreciation scores were somewhat positive. Appreciation was predicted by
several motivational constructs, such as amotivation and basic psychological needs (eg, competence) and program-related features
(eg, number of completed sessions).

Conclusions: This study adds meaningful information on the use and appreciation of a web-based, computer-tailored dietary
and PA intervention, MyLifestyleCoach. The results indicate that different types of motivations, such as extrinsic and intrinsic
motivation, are at play at the points when people are likely to stop using the intervention. The intervention was appreciated fairly
well, and several motivational constructs and fulfillment of basic psychological needs were associated with appreciation. Practical
implications of these findings have been provided in this study.
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Introduction

Background
Personalized eHealth interventions are promising for promoting
a wide array of healthy lifestyle behaviors, such as physical
activity (PA) and a healthy diet [1]. The true potential of such
an intervention can only be reached when people are sufficiently
exposed to its content [2]. However, many people do not use
interventions as intended, and many people stop using the
intervention before it is fully completed. Eysenbach [3] referred
to this phenomenon as nonusage attrition. Research has shown
that approximately 50% of the participants used a typical
eHealth intervention as intended [4]. There is a general belief
regarding the features that make personalized eHealth
interventions effective and increase their use. The most essential
elements are an increased interaction with a counselor, more
frequent intended use, more frequent updates, and more
extensive use of dialog support [4]. So far, a detailed
understanding is lacking regarding the characteristics of
participants who use an intervention as intended, how people
navigate through interventions, and where they are likely to
stop using the intervention.

To date, several studies have identified predictors of eHealth
intervention use. In general, these studies show that age, gender,
employment status, a healthier BMI, and lifestyle have been
linked to the start, visit and revisit, and use of web-based
interventions [5-14]. Mixed results have been found regarding
marital status, working status, educational level (although
numerous studies show more use for higher-educated people),
income, motivation, and self-efficacy as correlates of
intervention use [14]. Not only do demographic characteristics
and current (lifestyle) behavior explain variance in use but also
user engagement, intervention characteristics, and psychological
variables could also determine an intervention’s use. Motivation
toward a healthier lifestyle could be a crucial factor in use, as
it has been related to the initiation and maintenance of health
behavior [15,16]. Furthermore, a study found that users who
were more autonomously motivated to eat healthily were less
likely to stop using the intervention within the first 2 weeks of
the program [17]. However, the role of motivation in use has
not yet been closely examined [14].

Self-determination theory (SDT) is a macrotheory of human
motivation [18]. The SDT postulates that 3 basic psychological
needs must be satisfied to maintain optimal performance and
well-being. These 3 basic psychological needs are autonomy,
competence, and relatedness. When these needs are met, more
self-determined forms of motivation are fostered, leading to
more engagement in actions to achieve the intended behavior
change [18-21]. In the context of use, designing an intervention
in which conditions are implemented to support the basic
psychological needs may also enhance participation within an
intervention. For example, the basic psychological need of
autonomy can be implemented in an intervention by giving
participants the option to choose what parts of the intervention

they want to use and when they want to start with these parts
or giving participants a choice on which behavior to work. One
study found several characteristics, such as current lifestyle
behavior, program features, and amotivation to engage in
sufficient PA, to be related to module choice within a multiple
health behavior intervention [22].

So far, little is known about use and factors related to use within
complex multiple-component (lifestyle) interventions, although
this knowledge is very valuable for intervention improvement,
particularly concerning use. An intervention that could provide
useful information for this purpose is MyLifestyleCoach, a
web-based, computer-tailored intervention promoting dietary
and PA behavior based on SDT and motivational interviewing.
This approach could be one of the underlying mechanisms of
intervention use and its effectiveness. In this intervention, people
can choose their own way of working through the intervention,
that is, which module they want to use (ie, diet, PA, both
modules, or no module), and they can decide when to start with
the chosen module or modules [23,24]. This approach gives
participants autonomy in selecting the behavior they prioritize
at a particular moment, which is considered to increase
intervention engagement and, ultimately, lower attrition and
increase use. Even for people who are already (intrinsically)
motivated, this intervention offers tools, such as an action plan,
to turn their desire to change behavior into action. In addition
to evaluating the use of MyLifestyleCoach, it is important to
understand how users appreciate this intervention and whether
specific characteristics predict use and appreciation.

Objectives
The first aim of this study is to describe use of the intervention.
The second aim is to examine which characteristics are linked
to the use of initial and follow-up sessions. The third aim is to
examine the appreciation scores for the intervention and what
characteristics, especially basic psychological needs, are
associated with this appreciation. This study does not shed light
on the intervention’s effects; instead, this study provides useful
insights for developing future eHealth interventions. For
example, it gives a more in-depth understanding of whether
providing participants a choice, such as which module to follow
and when to follow a module, is beneficial for intervention use.

Methods

Study Design
A 2-group randomized controlled trial (RCT) was conducted
in the Netherlands. For this study, observational data of the
intervention group of this RCT, called MyLifestyleCoach, was
used. Therefore, the control group data were excluded.
MyLifestyleCoach is a web-based, computer-tailored
intervention that consists of a diet module (I Eat) to promote
dietary behavior and a previously tested PA module (I Move)
to improve PA levels in Dutch adults. Participants in this
intervention could choose which of these modules they would
like to take part in both modules, the diet module only, the PA
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module only, or no module. Detailed information about the
development of the intervention and the design of the RCT,
which this study is part of, can be found elsewhere [23,24]. This
intervention is theoretically founded on the principles of SDT
and uses practical applications of motivational interviewing.
This intervention was developed using the intervention mapping
protocol [25]. This study was reviewed and approved by the
Committee for Ethics and Consent in Research of the Open
University of the Netherlands (reference U2018/07266/SVW).
This study was registered in the Dutch trial register (NL7333).
A data processing agreement with the software developer, who
acts in line with the General Data Protection Regulation, has
been signed. Furthermore, data that have been exported from
the software application are safely stored at the servers of the
Open University in accordance with the General Data Protection
Regulation.

Participants
The target group for this trial was Dutch adults aged 18-70
years. Participants were recruited using a research panel between
October 2018 and May 2019. This research panel sent possible
participants an email containing some brief information about
the intervention and a link to the intervention website where
they could read more information about the goal, procedure,
and incentives for the study. The participants’ inclusion criteria
were age between 18 and 70 years, an adequate understanding
of the Dutch language, and possession of a computer or tablet
with access to the internet. Participants who indicated that they
had already participated in previous comparable studies of our
research group were excluded.

