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ABSTRACT
Objective: To determine the feasibility of a
randomised controlled trial (RCT) assessing the effects
of an experience-based website as a resource for the
self-management of chronic asthma.
Design and setting: Feasibility, single-blind RCT in 2
regions of England. Randomisation used computer-
generated random number sequence in a 1:1 ratio,
after baseline data collection, to website access for
2 weeks.
Participants: Adults (age ≥18 years), with clinically
diagnosed asthma as coded in their primary care
electronic record, prescribed inhaled corticosteroids for
at least 3 months in the previous year, were recruited
from 9 general practices.
Intervention: The EXPERT asthma intervention is an
interactive PC/laptop/tablet/smartphone compatible
website designed with extensive input from adults with
asthma. It provides experience-based information and
aims to support subjective perception of self-efficacy,
self-management and improve health status.
Outcome measures: Primary outcomes were
consent/recruitment, website usage and completion of
outcome measures. Secondary outcomes included
Partners in Health (PIH) questionnaire, the Chronic
Disease Self-Efficacy Scale, the SF36 and the E-Health
Impact Questionnaire. Participant blinding
postrandomisation was not possible. The analysis was
blind to allocation.
Results: Recruitment target exceeded. 148
participants randomised (73 intervention group). Age
range 19–84 years; 59% female. 121 of 148 (84%; 62
intervention group) followed up. The median number
of logins was 2 (IQR 2–3, range 1–48). Minimal
differences of change from baseline between groups;
both showed improvement in health state or
management of their condition with no significant
differences between arms. No adverse events.
Conclusions: Recruitment and retention confirmed
feasibility. The trends towards improved outcomes
suggest that further research on digital interventions
based on exposure to others’ personal experiences may
be of value in the self-management of chronic asthma.
Trial registration number: ISRCTN29549695;
Results.

BACKGROUND
Asthma is a major public health problem
which is frequently underdiagnosed and
undertreated. Globally, the prevalence of
asthma is rising, as is the corresponding
burden on healthcare systems.1 With
symptom control as the primary goal of treat-
ment, the extent to which asthma patients
play an active role in the day-to-day manage-
ment of their condition is directly associated
with improved outcomes.2 However, self-
management and long-term control of mild
to moderate asthma is often poor and this
has been linked to several factors, including
complexity of the condition, reluctance to
accept diagnosis of a chronic condition, over-
reliance on health professionals and simple
forgetfulness.3 While effective management

Strengths and limitations of this study

▪ Self-management and long-term control of mild
to moderate asthma is often poor and tailored
online information has been shown to be appeal-
ing and effective in the self-management of
chronic health conditions.

▪ Patients proactively choose to view online patient
experiences that provide immediate and relevant
value and this content is a viable alternative or
supplement to traditional ‘facts and figures’
information.

▪ The EXPERT asthma intervention website was
developed with extensive input from adults with
asthma, whose synthesised experiences of self-
management formed the intervention content.

▪ In contrast to previous trials of a similar nature,
recruitment rates were high; however, future
work needs to consider how to deliver such an
intervention in a more pragmatic fashion reflect-
ing ‘real world’ internet use, and assessing the
value of such an intervention as an adjunct
rather than an alternative to other sources of
information.

Newhouse N, et al. BMJ Open 2016;6:e013401. doi:10.1136/bmjopen-2016-013401 1

Open Access Research

http://dx.doi.org/10.1136/bmjopen-2016-013401
http://dx.doi.org/10.1136/bmjopen-2016-013401
http://dx.doi.org/10.1136/bmjopen-2016-013401
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2016-013401&domain=pdf&date_stamp=2016-12-24
http://bmjopen.bmj.com


