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Purpose: Poor adherence to COPD mobile health (mHealth) has been reported, but its association with exacerbation-related outcomes 
is unknown. We explored the effects of mHealth adherence on exacerbation-free weeks and self-management behavior. We also 
explored differences in self-efficacy and stages of grief between adherent and non-adherent COPD patients.
Patients and Methods: We conducted secondary analyses using data from a recent randomized controlled trial (RCT) that compared 
the effects of mHealth (intervention) with a paper action plan (comparator) for COPD exacerbation self-management. We used data 
from the intervention group only to assess differences in exacerbation-free weeks (primary outcome) between patients who were 
adherent and non-adherent to the mHealth tool. We also assessed differences in the type and timing of self-management actions and 
scores on self-efficacy and stages of grief (secondary outcomes). We used generalized negative binomial regression analyses with 
correction for follow-up length to analyze exacerbation-free weeks and multilevel logistic regression analyses with correction for 
clustering for secondary outcomes.
Results: We included data of 38 patients of whom 13 (34.2%) (mean (SD) age 69.2 (11.2) years) were adherent and 25 (65.8%) (mean 
(SD) age 68.7 (7.8) years) were non-adherent. Adherent patients did not differ from non-adherent patients in exacerbation-free weeks 
(mean (SD) 31.5 (14.5) versus 33.5 (10.2); p=0.63). Although statistically not significant, adherent patients increased their bronch-
odilator use more often and more timely, contacted a healthcare professional and/or initiated prednisolone and/or antibiotics more 
often, and showed at baseline higher scores of self-efficacy and disease acceptance and lower scores of denial, resistance, and sorrow, 
compared with non-adherent patients.
Conclusion: Adherence to mHealth may be positively associated with COPD exacerbation self-management behavior, self-efficacy 
and disease acceptance, but its association with exacerbation-free weeks remains unclear. Our results should be interpreted with 
caution by this pilot study’s explorative nature and small sample size.
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Introduction
An exacerbation of chronic obstructive pulmonary disease (COPD) is characterized by increased dyspnea and/or cough 
and sputum that worsens in <14 days. Symptoms may be accompanied by tachypnea and/or tachycardia and are often 
associated with increased local and systemic inflammation caused by infection, pollution, or other insult to the airways.1 

Exacerbations are common in patients with COPD and up to 60% of the patients experience ≥2 exacerbations per year.2 

Exacerbations have a negative impact on patient’s health status and may result in hospitalization.3,4 Even though the 
impact of exacerbations can be significant, patients often have trouble recognizing symptom worsening and adjusting 
treatment.5,6 To improve recognition and self-management of exacerbations, patients may use a paper action plan, ie 
a guide including strategies to apply when symptoms worsen.7,8 However, not all patients apply self-management 
strategies consistently.9
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Telehealth, an umbrella term for health-related services via digital communication technologies, seems promising in 
supporting COPD patients and improving their self-management behavior.10,11 Mobile health technologies (mHealth), 
a form of telehealth, may support patients in monitoring their physiological status, such as blood oxygen level, pulse rate, 
activity level, or health behavior.12 However, most mHealth applications lack personalized feedback which is needed to 
adopt mHealth into healthcare.13 We have previously developed an mHealth application to promote self-management of 
COPD exacerbations. The mHealth application predicts exacerbation risk and provides personalized treatment advice 
without remote monitoring by healthcare professionals.14 Treatment advice depends on the patient’s entries in the 
application and a built-in Bayesian network decision model. The sensitivity and specificity of the application appeared 
to be high.15 We studied the effects of the mHealth tool in a randomized controlled trial (RCT), but it did not differ 
statistically significant from a paper action plan on exacerbation-related outcomes.16

Whether this could be explained by low adherence rates, thereby decreasing the potential effect of the mHealth tool 
on self-management behavior and exacerbation-related outcomes, has not yet been explored. Low adherence rates in 
COPD telehealth studies have been described before.17 However, there is a lack of knowledge on the relation between 
patients’ adherence to mHealth devices, their self-management behavior and exacerbation-related outcomes. Participants’ 
level of adherence may also have been influenced by the level of self-efficacy18 and the different stages of grief in COPD, 
namely denial, resistance, sorrow, and acceptance.19 Patients are unlikely to adhere to instructions and adapt new 
behavior in the stages preceding acceptance.20

For the current study, we performed secondary analyses on the RCT data16 in order to explore the effects of adherence 
to the use of the mHealth tool on COPD exacerbation-related outcomes and self-management behavior when an 
exacerbation was imminent. We also explored differences in exacerbation-related self-efficacy and stages of grief 
between adherent and non-adherent patients,

Materials and Methods
Study Design
For this prospective study we used data from our multicenter, two-armed RCT that compared the effects of using the 
mHealth tool (intervention) with using a paper action plan (comparator) when COPD patients experienced flare-ups of 
respiratory symptoms.16 We studied the effects of adherence to the use of the mHealth tool by using data from 
intervention group only.