Procedure of the Intervention

Recruitment
A research panel organization sent several emails to recruit
participants for this study. In this email, some basic information
was provided about this study. Participants could then choose
to click on a link leading them to the intervention website with
additional information. If participants wanted to participate,
they could click on the “I want to participate” button.

Preliminary Assessment and Baseline Questionnaire
First, potential participants had to fill in some questions to assess
the previously described inclusion and exclusion criteria of this
study and had to sign informed consent. Next, participants were
randomly assigned by a computer into the intervention condition
or the waiting list control condition (2:1) and filled in the
baseline questionnaire. Participants in the intervention condition
then continued to the opening session. Participants allocated to
the waiting list control condition had no access to the
intervention. After the 12-month study period, that is, when
they completed the 12-month questionnaire, they were given
access to the intervention.

Opening Session
In the opening session, participants were introduced to the
program and video coaches. They also received feedback on
their dietary and PA behavior using a traffic light system based
on the baseline questionnaire results. Participants could receive
green advice, indicating that they were already adhering to the

guidelines, and following the module was unnecessary;
nevertheless, they could have a look at the module. Green advice
was provided for diet when they ate at least 2 portions of fruit
per day, 250 g of vegetables per day, and fish once a week and
consumed no unhealthy snacks per day in line with the Dutch
dietary guidelines [26]. For PA, green meant that they were
already engaging in ≥150 minutes of moderate to vigorous PA
(MVPA) per week according to the Dutch PA guidelines [27].
For diet, orange advice indicated that they were adhering to
advice for at least one targeting behavior but not all (eg,
consuming sufficient fish but not vegetables). For PA, orange
meant that they were engaging in 120-150 minutes of MVPA
per week. This cutoff point of 120 minutes of MVPA was
chosen based on previous PA guidelines. It was advised to
engage in at least 30 minutes of MVPA for at least 5 days per
week. Thus, 120 minutes of MVPA (or 4 days of 30-minute
MVPA) meant that they almost adhered to the guideline [27],
and participants were advised to follow a particular module.
Red advice was provided when they did not adhere to any
dietary behaviors or had <120 minutes of MVPA per week.
Here, participants were strongly advised to follow a particular
module. Then, participants could choose whether they wanted
to follow the diet or PA module, both modules, or no module.
The participants who decided to start with the diet or PA module
were given the option to continue to the first session of the
module immediately after this opening session or at another
moment (within 14 days after the opening session). Participants
who decided to follow both modules had to select the module
they wanted to start directly and had to choose a date within 14
days after the opening session for the other module. The
participants who decided to select no module received an email
giving them the option to make a module choice again 2 weeks
later. More information can be found elsewhere [22].

Sessions Within Modules
Both the diet and PA modules comprised 4 sessions. In session
1, a healthy diet was explained according to the Netherlands
Nutrition Center, or guidelines for sufficient PA levels were
provided. Participants were able to see their results on their
dietary or PA behavior again. The importance and confidence
in eating (more) healthily or engaging in sufficient PA levels
were assessed, and feedback was given on this topic. Finally,
participants could make an action plan. After 3 weeks from the
first session, participants could enter session 2. In this session,
they looked back on their perception of the importance of a
healthy diet or PA level. They could come up with new reasons
to start with the new behavior. Furthermore, they thought about
what effects it would have on them if they started with the new
behavior (looking forward). Finally, they engaged in a part on
coping with difficult situations, including the identification of
personal strengths, and could formulate or change the action
plan. After 6 weeks from session 1, participants filled in a short
questionnaire about their current behavior (diet or PA) and then
entered session 3. An assessment took place on participants’
current perception of the importance of a healthy diet or PA and
their confidence in achieving this behavior compared with
session 1. Participants also received feedback on this assessment.
Participants were invited to think back on a problematic situation
in which they struggled but managed the achieved behavior.
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They received feedback on their current dietary or PA behavior
compared with session 1 and could formulate or change the
action plan expressed in the previous session of sessions. After
3 months from session 1, they filled in a short questionnaire
regarding their current behavior (diet or PA) and then entered
session 4, which served as a booster session. Participants could
choose several topics from previous sessions that they wanted

to do. These topics included feedback on their current behavior
compared with session 1, long-term personal motivation and
confidence, how to deal with difficult situations, and information
on how to maintain their new behavior after the end of the
program. Figure 1 shows an overview of the content of these
sessions. More detailed information on these sessions can be
found in the protocol papers [23,24].

Figure 1. Overview of the content of the sessions in the intervention. PA: physical activity.
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Follow-up Questionnaire
After 6 months from when participants completed the baseline
questionnaire, both in the intervention and control conditions,
they were sent an invitation email to complete the 6-month
follow-up questionnaire. Email reminders were sent every week
for 4 weeks in total. Participants who completed all
questionnaires were entered into a draw for 2 tablets and gift
vouchers of up to €50 (US $57.23).

Measurements
The baseline questionnaire assessed demographic characteristics,
dietary and PA behaviors, and psychosocial constructs. All these
measurements were self-reported.

Demographics
Demographic characteristics included age, gender, education,
work status, physical impairment, marital status, weight and
height, and health status using a thermometer-style visual analog
scale ranging from 0-100. These factors served as control
variables in our analysis.

Motivation
Of the psychological constructs measured in this study, only
motivation was included. Motivation was assessed with 2
Treatment Self-Regulation Questionnaires, one for dietary
behavior and the other for PA behavior [28]. Participants had
to indicate the degree to which they agreed with each of the 15
statements on a 7-point Likert scale. There were 3 subscales:
amotivation (3 items), controlled motivation (6 items), and
autonomous motivation (6 items). This questionnaire did not
assess the intrinsic motivation for these health-related behaviors.
For that purpose, we included the intrinsic regulation subscale
(4 items) from the Dutch Behavioral Regulation in Exercise
Questionnaire-2 to determine the intrinsic motivation for PA
behavior and an adapted version of the Behavioral Regulation
in Exercise Questionnaire-2 to determine the intrinsic motivation
for dietary behavior [29]. Participants had to indicate the degree
to which they agreed with each of the 4 statements on a 5-point
Likert scale. The mean score was calculated for each
motivational construct.