of symptoms through appropriate use of medication is
vital, education and information play a significant role,
with tailored information being shown to be highly
effective in asthma care.4 5 Asthma patients report
unmet information needs and are generally keen to par-
ticipate in the decision-making process.6 A disconnec-
tion has been reported between patients and healthcare
providers views about what patients need to know.7 8 A
tailored, personalised and proactive approach to
symptom management has the potential to improve
asthma outcomes primarily by encouraging adherence
to medication,9 but formal adoption of this approach is
wanting.
In recent years, there has been continuous growth in

the use of the internet for health information across
Europe,10 11 and the role and nature of digital health
resources has evolved. Websites are no longer static
repositories of information and health resource consu-
mers are now likely to be ‘prosumers’—simultaneous
consumers and creators of online material—with pro-
active engagement with online resources, particularly
those containing patient-focused content, especially
high among those with one or more chronic condi-
tions.12 While many early asthma web interventions and
digital resources failed to meet patients’ needs and
expectations in terms of usability and content,13 an
online interdisciplinary approach has been consistently
demonstrated as an attractive and effective source of
long-term support for asthma management13–16 when
compared with usual care. Increasingly, people desire
more than traditional forms of fact-based health infor-
mation and actively go online to seek others’ accounts
of their own experiences of health and illness,17 18 with
patients proactively choosing to view online patient
experiences that provide immediate and relevant value.
In particular, patients experiencing a range of condi-
tions report finding personal testimonials useful in
helping them to recognise and reflect on decisions that
need consideration, identifying and appraising options,
and supporting coping strategies.19 There is now a
limited but emerging literature looking at the value of
novel digital tools which attempt to harness this narra-
tive, experiential information from peers to influence
health attitudes and behaviour.19–23

However, questions remain regarding the composition
of online health information and understanding of what
works well, how and for whom. Determining a digital
intervention’s ‘active ingredients’ is complex but import-
ant: this study attempts to harness and isolate the impact
of exposure to online experiential information.
Self-management is an established approach to control-
ling asthma,24 and the content of asthma self-
management education is well described in UK and
international clinical guidelines.25 26 However, despite
the reported effectiveness of asthma self-management,
promotion and uptake remains low among patients and
healthcare professionals. Factors known to impact on
effective self-management include suboptimal social

support and perceived ease of access to healthcare,
together with a lack of knowledge about how to manage
the condition, misunderstandings about therapy, con-
cerns about medication and perceived difficulty with
‘fitting’ self-management into daily life.27 28

Although digital tools have been shown to hold
promise in supporting self-management, the best way to
communicate information and support through such
tools is often unclear.15 29 The theoretical foundation of
the EXPERT intervention was underpinned by a concep-
tual review18 which suggested that observing and partici-
pating in the online sharing of personal experience of
health and illness could be beneficial in self-
management. The conceptual review identified seven
‘domains’ in which online patients’ experiences could
affect health: finding information, feeling supported,
maintaining relationships with others, affecting behav-
iour, experiencing health services, learning to tell the
story and visualising disease. It was hypothesised that the
EXPERT asthma intervention could achieve impact
across these domains through the provision of experien-
tial, contextualised information. Exposure to such infor-
mation could help participants feel more informed
about their condition, less alone in managing it and
more able to manage relationships with significant
others through the mechanisms of social support, social
comparison and self-efficacy. In addition, the free-form,
non-tunnelled approach to navigating the EXPERT
website encouraged recursive engagement with informa-
tion chosen by the participant as being of particular
relevance to them and their specific needs.
Evidence demonstrates that sharing practical and

experiential information online is an important part of
health-related internet use and that accessing such
content is particularly valued by certain patient groups.18

The potential for personal stories to improve perceived
support has been noted across various health conditions,
such as HIV/AIDS,30 prostate and breast cancers31 and
fibromyalgia.32 However, far less how is known about how
people with asthma view online patient experiences and
how they make use of the information they find.
The theoretical review by Ziebland and Wyke18

formed the foundation for a programme of work un-
dertaken to develop and test online interventions
intending to harness the value of other people’s ex-
periences as a new mechanism for delivering health
benefit. In this paper, we therefore describe the findings
from the first randomised controlled trial (RCT) of a
novel ‘experienced-based’ online intervention for the self-
management of chronic asthma. The primary aim of this
study was to determine the feasibility of trialling this new
approach as an asthma self-management intervention.
The secondary aim was to report the effect of the inter-
vention and comparator websites on various self-reported
outcomes, including measures of self-efficacy, self-
management and health status. Ethical approval for this
study was provided by the NHS Health Research Authority
Research Ethics Committee, reference 13/NW/0162.