Participants
The methods of the RCT have been described in detail elsewhere.16 In short, inclusion criteria were: (1) age ≥ 40 years; 
(2) spirometry-confirmed diagnosis of COPD (postbronchodilator forced expiratory volume in 1 second (FEV1)/forced 
vital capacity <0.7); and (3) ≥2 symptom-based exacerbations in the past 12 months, defined as a change of ≥2 
consecutive days with aggravation of two major symptoms (ie, dyspnea, sputum purulence, sputum amount) or an 
increase in 1 of the major symptoms plus the presence of ≥1 minor symptom (ie, cold, wheeze, sore throat, cough).21 

Exclusion criteria were (1) severe comorbid conditions; (2) insufficient knowledge of the Dutch language; and (3) 
persisting problems in using the mHealth system after a 2-week training period.16

Smart mHealth Tool
All participants in the information group of the RCT received a smart phone, a pulse oximeter (CMS50D, Contec 
Medical Systems, China), a spirometer (PiKo-1 monitor, nSpire, USA), and a forehead thermometer (FTN, Medisana 
AG, Germany). Patients answered 12 yes-or-no questions about changes in respiratory symptoms, physical limitations, 
emotions, and use of bronchodilators on the touch screen of the smartphone. They also entered measurements of blood 
oxygen level, FEV1, and forehead temperature.16 All questions had to be answered to proceed. Based on the risk 
prediction of the built-in Bayesian network model,14 the mHealth tool then provided one or more of the following advice: 
(1) increase the use of your bronchodilator; (2) use your breathing techniques; (3) use your coughing techniques; (4) be 
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thoughtful of how you distribute your energy; (4) contact your healthcare professional; (5) initiate your prescription of 
prednisolone and/or antibiotics; (6) measure again tomorrow. Using the system took approximately 5 minutes at a time.

Before the start of the RCT, participants received the instruction to use the system daily for 2 weeks to get 
familiarized with the smartphone, spirometer, pulse oximeter, and forehead thermometer. In this period, entries were 
monitored by the research team using a secured web-based interface to make sure participants practiced sufficiently. 
After this 2-week period, a respiratory nurse evaluated with the patient the use of the system and set reference values for 
FEV1 and blood oxygen level. Then, the follow-up started. Patients received the instruction to use the tool every time 
they experienced, or had any doubts about, any change in (respiratory) symptom or disease burden.

Outcomes and Measurements
A patient was considered adherent when during follow-up the patient had used the mHealth tool as intended in at least 
50% of the experienced exacerbations, ie the patient had used the mHealth tool between 7 days before up to 3 days after 
the start date of an exacerbation. We used this range to include two exacerbation onset patterns: “sudden exacerbation 
onset”, where the exacerbation start date was the same date as the day of symptom change, and “gradual exacerbation 
onset”, where the exacerbation start date was preceded by a prodromal period of up to 7 days.22

Primary outcome was the difference in exacerbation-free weeks between patients who were adherent and those who 
were non-adherent to the use of the mHealth tool during the 12-months of follow-up. We defined a exacerbation-free 
week as a period of 7 days in which 2 major symptoms (or 1 major and 1 or more minor symptoms) did not aggravate for 
2 or more consecutive days.23

Secondary outcomes were the difference between adherent and non-adherent mHealth tool users in self-management 
behavior and in prompt action. Patients received the advice to take one of the following self-management actions, 
depending on the severity of their symptoms: 1) increase the use of bronchodilators; 2) contact your healthcare 
professional; or 3) initiate your course of prednisolone/antibiotics. Prompt action was defined as the start of the self- 
management action within 3 days of the start of an exacerbation.