Dietary and PA Behavior
Dietary behavior was assessed using a validated Food Frequency
Questionnaire. The Food Frequency Questionnaire was extended
with questions regarding the size of vegetable and fruit portions
based on the study by Huybrechts et al [30]. The outcomes were
fruit intake, vegetable intake, fish consumption, and daily
consumption frequency of unhealthy snacks. For the calculation
of the consumption frequency of unhealthy snacks, we referred
to the study by Coumans et al [31]. PA behavior for a typical
week in the past month was assessed using the validated Dutch
Short Questionnaire to Assess Health [32]. PA behavior was
operationalized as the total number of minutes of MVPA by
multiplying the frequency (days per week) and duration (hours
and minutes per day) of leisure and transport walking, leisure
and transport cycling, occupational activities, household
activities, gardening, odd jobs, and sports performed with
moderate or vigorous intensity.

Process Evaluation
To assess appreciation, participants were asked to give an
appreciation score for the whole program on a 10-point scale
at 6 months from baseline. People also had to provide a rating
for the diet and PA module, which ranged on a scale from 1
(very low) to 10 (very high), if they had completed at least 1
session of the particular module. Furthermore, participants were
asked to what extent the program met their basic psychological
needs during the intervention on a 5-point Likert scale from 1
(fully disagree) to 5 (fully agree) [33]. A total of 2 items
assessed autonomy: (1) participants were asked if they could
determine which goals they could set and (2) which information
and pieces of advice they could read in the intervention.
Relatedness was assessed by 3 items: (1) participants were asked
if they felt involved in the intervention, (2) if the intervention
was personal, and (3) if they felt supported by the intervention.
Competence was assessed with 1 item: participants were asked
whether they had confidence in eating (more) healthily and/or
engaging in more or sufficient PA. The mean score for each of
these basic psychological needs was calculated.

Finally, data on the completeness of sessions were used to
determine how many participants used a specific part of the
intervention (use). A completeness variable (1=completed and
0=not completed) was created for each session: the opening
session and module sessions 1, 2, 3, and 4 of the diet and PA
modules of the intervention. When participants finished a
session, the completeness variable was set to 1. For this study,
5 use variables were created: (1) finished opening session (1=yes
and 0=no), (2) finished the first session of the diet module when
only the diet module was chosen (1=yes and 0=no), (3) finished
the first sessions of both the diet and PA modules when both
modules were chosen (1=yes and 0=no), (4) finished the whole
diet module when only the diet module was chosen (1=yes and
0=no; based on 4 complete sessions), and (5) finished the diet
and PA module when both modules were chosen (1=yes and
0=no; based on 8 complete sessions).

Statistical Analysis
Descriptive statistics (mean and SD values) and frequencies
(and percentages) were used to depict the characteristics of the
participants, the overall flow through the intervention, and
appreciation scores. Logistic regression analyses were conducted
to examine which personal characteristics (age, gender,
education, marital status, work, physical impairment, health
status, and BMI) and motivational characteristics were related
to use. Use was subdivided into 3 parts according to different
points in the intervention: (1) completion of the opening session;
(2) the initial module’s session, that is, completion of the first
session of the diet module when only the diet module was
chosen or the first session of the diet and PA module when both
modules were chosen; and (3) the follow-up sessions, that is,
completion of all 4 sessions of the diet module when only the
diet module was chosen or completion of all 8 sessions of the
diet and PA module when both modules were chosen.
Furthermore, linear regression analyses were performed to
investigate which demographic factors, motivational constructs,
and program features were associated with the intervention
appreciation scores (overall intervention, diet, and PA module).
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All statistical analyses were performed using the statistical
software R (version 3.6.0; R Foundation for Statistical
Computing). For all regression analyses, a stepwise approach
was used in which the demographic variables were entered in
the first step, motivational constructs were introduced in the
second step, and program features were added in the third step.
Variance inflation factors were inspected before conducting the
analyses. Statistical significance was set at P<.05.

Results

Participants’ Characteristics
The mean age of the sample was 51.9 (SD 13.1) years; there
were slightly more women than men participating in the study;
70.3% (545/775) of the sample was highly educated; and 64%
(496/775) were employed. The mean BMI of this sample was
considered to be slightly overweight. However, the proportion
of participants with a healthy weight was the largest. More
characteristics are presented in Table 1.
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Table 1. Demographic characteristics of the full sample (N=775).

ValueVariable

51.9 (13.1)Age (years), mean (SD)

Gender, n (%)

475 (61.3)Women

300 (38.7)Men

Education, n (%)

29 (3.7)Low

201 (25.9)Medium

545 (70.3)High

Marital status, n (%)

529 (68.3)Partner

246 (31.7)Single

Work, n (%)

496 (64.0)Employed

279 (36.0)Unemployed

Physical impairment, n (%)

740 (95.5)No

35 (4.5)Yes

BMI statusa, mean (SD)

15 (1.9)Underweight

328 (42.3)Normal

279 (36.0)Overweight

153 (19.7)Obese

26.5 (5.2)BMI (kg/m2), mean (SD)

69.9 (15.6)Health status (0-100), mean (SD)

2.3 (1.2)Amotivation diet (1-7), mean (SD)

2.8 (1.2)Controlled motivation diet (1-7), mean (SD)

5.5 (1.2)Autonomous motivation diet (1-7), mean (SD)

3.5 (1.0)Intrinsic motivation diet (1-5), mean (SD)

2.2 (1.3)Amotivation PAb (1-7), mean (SD)

2.7 (1.2)Controlled motivation PA (1-7), mean (SD)

5.6 (1.2)Autonomous motivation PA (1-7), mean (SD)

3.8 (1.1)Intrinsic motivation PA (1-5), mean (SD)

1.4 (1.1)Fruit, mean (SD)

143.1 (80.7)Vegetables, mean (SD)

1.1 (1.1)Fish (0-7), mean (SD)

1.5 (1.9)Unhealthy snacks, mean (SD)

992.7 (836.8)MVPAc, mean (SD)

aUnderweight: a BMI value of <18.5 kg/m2; normal weight: a BMI value ranging from 18.5 kg/m2 to <25.0 kg/m2; overweight: a BMI value ranging

from 25.0 kg/m2 to <30.0 kg/m2; and obese: a BMI value of ≥30.0 kg/m2.
bPA: physical activity.
cMVPA: moderate to vigorous physical activity.
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Description of the Participants’ Flow and Module Use
Figure 2 illustrates the flow of participants. The boxes and text
in gray represent the control conditions. This study focuses
solely on the use and appreciation of the intervention. Therefore,
the control condition was not included, as they did not take part
in the intervention in this time frame. In total, 9806 individuals
were directly contacted via the research panel organization. Of
these, 23.64% (2318/9806) of individuals visited the study
website and clicked on the “I want to participate” button;
16.55% (1623/9806) of these individuals passed the inclusion
criteria and signed the informed consent and were randomized
into the 2 conditions. Several individuals in the intervention
condition did not complete the baseline questionnaire after
randomization (315/1090, 28.9%). Of the 775 participants in
the intervention condition, 619 (79.9%) made a choice on which
module (diet, PA, both, or none) to follow, and 579 (74.7%)
participants completed the entire opening session.