2 Newhouse N, et al. BMJ Open 2016;6:e013401. doi:10.1136/bmjopen-2016-013401

Open Access

http://dx.doi.org/10.1136/bmjopen-2016-013401


METHODS
The trial protocol is provided as online supplementary
file 1.

Settings and participants
People with chronic asthma were recruited from nine
primary care practices in two regions of England
between June 2013 and November 2013, facilitated by
the local primary care research networks. Individuals
were eligible if they had been clinically diagnosed with
asthma as coded in their primary care electronic record
and prescribed inhaled corticosteroids for at least
3 months in the previous year, were aged 18 years or
over, lived in England and had internet access. The local
primary care research network identified primary care
practices on our behalf and practices were sent the
inclusion and exclusion criteria and asked to identify
patients who met the criteria. Individuals were then sent
an information pack. GPs excluded people who were
unable to read English, who were terminally ill or had
another significant disease or disorder likely to affect
their ability to participate in the study. For full inclusion
criteria, see box 1.

Study design and procedure
The study formed part of a larger programme of work
investigating the value of online patient experiences.33

We conducted a phase II pilot randomised single-blind
trial with the aim of assessing the feasibility and impact
of patient-experience (PEx)-based websites compared
with matched health information websites that did not
contain experiential information. We did this for three
conditions: smoking cessation; asthma; and caring for
someone with multiple sclerosis. Target recruitment was
300 participants, 100 participants per condition. The

smoking cessation and carers case studies will be
reported separately. To minimise the risk of contamin-
ation across the three studies, each recruited in different
settings and only one person per household was eligible
to take part in any of the three studies.
Participants who indicated interest and met the inclu-

sion criteria were sent a patient information sheet and
consent form by post to be signed and returned to the
research office in a reply-paid envelope. Once consent
had been received, participants’ details were entered
into a secure Trial Management Portal and they were
emailed a unique ‘Welcome Code’ with a link to the
trial registration web page (see online supplementary
file 2). An automatic email was generated if the partici-
pant had not used their code within a week, inviting
the participant to visit the trial registration page.
Participants who no longer wished to take part could
simply ignore this reminder. The email contained a link
to access the trial registration page where the participant
was invited to complete online baseline questionnaires.
Completion of baseline measures generated an invitation
to create a unique user ID and password and randomisa-
tion to access either the intervention or comparator
website, for a period of 2 weeks. Randomisation used a
computer-generated random number sequence in a 1:1
ratio and was carried out by stratified (on the three con-
ditions) block randomisation with varying block sizes. A
randomisation list was generated and uploaded to the
online trial portal to ensure treatment concealment.
The investigators were not aware of the randomisation
result on the system. The randomisation list, which was
password-protected, was kept in confidence.
Participants were able to logon and access the website

interventions as much or as little as they wanted. At the
end of the 2-week period, participants were invited (by
email) to complete final follow-up measures, online. Up
to two emails and one telephone call were used to
remind those who did not initially respond. Participants’
usage of their allocated website was also tracked. In add-
ition to the statistical analysis, we also conducted inter-
views with participants in this trial and with participants
in the two other trials exploring the value of online per-
sonal experiences and a joint analysis of these will be
reported separately. Participants could not be blind to
the nature of the website to which they were allocated,
but they did not know whether they were receiving the
comparator or the intervention website, only that we
were evaluating two approaches to giving health infor-
mation. The analysis was blind to allocation.