Changes in symptoms, self-management behavior and timing of self-management actions were measured in the RCT 
with the Telephonic Exacerbation Assessment System (TEXAS, Radboudumc).24 TEXAS is a validated automated call 
system that contacts participants weekly. TEXAS consists of closed questions regarding changes in respiratory symp-
toms, healthcare utilisation, and use of respiratory medication in the week preceding the call. All data related to the use of 
the mHealth tool were recorded in a secured web-based interface during follow-up.

Exacerbation-related self-efficacy was measured in the RCT with a questionnaire including 5 questions on a 4-point 
Likert scale.16 A higher total score meant a higher level of self-efficacy. We developed this questionnaire specifically for 
the RCT as, to our knowledge, there were no questionnaires available on exacerbation-related self-efficacy.16 The 
questionnaire showed a Cronbach’s alpha of 0.69 at baseline and 0.81 at 12-month follow-up.16 We used the baseline 
data of the RCT in the current study.

Stages of grief were measured in the RCT with the Acceptance of Disease and Impairments Questionnaire (ADIQ), 
a valid and reliable instrument to measure denial, resistance, sorrow, and acceptance.19 The ADIQ includes 14 questions 
on a 4-point Likert scale. A higher score on a subdomain means a higher presence of that specific stage of grief.19 We 
used the baseline data of the RCT in the current study.

Statistical Analyses
Based on the TEXAS data, we calculated the timeframe of 7 days before and 3 days after exacerbation start date and 
combined this information with the mHealth tool data to assess intended use and adherence. We calculated the number of 
exacerbation-free weeks per patient as the total number of weeks without exacerbation occurrences during follow-up and 
as percentage of individual follow-up length in weeks. We expressed exacerbation-free weeks as the number of 
exacerbation-free weeks per patient per year and compared this between adherent and non-adherent patients using 
weighted rate ratios, thereby taking into account differences in length of follow-up time.25 Self-management behavior 
and prompt action were assessed from the combined TEXAS and mHealth user data.
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To compare baseline characteristics between adherent and non-adherent patients, we used the Fisher’s exact test, the 
independent t-test or the Mann–Whitney U-test to compare nominal/ordinal, normally distributed continuous, and skewed 
continuous data, respectively. For the primary outcome we used generalized negative binomial regression analysis to 
compare the number of exacerbation-free weeks between both groups with correction for the length of follow-up, and the 
independent t-test to compare exacerbation-free weeks as percentage of follow-up length. For the secondary outcomes, 
self-management behavior and prompt action, we performed multilevel logistic regression analyses with correction for 
clustering of exacerbations within patients to compare adherent and non-adherent patients. Self-efficacy and stages of 
grief scores were compared using the independent t-test. Statistical significance was set at a two-sided p-value <0.05. 
IBM SPSS Statistics 25 was used for all analyses.

Results
Patient Characteristics at Baseline
From the 43 patients that were originally assigned to the intervention group in the RCT five patients were excluded who 
dropped out after randomization, but before the start of the follow-up. Reasons for drop-out were: difficulties with using 
the mHealth tool (n=1), having cognitive problems (n=1), correction of COPD into cardiac diagnosis by healthcare 
professional (n=1), and unknown reason (n=2).16 Thus, we included data from 38 patients who had participated in the 
intervention group of the RCT in the current study. Two of the 38 patients did not complete the 12-month follow-up due 
to death (n=1) or severe comorbidities (n=1). Table 1 shows baseline characteristics of adherent (n=13) and non-adherent 
(n=25) patients. None of the baseline characteristics differed statistically significant between adherent and non-adherent 
mHealth tool users.

Table 1 Baseline Characteristics of Adherent and Non-Adherent Users of the COPD Exacerbation mHealth Tool (n=38 Patients in Total)

Adherent Users Non-Adherent Users P-value

N (%) 13 (34.2) 25 (65.8) -

Male, n (%) 5 (38.5) 15 (60.0) 0.31

Age in years, mean (SD) 69.22 (11.16) 68.67 (7.81) 0.86

BMI, mean (SD) 29.84 (4.02) 26.20 (6.21) 0.11

Having a partner, n (%) 10 (76.9) 19 (76.0) 0.95

FEV1 post BD, mean (SD) 1.36 (0.62) 1.57 (0.71) 0.78

CCQ total score, mean (SD) 1.83 (0.94) 2.03 (1.05) 0.56

MRC dyspnea score ≥ 3, n (%) 6 (46.2) 12 (48.0) 0.74

Diagnosis COPD > 5 years, n (%) 7 (53.8) 17 (68.0) 0.49

Currently smoking, n (%) 3 (23.1) 9 (36.0) 0.49

Low educational level, n (%) 6 (46.2) 9 (36.0) 0.67

Short-acting bronchodilators, n (%) 9 (69.2) 16 (64.0) 0.75

Long-acting bronchodilators, n (%) 8 (61.5) 13 (52.0) 0.73

Inhaled corticosteroids, n (%) 3 (23.1) 1 (4) 0.11

Long-acting bronchodilators plus inhaled corticosteroids, n (%) 9 (69.2) 11 (44.0) 0.18