Of the 158 participants who chose to follow the diet module
only, 8 (5.1%) participants did not choose whether they wanted
to start immediately or later or did not fill in when to start with
the first session, and 4 (2.5%) participants did not receive an
invitation mail for the first session. Of the remaining 146
participants, half of them started immediately, whereas the other
half wanted to start later. Of the 73 participants who decided to
start immediately, 44 (60%) completed session 1, 32 (44%)
completed session 2, 32 (44%) completed session 3, and 35
(48%) completed session 4. Of the 73 participants who decided
to start later, 39 (53%) completed session 1, 26 (37%) completed
session 2, 28 (38%) completed session 3, and 28 (38%)
completed session 4. Approximately 33.6% (49/146) of
participants completed all 4 sessions in the diet module.

Within the PA module (n=12, as 2 participants did not receive
an invitation mail for the first session), half of the participants
decided to start immediately, and the other half wanted to start
later. Of the 6 participants who decided to start immediately, 4
(67%) completed session 1, 2 (33%) completed session 2, 1
(17%) completed session 3, and 1 (17%) completed the fourth
session. Of the 6 participants who decided to start later, only 1
(17%) completed all 4 sessions. Participants who only chose
the diet module were asked after every session, except for the
last one, whether they were interested in starting with the PA
module. Of the 17 participants who chose to start with the PA
module, 8 (47%) completed the first session of the PA module,
7 (41%) completed the second and third sessions, and 4 (24%)
completed the last session. Participants who only chose the PA

module were asked after every session, except for the last one,
whether they were interested in starting with the diet module.
Of the 12 participants who only chose the PA module, 1 (8%)
participant was interested in the diet module; however, this
person did not complete any session of the diet module.

Of the 339 who chose both modules, 32 (9.4%) did not complete
the opening session, and 34 (10%) did not receive an invitation
mail for the second module because of a technical error. Most
participants decided to start with the diet module (244/273,
89.4%) compared with the PA module (29/273, 10.6%). Full
completion rates, that is, those who completed all sessions as
intended, can be found in Figure 3. In the right panel, 2 lines
are added that represent the people who chose both modules
who completed the sessions of the separate diet module (dark
gray) or completed the sessions of the separate physical activity
module (light gray). Approximately 21.2% (58/273) of
participants completed all sessions of both modules.
Approximately 5% (4/77) of participants who preferred to start
later with the module did not receive an invitation email for the
first session of the diet module because of a technical error.
Moreover, approximately 25% (2/8) of participants who
preferred to start later with the module did not receive an
invitation email for the first session of the PA module because
of a technical error.

Participants who initially chose no module in the intervention
(110/775, 14.2%) were sent an email directing them to the
website where they could change their choice. Of the 110
participants, only 4 (3.6%) reconsidered their choice, and 2
(1.8%) chose a module. Of the 110 participants, 1 (0.9%) chose
the diet module, 1 (0.9%) chose the PA module (and did not
finish any modules), and 2 (1.8%) chose the no module option
again.

Finally, 45% (349/775) of participants completed the follow-up
questionnaire at 6 months from baseline. Of the 158 participants
who chose the diet module, 78 (49.4%) completed the follow-up
questionnaire. Of the 14 participants who chose the PA module,
9 (64.3%) completed the follow-up questionnaire. Of the 339
participants who chose both modules, 151 (44.5%) completed
the follow-up questionnaire. Of the 108 participants who did
not choose any module in the opening session, 58 (53.7%)
completed the follow-up questionnaire. Of the 156 participants
who did not enter the opening session or made no module
choice, 53 (33.9%) completed the follow-up questionnaire. This
follow-up measurement included the process evaluation
questions.
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Figure 2. Participants' flow in the randomized controlled trial. Participants did not need to complete the second session to be able to continue the third
session. Therefore, use rates do not necessarily represent a funnel shape. PA: physical activity.
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Figure 3. Completion rates (left panel) and curves (right panel) stratified for module choice. PA: physical activity.

Predictors of Use of Initial and Follow-up Sessions
As described in the previous section and as can be seen in the
participants’ flowchart (Figure 2) and the completion rates in
Figure 3, there are several moments within the intervention at
which participants stop using the intervention. First, several
people did not complete the baseline questionnaire after
randomization (315/1090, 28.9%; Figure 2). As we did not have
the demographic characteristics of this group, it was not possible
to further examine predictors of why they stopped using the
intervention. Second, there was a significant number of
participants who did not complete the opening session after
completing the baseline questionnaire (Figure 2). Third, another
group did not start or end the first session of their chosen module
(Figure 3). Fourth, numerous people did not complete the
sessions as intended, that is, about half of the participants
completed the whole intervention once started (Figure 3). Here,
we investigate whether there are characteristics associated with
use for the latter 3 moments.

The logistic regression analysis (Table 2) showed that
participants with a partner and those who had a higher intrinsic
motivation to eat healthily were less likely to complete the
opening session. Participants with higher scores on autonomous
motivation to eat healthily and those with a higher score on
intrinsic motivation to engage in sufficient PA were more likely
to complete the opening session. Therefore, intrinsic motivation
toward PA increased the likelihood of completing the opening
session, whereas intrinsic motivation toward a healthy diet
decreased the likelihood of completing the opening session.

The logistic regression analyses relating demographic
characteristics, motivational constructs, and intervention features
with completing the first session showed that people who had
a physical impairment and those with higher scores on
autonomous motivation to eat healthily were more likely to

complete the first session of the diet module. On the other hand,
participants with a higher BMI or more intrinsic motivation to
eat healthily were less likely to complete the first session of the
diet module. For participants who chose both modules, the
results showed that participants having a higher self-reported
health status, more controlled motivation to PA, and receiving
red advice for PA compared with orange advice were more
likely to complete the first sessions of both modules. On the
contrary, participants with a partner or those who preferred to
start with the PA module were less likely to complete the first
sessions of both modules. The results are presented in Table 3.
Owing to the low number of participants that only chose the
PA module, predictors of use for the PA module were not further
investigated, as it would have been statistically invalid.