Intervention design
The intervention was a multimedia website developed by
the University of Oxford Health Experiences Research
Group and the Healthtalk.org charity. An advisory panel
of lay representatives, leading researchers and clinicians
also provided extensive input. The website included the-
matic analyses of key topics from interviews with a pur-
posive sample of 40 people with asthma about their

Box 1 Inclusion and exclusion criteria

Inclusion criteria
Male or female aged 18 or over
People who have been clinically diagnosed asthma as coded in
their primary care electronic record, and who have been pre-
scribed inhaled corticosteroids for at least 3 months in the previ-
ous year
Willing and able to give informed consent for participation in the
study
Resident in England
Have access to the internet and are able to use websites
Exclusion criteria
People who are terminally ill
People who cannot understand English
People who have previously entered the study under the same/
another condition
People who have another significant disease or disorder which, in
the opinion of the GP, may either put that person at risk because
of participation in the study, or may influence the result of the
study, or affect that person’s ability to participate in the study
Another person in the household is already enrolled in the study
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experiences of their condition.34 Topics are illustrated
with interview extracts in short video, audio and written
formats. Video and audio extract varied in length but
were typically 2 min long. Examples of the 25 topics
published on the website include ‘early signs and symp-
toms’, ‘what asthma feels like’, ‘dealing with health pro-
fessionals’, ‘emotions and coping’ and ‘advice to others’.
The content was presented on the website in such a way
that users were able to browse topics according to rele-
vance and interest. The content was not personalised to
individual users and information flow was not guided or
‘tunnelled’ in any way: all intervention users experi-
enced the same website and could navigate content in
any chosen order. To maintain a stable intervention, we
did not include user interactivity that could change the
content of the website, other than the option to provide
feedback to the research team. Users were able to
comment on and rate each page if desired.
To compare this intervention site with a ‘gold standard’

matched alternative, we provided a control website based
on ‘facts and figures’ about asthma self-management. We
constructed a new site which closely resembled the design
and features of the intervention yet was populated with
the asthma self-management information taken from NHS
Choices (http://www.nhs.uk), as the authoritative provider
of online health information in the UK. Screenshots of
both sites are provided as online supplementary file 3.

Outcome measures
As a feasibility study, our primary measures concerned
the number of participants consented and recruited, the
usage of the websites (in terms of numbers of logins,
page views and time on site) and the numbers with com-
pleted outcome measures or lost to follow-up. Secondary
outcomes used the following self-report questionnaires.
The Partners in Health (PIH) measure is a 12-item ques-
tionnaire which asks participants to rate how well they
look after themselves and manage their health condi-
tion, on an 8-point scale. The Chronic Disease
Self-Efficacy Scale (CDSES) is a 6-item questionnaire
which asks respondents to rate their confidence in being
able to undertake certain activities, on a 10-point scale.
A single-item asthma control question was included,
which asked how participants rated their asthma control
over the past 2 weeks. The SF36 (including physical and
mental dimensions and all subscales) measures health
status. Finally, we used the E-Health Impact
Questionnaire (eHIQ), a validated measure which cap-
tures the attitudes of respondents towards the website
they have recently viewed, giving scores on three sub-
scales: confidence and identification, information and
presentation, and understanding and motivation.35

Sample size and statistical analyses
The target sample size for this asthma study was 100 par-
ticipants. The primary determinant of this sample size
was to demonstrate feasibility. In terms of effect sizes,
based on a balanced randomisation of the intervention:

comparator groups in a ratio of 1:1 (ie, 50 intervention,
50 comparator), the study would detect potential large
effects of the intervention: for dichotomous outcomes,
these were equivalent to relative risks of 2.1 or above for
a baseline rate of 30% or less, given an α of 0.05 and
90% power; for continuous outcomes, these detectable
differences would be of the order of 0.4 SDs based on
the same power and significance. Feasibility outcome
measures were summarised using descriptive statistics
such as rates reported as percentages. Formal hypothesis
testing was not performed since this was a feasibility
study and was not intended to power for assessing
evidence of significant treatment effect, but estimated
difference in outcome measures of efficacy and corre-
sponding 95% CIs were calculated using analysis of
covariance (ANCOVA) adjusting for baseline values.