Number of self-reported exacerbations in 12 months prior to study, mean (SD) 3.15 (1.07) 2.96 (1.14) 0.61

Abbreviations: BMI, Body Mass Index; FEV1 post BD, Forced Expiratory Volume in one second post bronchodilator; CCQ, Clinical COPD Questionnaire; MRC, Medical 
Research Council.
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Exacerbations and Adherence to the mHealth Tool
Table 2 shows the differences in exacerbation-free weeks between adherent and non-adherent users of the mHealth tool. 
The mean (SD) total follow-up time did not differ between adherent and non-adherent users (51.1 (5.9) versus 51.7 (5.2), 
p=0.78). Although adherent users showed a trend towards fewer exacerbations per year during follow-up than non- 
adherent users (mean (SD) 3.4 (1.5) versus 4.7 (2.1) exacerbations per patient per year, respectively), the difference in 
exacerbation frequency was not statistically significant (p=0.07). The frequency of mHealth tool use in the group of 
adherent users was higher than in the group of non-adherent users, but its range was wide and varied from 3 to 250 times 
during follow-up. The number of exacerbation-free weeks did not differ statistically significant between adherent and 
non-adherent users of the mHealth tool (mean (SD) 31.5 (14.5) versus 33.5 (10.2), p=0.63). In both groups, more than 
60% of follow-up time, patients were free of exacerbations.

Self-Management Behavior and Prompt Action
Table 3 presents differences in self-management behavior and prompt action between adherent and non-adherent users of 
the mHealth tool. Adherent users did not differ statistically significant from non-adherent users in type of self- 
management actions and timing of these actions. Adherent patients increased their bronchodilator use in almost 82% 
of the exacerbations they experienced, compared to 65.5% in non-adherent patients (OR 2.51, 95% CI 0.80 to 7.86). 
Also, adherent users contacted their healthcare professional and initiated a course of prednisolone and/or antibiotics in 
more exacerbations compared to non-adherent users (OR 1.60, 95% CI 0.62 to −4.11 and OR 2.36, 95% CI 0.73 to 7.59, 

Table 2 Effect of Adherence to the COPD Exacerbation mHealth Tool on Exacerbation-Free Weeks

Adherent Users Non-Adherent Users p-value

N (%) 13 (34.2) 25 (65.8)

Follow-up weeks, mean (SD) 51.1 (5.9) 51.7 (5.2) 0.78

Number of exacerbations per patient per year, mean (SD) 3.4 (1.5) 4.7 (2.1) 0.07

Frequency of mHealth tool use during follow-up, median (range) 26 (3–250) 6 (0–17) 0.002

Number of exacerbation-free weeks, mean (SD) 31.5 (14.5) 33.5 (10.2) 0.63

Number of exacerbation-free weeks as percentage of follow-up length, mean (SD) 60.6 (28.0) 64.5 (19.7) 0.63

Table 3 Self-Management Behavior and Prompt Treatment in Adherent and Non-Adherent Users of the COPD Exacerbation mHealth 
Tool

Adherent  
Users 
n=13

Non- 
Adherent  

Users n=25

OR (CI 95%) p-value

Number of exacerbations … 44 116 – –

… in which bronchodilator use was increased, n (%) 36 (81.8) 76 (65.5) 2.51 (0.80–7.86) 0.11

… in which bronchodilator use was increased promptly, n (%) 28 (63.6) 58 (50) 1.76 (0.66–4.70) 0.26

… in which healthcare professional was contacted, n (%) 16 (36.4) 32 (27.6) 1.60 (0.62–4.11) 0.33

… … in which healthcare professional was contacted promptly, n (%) 6 (13.6) 16 (13.8) 1.03 (0.31–3.44) 0.96

… in which a course of prednisolone and/or antibiotics was used, n (%) 19 (43.2) 30 (25.9) 2.36 (0.73–7.59) 0.15

… in which a course of prednisolone and/or antibiotics was used promptly, n (%) 10 (22.7) 12 (10.3) 2.91 (0.65–13.12) 0.16
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respectively). In almost 23% of the exacerbations, adherent patients initiated a course of prednisolone and/or antibiotics 
within 3 days of exacerbation onset, compared to 10% in non-adherent users (OR 2.91, 95% CI 0.65–13.12).