Finally, the regression analyses relating demographic
characteristics, motivational constructs, and intervention features
with completing the entire intervention are presented in Table
4. The whole intervention could concern the 4 sessions of (1)
the diet module, (2) the PA module—owing to the low number
of participants that only chose the PA module, predictors of use
for the PA module were not further investigated, as it would
have been statistically invalid—and (3) both the diet and PA
module. For participants who only chose the diet module, it was
found that those who received red advice for diet in the opening
session compared with orange advice were more likely to
complete all sessions within the diet module. For participants
who chose both modules, the results showed that older
participants and those with a higher controlled motivation
toward PA were more likely to complete all sessions of both
modules. On the other hand, participants with more controlled
motivation toward diet, those receiving red advice for diet
compared with orange advice, or those who preferred to start
with the PA module were less likely to complete all sessions of
both modules. The full basic models can be found in Multimedia
Appendix 1.
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Table 2. Results of the stepwise logistic regression analyses (full model) showing variables associated with completing the opening session (N=775)a.

Completed opening session (1=yes and 0=no)Predictors

P valueOdds ratio (95% CI; SE)

.771.31 (0.21-8.09; 0.93)Intercept

.691.003 (0.99-1.02; 0.01)Age

.201.27 (0.88-1.84; 0.19)Genderb

.930.98 (0.66-1.47; 0.21)Education highc

.861.09 (0.40-2.94; 0.51)Education lowc

.01e0.60 (0.41-0.89; 0.20)Marital status partnerd

.870.97 (0.67-1.41; 0.19)Work employedf

.261.74 (0.66-4.57; 0.49)Impairmentg

.081.04 (0.996-1.08; 0.02)BMI

.941.0005 (0.99-1.01; 0.01)Health status

.431.09 (0.88-1.33; 0.10)Amotivation diet

.300.90 (0.74-1.10; 0.10)Amotivation PAh

.680.95 (0.75-1.20; 0.12)Controlled motivation diet

.331.12 (0.89-1.42; 0.12)Controlled motivation PA

.02e1.35 (1.05-1.74; 0.13)Autonomous motivation diet

.100.80 (0.61-1.04; 0.13)Autonomous motivation PA

<.001e0.60 (0.48-0.76; 0.12)Intrinsic motivation diet

.001e1.38 (1.13-1.68; 0.10)Intrinsic motivation PA

aThe results’ interpretations are reported when all other predictors are held constant. Explained variance R2 tjur=0.054; Akaike information criterion=869.59.
bFemale is the reference category.
cMedium education is the reference category.
dSingle is the reference category.
eValues represent statistical significance.
fBeing unemployed is the reference category.
gNo physical impairment is the reference category.
hPA: physical activity.
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Table 3. Results of the stepwise logistic regression analyses (full model) showing variables associated with completing the first session for the diet
module and both modules.

Session 1 (1=yes and 0=no)Predictors

Both modulescDiet modulea,b

P valueOR (95% CI; SE)P valueORd (95% CI; SE)

.140.06 (0.002-2.39; 1.85).632.88 (0.04-221.08; 2.22)Intercept

.151.02 (0.99-1.04; 0.01).261.02 (0.99-1.06; 0.02)Age

.270.70 (0.38-1.31; 0.32).380.69 (0.31-1.56; 0.41)Gendere

.321.39 (0.73-2.66; 0.33).961.02 (0.38-2.73; 0.50)Education highf

.821.21 (0.25-5.91; 0.81).691.53 (0.19-12.44; 1.07)Education lowf

.03h0.52 (0.28-0.95; 0.31).951.03 (0.43-2.45; 0.44)Marital status partnerg

.570.84 (0.46-1.54; 0.31).601.26 (0.53-3.01; 0.44)Work employedi

.123.04 (0.79-11.75; 0.69).04h9.05 (1.06-77.10; 1.09)Impairmentj

.550.98 (0.93-1.04; 0.03).009h0.87 (0.79-0.97; 0.05)BMI

.001h1.04 (1.01-1.06; 0.01).251.02 (0.99-1.05; 0.02)Health status

.331.19 (0.84-1.67; 0.17).470.83 (0.49-1.39; 0.26)Amotivation diet

.100.72 (0.49-1.06; 0.20).081.50 (0.95-2.37; 0.23)Amotivation PAk

.090.70 (0.47-1.06; 0.21).481.24 (0.68-2.25; 0.30)Controlled motivation diet

.01h1.70 (1.13-2.57; 0.21).140.65 (0.37-1.15; 0.29)Controlled motivation PA

.980.995 (0.64-1.55; 0.23).02h2.27 (1.17-4.41; 0.34)Autonomous motivation diet

.900.97 (0.61-1.55; 0.24).270.69 (0.36-1.33; 0.33)Autonomous motivation PA

.710.94 (0.66-1.33; 0.18).02h0.53 (0.31-0.91; 0.27)Intrinsic motivation diet

.190.80 (0.58-1.11; 0.17).831.05 (0.65-1.33; 0.25)Intrinsic motivation PA

.990.00 (974.90)——nDiet advice greenl,m

.110.59 (0.31-1.12; 0.33).062.77 (0.98-7.86; 0.53)Diet advice redl

.273.18 (0.40-24.92; 1.05)——PA advice greenl

.03h16.82 (1.28-221.17; 1.31)——PA advice redl

——.140.55 (0.25-1.22; 0.40)Module start (latero)

.005h0.21 (0.07-0.63; 0.56)——First module (PAp)

aPhysical activity advice was not included, as 3 participants did not receive green advice. Odds ratios were unreliable when this variable was included
in the analyses. The results’ interpretations are reported when all other predictors are held constant.
bObservations=146; R2 tjur=0.158; Akaike information criterion=215.19.
cObservations=273; R2 tjur=0.167; Akaike information criterion=366.99.
dOR: odds ratio.
eFemale is the reference category.
fMedium education is the reference category.
gSingle is the reference category.
hValues represent statistical significance.
iBeing unemployed is the reference category.
jNo physical impairment is the reference category.
kPA: physical activity.
lOrange advice is the reference category.
mOnly 2 participants received green advice. Consequently, the odds ratio and SE are less reliable, and CI is not reported.
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nThese variables were not included in the model.
oDirectly starting with the first session was the reference category.
pChoosing the diet module to start with when both modules were chosen was the reference category.
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Table 4. Results of the stepwise logistic regression analyses (full model) showing variables associated with completing all sessions when the diet or

both modules were chosena.