RESULTS
A total of 200 invitations were sent in response to expres-
sions of interest in the study, and 150 individuals (75%)
completed registration (ie, consented and completed
baseline questionnaires). Two participants withdrew before
randomisation, leaving 148 randomised participants
(recruitment rate of 148/150=99%). Seventy-three of these
(49%) were allocated to the patient experience website.
Of the randomised participants, 25 of 148 (17%) were lost
to follow-up. See CONSORT flow diagram (figure 1).
The baseline demographics and asthma status of ran-

domised participants are presented in tables 1 and 2.
Participants’ baseline asthma status was measured using
the Asthma Control Test (ACT), which measures control
using five items with a five-point scale. Over 90% of the
cohort was white, and the majority reported good to
excellent internet abilities. Eighty-seven of the 148 parti-
cipants (59%) were women. Most participants did not
have major problems with their asthma. The majority
reported that their asthma had not prevented them
from getting things performed at home or at work over
the past 4 weeks, with 80.4% stating that they had experi-
enced very little or no shortness of breath. The use of
reliever inhalers was spread among the sample, with
25.7% using a reliever inhaler at least once daily and
14.2% using one 2–3 times/week. About 31.8% of the
sample had not used an inhaler at all in the previous
4 weeks. About 82.4% of the sample reported that their
asthma was ‘well’ or ‘completely’ controlled.
The usage of the websites is shown in table 3 and

online supplementary figures S1 and S2. Usage data
refer to the number of logins, total number of pages
visited and time spent on the participant’s allocated site.
It does not include time spent completing baseline or
follow-up measures. The median number of logins in
the 2-week period for both sites was 2, and the median
number of page views was 14 for the intervention site
and 15 for the comparator site. The median duration of
the use of the intervention site was 15 min, and for the
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comparator site was 19 min. Three users never logged in
to their allocated site, all in the intervention group.
The PIH baseline mean score (SD) for the interven-

tion group was 6.69 (0.888) and for the comparator
group 6.81 (0.864); at 2-week follow-up, these scores
were 6.84 (0.863) and 6.97 (0.996), respectively. Both
groups had high mean PIH scores, indicating good man-
agement of their condition. The mean (SD) change
from baseline was an increase of 0.06 (0.61) in the inter-
vention group and an increase of 0.03 (0.64) in the com-
parator group. Treatment effect (mean differences with
CI) estimated using ANCOVA adjusting for baseline
mean PIH scores showed that there was very little differ-
ence between the intervention and comparator group
(the former on average scored lower compared with
their baseline by −0.02 points, 95% CI −0.25 to 0.21),
although CIs are wide and incorporate values represent-
ing an increase in the intervention group.
The findings from the other exploratory comparisons

of asthma-specific outcome measures are shown in
tables 4 and 5. Table 4 shows the baseline and follow-up
scores and change scores for the CDSES. The ANCOVA
analysis estimated the mean difference between groups.
Since the model was adjusted for baseline score, the esti-
mated adjusted treatment effects should be identical on

change scores or follow-up scores. Table 5 shows the
answers provided for the single-item control question.
For these measures, there were very minor differences
between groups with no clear indication of a differential
effect between groups.
Table 6 shows that the e-HIQ part B scores were also

very similar between groups.
All participants showed an improvement in overall

health state from baseline in the Physical and Mental
component of the SF36, with a greater improvement in
overall health state seen in the intervention group. The
mean differences between the groups were compared
adjusting for baseline scores (ANCOVA analysis, n=119
participants with full data), showing that the interven-
tion group on average saw an increase in PCS of 0.20
points (95% CI −1.45 to 1.85) compared with the com-
parator group. Similarly for the MCS, the intervention
group on average saw an increase of 0.85 points (95%
CI −1.07 to 2.75) compared with the comparator group.