Self-Efficacy and Stages of Grief
Table 4 displays mean (SD) scores on self-efficacy and stages of grief in adherent and non-adherent users. Mean scores of 
self-efficacy and disease acceptance were higher and mean scores of denial, resistance, and sorrow were lower in 
adherent users compared to non-adherent users. Overall, we found no statistically significant differences in mean scores 
between the two groups.

Discussion
We performed secondary analyses on data of a recent RCT to explore the effects of mHealth adherence on COPD 
exacerbation-related outcomes and self-management behavior. We also explored whether self-efficacy and stages of grief 
differed between adherent and non-adherent users. We found no statistically significant differences between adherent and 
non-adherent users in exacerbation-free weeks. However, compared to non-adherent users, it seemed that adherent users 
took more self-management actions and more actions promptly when an exacerbation was imminent, we found no 
statistically significant differences between both groups. Adherent users seemed to have higher scores of self-efficacy and 
disease acceptance and lower scores of denial, resistance and sorrow when compared to non-adherent users (but again, 
not statistically significant).

This is the first study that explored the effects of adherence to an mHealth tool for COPD exacerbation self- 
management. The mHealth tool was developed to better support patients in recognizing of and timely responding to 
COPD exacerbations. In the recent RCT, we found no benefits of the mHealth tool compared with a paper action plan on 
exacerbation-related outcomes.16 In our current study, we focused on the RCT intervention group to assess the effects of 
adherence to the mHealth tool. We could not demonstrate any statistically significant differences between adherent and 
non-adherent users on exacerbation-free weeks. Previous studies found a faster exacerbation recovery time – which 
implicates more exacerbation-free weeks – when patients were adherent to their paper action plan.9,26 Farias et al found 
that in 72% of the exacerbations at least one of the self-management actions was taken within 3 days of symptom 
worsening.26 We found that adherent patients increased their bronchodilator use in almost 82% of the exacerbations and 
did this within 3 days of exacerbation start in 64% of the exacerbations.

We hypothesized that adherence to the mHealth tool would exceed adherence to paper action plans through 
personalizing self-management support more efficiently and continuously. We found that around 34% of the patients 
in the RCT mHealth group could be considered as adherent. This is slightly lower when compared with adherence rates 
around 40% in studies on paper exacerbation action plans.9,27 We are not aware of other published studies describing the 
level of adherence to mHealth in relation to health outcomes in other chronic diseases. According to COPD patients, 

Table 4 Differences in Scores on Self-Efficacy and Stages of Grief Between Adherent and Non- 
Adherent Users of the COPD Exacerbation mHealth Tool

Adherent Users, n=13 Non-Adherent Users, n=25 p-value

Self-efficacya, mean (SD) 3.03 (0.43) 2.89 (0.39) 0.34

Denialb, mean (SD) 2.17 (0.63) 2.33 (0.78) 0.54

Resistanceb, mean (SD) 1.56 (0.64) 1.81 (0.75) 0.32

Sorrowb, mean (SD) 1.33 (0.33) 1.44 (0.56) 0.53

Acceptanceb, mean (SD) 3.06 (0.79) 2.6 (0.86) 0.12

Notes: aSelf-efficacy was measured with an exacerbation-related self-efficacy scale containing 5 questions on a 4-point 
Likert scale. A higher total score means a higher level of self-efficacy.bDenial, resistance, sorrow, and acceptance were 
measured with the Acceptance of Disease and Impairments Questionnaire (ADIQ), which includes 14 questions on 
a 4-point Likert scale. A higher score on a subdomain means a higher presence of that specific stage of grief.
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mHealth interventions should add value to the regular contacts with healthcare professionals. Commitment with mHealth 
could be further improved by making mHealth interventions attractive, rewarding and safe.28 Educating patients may also 
facilitate mHealth adoption, whereas technical issues, lack of awareness, and privacy issues can be important barriers.29 