All sessions (1=yes and 0=no)Predictors

Both modulescDiet moduleb

P valueOR (95% CI; SE)P valueORd (95% CI; SE)

.480.22 (0.003-14.94; 2.16).180.05 (0.001-3.91; 2.25)Intercept

.04e1.03 (1.002-1.07; 0.02).071.04 (0.998-1.08; 0.02)Age

.831.08 (0.52-2.25; 0.37).980.99 (0.44-2.22; 0.41)Genderf

.471.34 (0.61-2.96; 0.40).371.55 (0.60-4.04; 0.49)Education highg

.911.12 (0.15-8.10; 1.01).791.32 (0.17-10.57; 1.06)Education lowg

.060.51 (0.25-1.04; 0.37).840.91 (0.38-2.18; 0.44)Marital status partnerh

.390.73 (0.36-1.49; 0.36).720.85 (0.35-2.07; 0.45)Work employedi

.471.82 (0.36-9.13; 0.82).890.88 (0.14-5.32; 0.92)Impairmentj

.140.95 (0.89-1.02; 0.03).320.95 (0.86-1.05; 0.05)BMI

.171.02 (0.99-1.04; 0.01).631.01 (0.98-1.04; 0.02)Health status

.251.27 (0.85-1.89; 0.20).511.19 (0.71-1.99; 0.26)Amotivation diet

.820.95 (0.60-1.49; 0.23).451.19 (0.76-1.85; 0.23)Amotivation PAk

.003e0.43 (0.25-0.75; 0.28).791.09 (0.60-1.97; 0.30)Controlled motivation diet

.001e2.60 (1.48-4.59; 0.29).120.63 (0.35-1.13; 0.30)Controlled motivation PA

.740.92 (0.52-1.53; 0.25).181.55 (0.82-2.95; 0.33)Autonomous motivation diet

.670.89 (0.52-1.53; 0.28).520.82 (0.44-1.53; 0.32)Autonomous motivation PA

.420.83 (0.53-1.30; 0.23).880.96 (0.56-1.64; 0.28)Intrinsic motivation Diet

.700.92 (0.62-1.39; 0.21).791.07 (0.65-1.75; 0.25)Intrinsic motivation PA

.990.00 (951.69)——nDiet advice greenl,m

.03e0.39 (0.16-0.90; 0.43).03e3.17 (1.11-9.04; 0.53)Diet advice redl

.671.69 (0.15-19.40; 1.24)——PA advice greenl

.139.89 (0.50-194.10; 1.52)——PA advice redl

——.150.56 (0.26-1.23; 0.40)Start (latero)

.01e0.05 (0.01-0.50; 1.16)——First module (PAp)

aThe results’ interpretations are reported when all other predictors are held constant.
bObservations=146; R2 tjur=0.099; Akaike information criterion=211.14.
cObservations=273; R2 tjur=0.188; Akaike information criterion=276.69.
dOR: odds ratio.
eValues represent statistical significance.
fFemale is the reference category.
gMedium education is the reference category.
hSingle is the reference category.
iBeing unemployed is the reference category.
jNo physical impairment is the reference category.
kPA: physical activity.
lOrange advice is the reference category.
mOnly 2 participants received green advice. Consequently, the odds ratio and SE are less reliable, and CI is not reported.
nThese variables were not included in the model.
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oDirectly starting with the first session was the reference category.
pChoosing the diet module to start with when both modules were chosen was the reference category.

Appreciation and Its Predictors
After 6 months from baseline, participants were asked to
complete the follow-up questionnaire, including the process
evaluation measures. These process evaluation measurements
focused on the extent to which the program met the participants’
basic psychological needs, which were operationalized as the
ratings they gave for autonomy, competence, and relatedness.
The mean appreciation score for the intervention as a whole
was 6.9 (SD 1.7). Approximately 83.3% (245/294) of
participants provided a rating of 6 out of 10 or higher
(sufficient). Overall, the mean scores of the process evaluation
variables represented neutral (relatedness and competence) to
positive scores (autonomy) of the intervention. For autonomy,
the average rating was 3.9 (SD 0.8; 291/294, 99%) out of 5. For
relatedness, the average rating was 3.1 (SD 0.9; 291/294, 99%)
out of 5. For competence, the average rating was 3.0 (SD 1.0;
291/294, 99%) out of 5. The appreciation of the diet module
was, on average, 7.1 (SD 1.7; 159/294, 54.1%), whereas the
appreciation of the PA module was, on average, 7.4 (SD 1.7;
101/294, 34.4%).

The results of the regression analyses with appreciation scores
can be found in Table 5. The results showed that there were no
demographic characteristics associated with appreciation scores.
The only variable that was significantly associated with all
appreciation scores was competence: feeling more confident
because of the program in eating (more) healthily or engaging
in sufficient PA was associated with higher appreciation scores.
For the overall appreciation score, it was found that choosing
both modules compared with no module was linked to a lower
appreciation score. However, completing more sessions in the
PA module was related to a higher appreciation score. For both
the diet and PA appreciation scores, the results showed that
feeling more related to the program was linked to higher
appreciation scores. For the appreciation of the diet module, it
was found that a higher amotivation to PA and being more
intrinsically motivated to eat (more) healthily was linked to
higher appreciation scores. For the appreciation of the PA
module, it was found that a higher amotivation to eat (more)
healthily was related to a lower appreciation score, whereas
being more autonomously motivated to engage in sufficient PA
was linked to a higher appreciation score. The full basic models
can be found in Multimedia Appendix 2.
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Table 5. Results of the stepwise regression analyses (full model) showing variables associated with appreciation scoresa.