DISCUSSION
The primary objective of this study was to determine the
feasibility of using the RCT paradigm to measure the
impact of a novel intervention using patient experiences

Figure 1 CONSORT flow diagram.
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for self-management of chronic asthma. Recruitment and
consent rates were high in this study, demonstrating trial
feasibility. It is possible to speculate that strong response
rates were achieved thanks to the combined actions of a
proactive primary care research network and engaged
general practitioners who were able to identify a condition
which is readily coded in the primary care system. The
intervention was delivered successfully, and there were no
adverse events or protocol deviations. As is frequently seen
in trials of fully automated online interventions, actual use
of the intervention was relatively low: the median number
of logins was 2 and the median amount of time spent on
the site was 17 min, although there was wide variation,
with usage data skewed by some participants spending a
long time on the website. Collection of the usage data was
valuable in exploring whether or not simple exposure to
the website was sufficient to have an effect on the outcome
measures and given the low level of usage observed, future
work needs to maximise user engagement with the inter-
vention. We were not able to record which specific pages
of the intervention were most used, and again it would be
valuable in future work to understand more about this
when interpreting the effect of using the website.
Retention rates at 2 weeks were moderately high (82%).
Future work could include additional forms of automated
contact such as text message prompts and reminders to
reduce attrition further, without compromising the cost
advantage of having no face-to-face contact.
This study was not designed to assess efficacy, and

comparisons between randomised groups showed no

significant differences on any of the measures. This is
not surprising as the comparator group received access
to what is considered to be excellent factual information
about management of chronic asthma. Importantly,
there were no adverse events from the novel interven-
tion. Future work should take an explicitly pragmatic
approach: one way of doing this would be to explore
whether the experiential element could be incorporated
as an adjunct rather than as an alternative, investigating
whether experiential information has added value along-
side ‘facts and figures’.
Future work should consider the nature of how the

sites are used. Allocating participants to a 2-week ‘dose’
of a website and then measuring its impact does not
reflect real-world information behaviour or everyday
internet use. Future work needs to reflect ‘real-life’
engagement with digital resources. This is challenging
within an RCT design which generally packages websites
as a static experience, so that everyone in the group
receives the same intervention. In practice, people
search, reflect on, personally curate and ‘consume’ mul-
tiple information sources within an off-line and online
landscape in multiple ways at different stages of an
illness. Further theoretical and methodological work
may be needed to consider the issues of ‘dosage’ and
‘exposure’ in the context of online health information.
For example, future work could explore the potential
value to users of being able to contribute to an
experience-based intervention: the current study used a
set of personal accounts which had been solicited and

Table 1 Baseline demographic of the study population

Comparator (n=75) Intervention (n=73)

N (%) N (%)

Age

Mean (SD) {min–max} 55.7 (13.9) {19–84} 58.2 (11.7) {27–77}

Gender

Female 41 (54.7) 46 (63.0)

Male 34 (45.3) 27 (37.0)

Self-rated ability to use the internet

Excellent 26 (34.7) 18 (24.7)

Good 35 (46.7) 34 (46.6)

Fair 12 (16.0) 17 (23.3)

Poor 2 (2.7) 3 (4.1)

Bad 0 0 1 (1.4)

Internet use

At least once a day 49 (65.3) 37 (50.7)

Several times a week 19 (25.3) 21 (28.8)

Once a week 6 (8.0) 6 (8.2)

Less than once a week 1 (1.3) 9 (12.3)

Ethnicity

Not reported 3 (4.0) 2 (2.7)

White—English/Welsh/Scottish/Northern Irish/British 66 (88.0) 66 (90.4)

White—any other White background 4 (5.3) 1 (1.4)

Mixed—White and Black African 0 0 1 (1.4)

Asian-Indian 1 (1.3) 2 (2.7)