A recent systematic review on factors influencing adherence to mHealth for the management of noncommunicable 
diseases revealed that, next to intervention-related factors, low adherence was associated with technical incompetence, 
health illiteracy, and inexperience with mHealth apps.30 In our RCT, patients used the tool daily for two weeks to become 
experienced. They were excluded from trial participation if they still showed difficulties in using the mHealth tool. 
Unfortunately, we did not assess health literacy in our RCT participants. Patients in the mHealth tool group valued the 
tool as more helpful than patients using the paper action plan and appraised its usability as high.16 Qualitative interviews 
with non-adherent users could have provided us with relevant information on perceptions and barriers of mHealth tool 
use but were not conducted. To our knowledge, this is the first study to show that the levels of self-efficacy and disease 
acceptance seemed higher in patients who were adherent to the mHealth tool than those who were not. Although these 
differences were not statistically significant and should therefore be interpreted with caution, it is remarkable that the 
levels of denial, resistance, and sorrow all were higher in patients who were not adherent to mHealth.

Using the data of our RCT on the effects of an mHealth intervention on COPD-related outcomes enabled us to explore 
the effects of adherence to this mHealth tool. Combining usage data, automatically recorded in a web-based interface 
during follow-up, with data on symptom worsening and self-management behavior, collected through the automated 
telephone call system TEXAS, enabled us to compile and analyze a very detailed dataset. However, our results should be 
interpreted with caution. Since we performed secondary analyses on a small sample of patients, it can be questioned 
whether we had enough power to detect statistically significant differences between adherent and non-adherent patients. 
Also, the cut-off value that we used for our definition of adherence (ie the patient had to have used the mHealth as 
intended in at least 50% of the experienced exacerbations) was based on expert opinion rather than scientific literature. 
Adherence is recognized as a difficult and ill-defined concept in studies on mHealth.31 When defining adherence in our 
study we followed the three elements as proposed by Sieverink et al, namely: (1) the ability to measure the actual usage 
by patients; (2) an operationalization of intended use; and (3) a rationale of the intended use.31

Conclusion
Adherence to mHealth may be positively associated with COPD exacerbation self-management behavior, self-efficacy 
and disease acceptance, but its association with exacerbation-free weeks remains unclear. Our results should be 
interpreted with caution due to the study’s explorative nature and small sample size. Our study should be considered 
as a pilot study. It may serve as first step towards well-designed studies with sufficient power to confirm our findings.

Data Sharing Statement
The data that support the findings of this study are available for access via the corresponding author upon reasonable 
request.

Ethics Approval
This study was conducted in accordance with the Declaration of Helsinki of the World Medical Association. We used 
data of an RCT that has been registered at ClinicalTrials.gov (Identifier: NCT02553096). The medical ethics review 
board, region Arnhem-Nijmegen, the Netherlands, has approved the trial under file number 2014–1270. All participants 
in the trial provided written informed consent before randomisation.

Author Contributions
All authors made a significant contribution to the work reported, either in the study idea, design, execution, data 
collection, analysis and interpretation, or in all these areas. All authors have drafted or written, or substantially revised 
or critically reviewed the article. All authors have agreed on the journal to which the article will be submitted. All authors 
reviewed and agreed on the article before submission, during revision, the final version accepted for publication, and any 

International Journal of Chronic Obstructive Pulmonary Disease 2023:18                                                https://doi.org/10.2147/COPD.S431199                                                                                                                                                                                                                       

DovePress                                                                                                                       
2387

Dovepress                                                                                                                                                         Bischoff et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


significant changes introduced at the proofing stage. All authors agree to take responsibility and be accountable for the 
contents of the article.

Disclosure
The authors report no conflicts of interest in this work.

References
1. Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global strategy for the diagnosis, management, and prevention of chronic 

obstructive pulmonary disease. 2023. Available from: https://goldcopd.org/2023-gold-report-2/. Accessed May 4, 2023.
2. Bischoff EW, Akkermans R, Bourbeau J, van Weel C, Vercoulen JH, Schermer TR. Comprehensive self-management and routine monitoring in 

chronic obstructive pulmonary disease patients in general practice: randomised controlled trial. BMJ. 2012;345:e7642. doi:10.1136/bmj.e7642
3. Halbert RJ, Natoli JL, Gano A, Badamgarav E, Buist AS, Mannino DM. Global burden of COPD: systematic review and meta-analysis. Eur Respir 