Appreciation of PAd moduleeAppreciation of diet modulecAppreciationbPredictors

P valueBb (SE)P valueBb (SE)P valueBgbf (SE)

.830.000.36 (1.63).390.001.17 (1.35).710.000.43 (1.17)Intercept

.57−0.05−0.01 (0.01).71−0.03−0.00 (0.01).350.060.01 (0.01)Age (years)

.490.050.19 (0.27).45−0.04−0.15 (0.20).56−0.03−0.11 (0.18)Genderh

.85−0.01−0.05 (0.28).810.010.05 (0.22).500.040.14 (0.21)Education highi

.850.010.14 (0.71).57−0.03−0.25 (0.43).540.030.28 (0.46)Education lowi

.890.010.04 (0.29).880.010.03 (0.21).290.060.21 (0.19)Marital partnerj

.860.010.05 (0.28).710.020.07 (0.20).990.00010.0003 (0.19)Workk

.72−0.03−0.17 (0.49).82−0.01−0.09 (0.39).08−0.10−0.73 (0.41)Impairmentl

.26−0.09−0.02 (0.02).59−0.04−0.01 (0.02).550.030.01 (0.02)BMI

.56−0.05−0.01 (0.01).80−0.02−0.002
(0.01)

.520.040.006 (0.01)Health status

.05n−0.24−0.37 (0.18).38−0.07−0.10 (0.11).200.100.14 (0.11)Amotivation diet

.060.230.34 (0.17).05n0.170.24 (0.12).990.00020.0003 (0.11)Amotivation PA

.900.020.02 (0.17).53−0.07−0.09 (0.15).560.050.07 (0.12)Controlled motivation Diet

.41−0.11−0.15 (0.17).51−0.07−0.09 (0.14).27−0.10−0.14 (0.12)Controlled motivation PA

.61−0.07−0.10 (0.19).180.170.25 (0.19).74−0.03−0.05 (0.14)Autonomous motivation diet

.01n0.370.52 (0.20).640.060.09 (0.19).090.150.23 (0.14)Autonomous motivation PA

.510.070.12 (0.18).02n0.180.31 (0.13).110.100.19 (0.12)Intrinsic motivation diet

.82−0.03−0.04 (0.15).40−0.06−0.09 (0.11).23−0.08−0.12 (0.10)Intrinsic motivation PA

.130.120.32 (0.21).270.060.17 (0.15).100.100.22 (0.13)Autonomy

.05m0.260.51 (0.25).03m0.200.38 (0.17).100.160.31 (0.18)Relatedness

.005m0.340.52 (0.18)<.001m0.490.78 (0.13)<.001m0.340.59 (0.14)Competence

——————o.380.041.25 (1.43)Diet advice greenn

.45−0.05−0.22 (0.29).74−0.02−0.07 (0.22).490.030.14 (0.21)Diet advice redn

.570.080.44 (0.77).960.010.04 (0.68).480.060.43 (0.61)PA advice greenn

.540.090.54 (0.88).74−0.03−0.26 (0.81).66−0.04−0.32 (0.73)PA advice redn

.79−0.02−0.14 (0.51).18−0.07−0.26 (0.19).14−0.11−0.45 (0.31)Module choice dietp

.680.030.29 (0.70)———.550.030.32 (0.54)Module choice PAp

——————.03m−0.17−0.58 (0.27)Module choice bothp

———.67−0.02−0.04 (0.10).610.040.03 (0.07)Sessions diet

.090.130.27 (0.16)———.04m0.150.15 (0.07)Sessions PA

aThe results’ interpretations are reported when all other predictors are held constant.
bObservations=291; R2/R2 adjusted=0.431/0.368; Akaike information criterion=1047.00.
cObservations=159; R2/R2 adjusted=0.669/0.607; Akaike information criterion=494.01.
dPA: physical activity.
eObservations=101; R2/R2 adjusted=0.726/0.630; Akaike information criterion=318.10.
fb: unstandardized regression coefficient.
gB: standardized regression coefficient.
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hFemale is the reference category.
iMedium education is the reference category.
jSingle is the reference category.
kBeing unemployed is the reference category.
lNo physical impairment is the reference category.
mValues represent statistical significance.
nOrange advice is the reference category.
oThese variables were not included in the model.
pChoosing no module is the reference category in the general intervention’s appreciation, whereas choosing both modules is the reference category for
the appreciation of the diet module and the physical activity module.

Discussion

Principal Findings
This study has described the flow of participants in the
MyLifestyleCoach intervention and identified characteristics
related to this intervention’s use and appreciation. Our first aim
was to describe the participants’ flow. Our findings resemble
the typical nonusage attrition curve [3]. This was indicated by
the largest drop in participation after the first session, and the
attrition rate declined exponentially in subsequent sessions.
More than half of the participants completed the entire 4 sessions
in the case of 1 module or even 8 sessions in the case of both
the diet and PA module intervention once they completed the
first session of the module or modules. For instance, by
implementing autonomy in our intervention and by offering
participants a choice in which module or modules to participate,
we expected to reduce this decline. Unfortunately, this was not
the case, as only 20%-30% (diet module: 49/146, 33.6%; PA
module: 2/12, 17%; both modules: 58/273, 21.2%) of
participants completed their chosen module or modules. These
numbers were (slightly) lower than those of other multisession
PA interventions [34,35]. However, these interventions are not
entirely comparable. Our intervention was more elaborate and
did not only concern PA behavior but also concerned diet
behavior. In addition, 2 findings regarding offering choices to
the participants are worth mentioning; refer to the Implications
section. When participants received a reminder email to revise
their initial choice of following no module, it was remarkable
that only 2 participants changed their initial module choice and
decided to start a module. Another important finding was that
more participants who indicated not to follow a module in the
opening session were more likely to complete the follow-up
questionnaire than participants who did not enter the opening
session or did not make a module choice.

Our second aim was to examine which characteristics are linked
to the use of initial and follow-up sessions. This study has
demonstrated that age, marital status, health status, BMI, and
physical impairment were related to key moments of stopping
to use our intervention. In general, these findings are in line
with previous literature [7,10,12,13,36]. Interestingly, a previous
study by our research group discovered a trend that people with
physical disabilities were less likely to choose the PA module
on top of the diet module [22]. In this study, we found that they
were more likely to complete the first session of the diet module
when only the diet module was chosen. A reason for this could
be that people with physical disabilities are more likely to focus
and work on their dietary behavior, as they have fewer options

to improve their PA because of their impairment. This finding
shows the potential for specific groups in eHealth interventions
in which people can choose the behavior or behaviors they prefer
to work on. Furthermore, there seems to be a pattern that
different motivation types are related to use at different points
when people are likely to stop using the intervention. More
autonomous motivation was associated with the completion of
the opening session and the first session of the diet module. In
contrast, participants who were more intrinsically motivated
toward a healthy diet were less likely to complete these initial
sessions. This finding is consistent with a study that found that
users with higher levels of autonomous motivation toward
dietary behaviors at baseline were less likely to stop using the
intervention at an early moment [17]. Thus, perceiving eating
healthily as a personally valued (and integrated) goal may be a
relevant driver of initial use than the inherent joy of a healthy
diet. On the other hand, more intrinsic motivation toward PA
was associated with completing the opening session. This
indicates that engaging in PA for inherent joy is relevant in
initial use. Controlled motivation toward PA was linked to the
starting and completion of both modules. These participants
could have felt more pressure to start and complete the whole
intervention by external regulations, for example, for a reward
or introjected regulations for PA, for instance, to avoid negative
feelings [37]. Thus, it is important to take the precise motivation
type into account to stimulate use of the intervention.