Black-African 1 (1.3) 0 0

Black-Caribbean 0 0 1 (1.4)
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curated so as to comply with the RCT paradigm. In
reality, people who are managing chronic asthma may
wish to contribute and comment as well as look at those
from others; this may offer more realistic interaction
and reflects the real-life evolution of such websites.
It is important to note characteristics of the cohort

which would likely influence outcomes. Although

participants were eligible if they had been clinically
diagnosed with asthma and prescribed inhaled corticoster-
oids for at least 3 months in the previous year, the vast
majority of participants had lived with asthma for much
longer. No recently diagnosed patients were randomised.
Most of the people who volunteered to take part were
experienced in managing their condition and had their

Table 2 Baseline characteristics from the Asthma Control Test (ACT) questionnaire

All participants

(N=148)

Facts and figures

(n=75)

Patient experience

(n=73)

N (%) N (%) N (%)

How often did your asthma keep you from getting as much performed at work, school or home?

All of the time 1 (0.7) 1 (1.3) 0 0

Most of the time 5 (3.4) 3 (4.0) 2 (2.7)

Some of the time 11 (7.4) 3 (4.0) 8 (11.0)

A little of the time 33 (22.3) 16 (21.3) 17 (23.3)

None of the time 98 (66.2) 52 (69.3) 46 (63.0)

How often have you had shortness of breath?

More than once a day 11 (7.4) 6 (8.0) 5 (6.8)

Once a day 6 (4.1) 1 (1.3) 5 (6.8)

Three to six times a week 12 (8.1) 7 (9.3) 5 (6.8)

Once or twice a week 63 (42.6) 36 (48.0) 27 (37.0)

Not at all 56 (37.8) 25 (33.3) 31 (42.5)

How often did your asthma symptoms (wheezing, coughing, chest tightness, shortness of breath) wake you up at night or

earlier than usual in the morning?

Four or more times per day 9 (6.1) 4 (5.3) 5 (6.8)

Two to three nights a week 8 (5.4) 5 (6.7) 3 (4.1)

Once a week 4 (2.7) 2 (2.7) 2 (2.7)

Once or twice a week 37 (25.0) 17 (22.7) 20 (27.4)

Not at all 90 (60.8) 47 (62.7) 43 (58.9)

How often have you used your reliever inhaler (usually blue)?

Three or more times per day 12 (8.1) 5 (6.7) 7 (9.6)

One or two times per day 26 (17.6) 13 (17.3) 13 (17.8)

Two or three times per week 21 (14.2) 11 (14.7) 10 (13.7)

Once a week or less 42 (28.4) 27 (36.0) 15 (20.5)

Not at all 47 (31.8) 19 (25.3) 28 (38.4)

How would you rate your asthma control?

Not controlled 2 (1.4) 1 (1.3) 1 (1.4)

Poorly controlled 2 (1.4) 1 (1.3) 1 (1.4)

Somewhat controlled 22 (14.9) 9 (12.0) 13 (17.8)

Well controlled 72 (48.6) 41 (54.7) 31 (42.5)

Completely controlled 50 (33.8) 23 (30.7) 27 (37.0)

Table 3 Usage data for comparator and intervention websites

All participants* (N=145) Facts and figures (n=75) Patient experience* (n=70)

Total number of logins to website

Median (min–max)

{IQR}

2 (1–48)

{2–3}

2 (1–32)

{2–3}

2 (1–48)

{2–4}

Total number of pages visited

Median (min–max)

{IQR}

15 (1–65)

{5–27}

15 (1–65)

{5–27}

14 (1–62)

{5–27}

Total duration on site(min)†

Median (min–max)

{IQR}

17 (0.5–471)

{5–42}

19 (0.5–471)

{5–41)

15 (0.5–119)

{4–43}

*Three participants did not visit the allocated websites (all in the PEx group).
†Units of total duration was recorded in minutes, for participants with 0 min recorded, we approximated this to 0.5 min.
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asthma well controlled. They were also, not surprisingly,
people who were comfortable and confident about using
the internet. Thus, while they were willing and able to take
part in a study of online health information, they were not
a group who were likely ‘in the real world’ to be searching
online for health information or connection with other
people living with asthma, in order to support their own
asthma management. This has clear implications for
further research: how do you recruit those people who
perhaps are less likely to be motivated to take part in
the research but are more likely to need help with self-

management? Further work is required to identify
which people with asthma are most likely to benefit
from such an intervention: for example, experiential
information of this type and for this condition may be
best suited to those who are newly diagnosed or experi-
encing a change in symptoms.

CONCLUSION
Asthma remains a major public health problem inter-
nationally and can profoundly impact on physical and

Table 4 Summary statistics for the Chronic Disease Self-Efficacy Scale (CDSES) summary scores by randomised group

and analysis of covariance for the asthma cohort

Facts and figures (n=75) Patient experience (n=73)

n Mean (SD) {Min–max} n Mean (SD) {Min–max}

Chronic Disease Self-Efficacy Scale

Baseline CDSES scores* 74 8.207 (1.530) {2.33–10.0} 73 8.231 (1.611) {1.83–10.0}

2-week CDSES scores† 59 8.401 (1.501) {4.00–10.0} 62 8.238 (1.389) {4.40–10.0}

Change in mean CDSES scores 58 0.093 (0.951) {−3.00–2.33} 62 −0.068 (0.910) {−1.33–3.67}
ANCOVA Adjusted mean

diff‡

95% CI Patient

experience

120 −0.1574

−0.4661 to 0.1512

*One participant only completed two items, not included.
†Includes (n=117 participants who completed all 6 items and n=4 participants who completed 5 items).
‡Adjusted for mean baseline CDSES scores.

Table 6 Mean (SD) of E-Health Impact Questionnaire (eHIQ) part 2 scores for the intervention and comparator group at

2-week follow-up

Comparator

(n=57/75)

Intervention

(n=61/73)

Unadjusted mean

difference 95% CI

eHIQ part 2 overall scores 67.3 (12.46) 65.8 (11.29) −1.473 −5.802 to 2.855

Subscales

Confidence and

identification

59.7 (17.03) 58.7 (14.67) −1.052 −6.836 to 4.732

Information and

presentation

76.1 (11.38) 74.5 (10.56) −1.462 −5.412 to 2.487

Understanding and

motivation

64.3 (15.22) 63.9 (13.66) −0.334 −5.535 to 4.868

Table 5 Counts and percentages of responses for self-rated asthma control by randomised group at follow-up

All participants

(N=148)

Facts and figures

(n=75)

Patient experience

(n=73)

N (%) N (%) N (%)

Self-rated asthma control during the past 2 weeks

Not reported* 27 (18.2) 16 (21.3) 11 (15.1)

Poorly controlled 2 (1.4) 1 (1.3) 1 (4.1)

Somewhat controlled 11 (7.4) 8 (10.7) 3 (4.1)

Well controlled 61 (41.2) 26 (34.7) 35 (47.9)

Completely controlled 47 (31.8) 24 (32.0) 23 (31.5)

*Lost to follow-up.
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psychological well-being. Effective self-management of
chronic asthma is associated with improved outcomes.
The sharing of personal experiences online is a rela-
tively new phenomenon and we have attempted to
examine the value of this in a novel intervention to
support self-management as part of an RCT. We have
demonstrated that this is feasible and not shown any
harm from the intervention, compared with a gold
standard ‘facts and figures’ website. However, future
work needs to consider how to deliver such an interven-
tion in a more pragmatic fashion reflecting ‘real world’
internet use, and assessing the value of such an interven-
tion as an adjunct rather than an alternative to other
sources of information. Future work, as with all new self-
directed internet interventions, is also needed to deter-
mine the best methods to maximise engagement and
adherence.
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