Some program-related features are also linked to use, such as
the advice a person received at the start of the intervention based
on an assessment of the dietary and PA behavior on his or her
initial behavioral performance. For instance, people with red
advice for diet, indicating much room for improvement in their
dietary behavior, were less likely to complete the whole
intervention and thus both modules but were more likely to
complete the diet module when only the diet module was chosen.
The red diet advice seemed to increase participants’ focus to
follow the diet sessions while decreasing their broader
participation, possibly because of a high load or ego depletion
and a lack of mental resources [38]. Therefore, it is important
to keep in mind whether it is beneficial to provide advice in an
intervention, as this may either have negative or positive effects
on use. Another finding was that giving participants a choice
when to start with the module was not predictive of completion.
Thus, postponing the start of a module does not necessarily lead
to nonusage attrition.

The third aim of this study was to describe the appreciation
scores for the MyLifestyleCoach intervention and examine its
predictors. First, the participants rated the intervention as
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reasonably positive. Second, no demographic factors were
related to the appreciation scores. Regarding the motivational
constructs, being less motivated toward being physically active,
thus having higher amotivation, was associated with a higher
appreciation of the diet module. These participants might be
solely interested in the diet module and give a higher rating as
a result. Having lower amotivation toward eating healthily was
associated with a higher appreciation of the PA module. Those
participants might value a healthy diet or even a healthy lifestyle,
and as a result, provide a higher rating. Furthermore, more
autonomous motivation toward being physically active was
associated with a higher appreciation of the PA module. In
addition, higher scores on basic psychological needs, particularly
competence and relatedness, were linked to more favorable
ratings of the program. Finally, some program features were
also related to higher appreciation scores, such as the choice
option. We found that choosing no module compared with both
modules in the opening session and finishing more sessions in
the PA module were related to a higher appreciation score.
These evaluation scores, including an evaluation of the basic
psychological needs of autonomy, competence, and relatedness,
were assessed at the 6-month follow-up questionnaire. Here, a
large proportion of participants (426/775, 55%) dropped out
(see the Limitations section).

Implications
Although our intervention structure may not necessarily be
generalizable to other interventions, we provide some important
implications that could be useful for the development of future
interventions. First, we found that sending a generic reminder
email to the participants whose initial choice was not to
participate in the intervention minimally increased further
intervention use, as only 2 participants revised their choice.
Therefore, generic reminder emails are not recommended for
this purpose. Instead, emails that contain new or different
content or are tailored to specific characteristics, such as the
extent of self-determination, might motivate people more to
initiate a module [39,40].

Second, our results show that when people are given the option
of beginning directly after the opening session or at a later
moment, attrition rates are not negatively affected; however,
this option does not improve use either. People possibly
experience more autonomy by choosing the time point of using
intervention parts, which might prevent them from stopping
using the intervention and dropping out early. Thus, it can be
assumed that providing participants with an option of when to
start with the intervention is not detrimental for use.

Third, after people completed the first session of a module,
about half of them finished the intervention comprising 4 or
even 8 sessions spread over 3 months. It is recommended to
make the first session of an intervention short and challenging
and allow the person to choose small goals and achieve some
success. However, more in-depth research is needed to examine
why some individuals are more likely to adhere at particular
moments within the intervention or give more favorable ratings.
Further research should be undertaken to explore what could
be improved to make participants more likely to adhere to the
intervention. Examples of possible improvements could be more

relevant content, better tailoring to specific groups, or using
motivational interviewing to improve importance as early as
possible.

Finally, the relative number of completed follow-up
questionnaires was similar for the participants who chose to
follow 1 or both modules and for those whose choice was to
not follow any module. This latter group might have been more
likely to stop using the intervention modules when this had been
made obligatory and at risk of dropping out for the follow-up
questionnaires. Thus, giving them a choice to start with the
intervention, which is with a particular module, has prevented
losing them to the follow-up questionnaires. This approach
might have resulted in a slightly higher percentage of people
who completed the follow-up questionnaire (349/775, 45% vs
409/987, 41.4%) compared with the previously tested single
behavior I Move intervention [34].

Limitations
There are several limitations worth mentioning. First, only
self-reports were used to gather data. People could have
responded in a more socially desirable way. For instance, they
could have reported consuming more fruit and vegetables than
they actually consume. This could have an effect on the received
advice in the opening session [41]. Second, selection bias may
have been present at some points of using attrition and dropout
in this study. We cannot further investigate this as no
information, such as demographics or motivation, is available
for those who did not fill in the baseline questionnaire after
randomization. It is likely that those who were not motivated
to change their behavior more often dropped out. Third, this
study focused on the theoretical framework of SDT, particularly
focusing on motivation as a predictor of use and appreciation.
Other psychosocial constructs, such as intention, could also be
relevant to use. In a previous study, we found that these variables
are highly correlated [22]. Therefore, we did not include these
variables in our analyses to avoid multicollinearity. Finally,
generalizability may be questioned, as a large part of our sample
was highly educated. This is generally found in eHealth research
(eg, the study by Rhodes et al [42]). Although our results
demonstrate that education is not related to use at any point in
this intervention, our predominantly highly educated sample
could also have biased our findings. Nevertheless, future studies
could aim to develop promotion strategies to attract more
specific subgroups, such as less educated people with a less
healthy lifestyle [43].

Conclusions
This process evaluation study adds meaningful information on
the use and appreciation of a web-based, computer-tailored
dietary and PA intervention—MyLifestyleCoach. The results
indicate that different types of motivation that were examined
in this study at play at other moments where people are likely
to stop using the intervention, such as the initial session or
sessions or completing the whole intervention. Appreciation
was associated with several motivational constructs, such as
amotivation and intrinsic motivation, and related to basic
psychological needs, such as competence. We derived some
practical implications for developing eHealth interventions that
contain multiple health behaviors. For instance, we found that
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about half of the participants ended the entire intervention once
they finished the first session. Therefore, we recommend making
the first session in a multiple-session intervention short,

challenging, and rewarding and allow the person to choose small
goals and achieve success.
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