J. 2006;28(3):523–532. doi:10.1183/09031936.06.00124605
4. Seemungal TA, Donaldson GC, Paul EA, Bestall JC, Jeffries DJ, Wedzicha JA. Effect of exacerbation on quality of life in patients with chronic 

obstructive pulmonary disease. Am J Respir Crit Care Med. 1998;157(5 Pt 1):1418–1422. doi:10.1164/ajrccm.157.5.9709032
5. Langsetmo L, Platt RW, Ernst P, Bourbeau J. Underreporting exacerbation of chronic obstructive pulmonary disease in a longitudinal cohort. Am 

J Respir Crit Care Med. 2008;177(4):396–401. doi:10.1164/rccm.200708-1290OC
6. Kessler R, Stahl E, Vogelmeier C, et al. Patient understanding, detection, and experience of COPD exacerbations: an observational, interview-based 

study. Chest. 2006;130(1):133–142. doi:10.1378/chest.130.1.133
7. Howcroft M, Walters EH, Wood-Baker R, Walters JA. Action plans with brief patient education for exacerbations in chronic obstructive pulmonary 

disease. Cochrane Database Syst Rev. 2016;12(12):CD005074. doi:10.1002/14651858.CD005074.pub4
8. Lenferink A, Brusse-Keizer M, van der Valk PD, et al. Self-management interventions including action plans for exacerbations versus usual care in 

patients with chronic obstructive pulmonary disease. Cochrane Database Syst Rev. 2017;8(8):CD011682. doi:10.1002/14651858.CD011682.pub2
9. Bischoff EW, Hamd DH, Sedeno M, et al. Effects of written action plan adherence on COPD exacerbation recovery. Thorax. 2011;66(1):26–31. 

doi:10.1136/thx.2009.127621
10. Pinnock H, Hanley J, McCloughan L, et al. Effectiveness of telemonitoring integrated into existing clinical services on hospital admission for 

exacerbation of chronic obstructive pulmonary disease: researcher blind, multicentre, randomised controlled trial. BMJ. 2013;347:f6070. 
doi:10.1136/bmj.f6070

11. Tabak M, Brusse-Keizer M, van der Valk P, Hermens H, Vollenbroek-Hutten M. A telehealth program for self-management of COPD exacerbations and 
promotion of an active lifestyle: a pilot randomized controlled trial. Int J Chron Obstruct Pulmon Dis. 2014;9:935–944. doi:10.2147/COPD.S60179

12. Yang F, Wang Y, Yang C, Hu H, Xiong Z. Mobile health applications in self-management of patients with chronic obstructive pulmonary disease: 
a systematic review and meta-analysis of their efficacy. BMC Pulm Med. 2018;18(1):147. doi:10.1186/s12890-018-0671-z

13. Sleurs K, Seys SF, Bousquet J, et al. Mobile health tools for the management of chronic respiratory diseases. Allergy. 2019;74(7):1292–1306. 
doi:10.1111/all.13720

14. van der Heijden M, Lucas PJ, Lijnse B, Heijdra YF, Schermer TR. An autonomous mobile system for the management of COPD. J Biomed Inform. 
2013;46(3):458–469. doi:10.1016/j.jbi.2013.03.003

15. Boer LM, van der Heijden M, van Kuijk NM, et al. Validation of ACCESS: an automated tool to support self-management of COPD exacerbations. 
Int J Chron Obstruct Pulmon Dis. 2018;13:3255–3267. doi:10.2147/COPD.S167272

16. Boer L, Bischoff E, van der Heijden M, et al. A smart mobile health tool versus a paper action plan to support self-management of chronic 
obstructive pulmonary disease exacerbations: randomized controlled trial. JMIR Mhealth Uhealth. 2019;7(10):e14408. doi:10.2196/14408

17. Donkin L, Christensen H, Naismith SL, Neal B, Hickie IB, Glozier N. A systematic review of the impact of adherence on the effectiveness of 
e-therapies. J Med Internet Res. 2011;13(3):e52. doi:10.2196/jmir.1772

18. Chen J, Tian Y, Yin M, et al. Relationship between self-efficacy and adherence to self-management and medication among patients with chronic 
diseases in China: a multicentre cross-sectional study. J Psychosom Res. 2023;164:111105. doi:10.1016/j.jpsychores.2022.111105

19. Boer L, Daudey L, Peters J, Molema J, Prins J, Vercoulen J. Assessing the stages of the grieving process in chronic obstructive pulmonary disease 
(COPD): validation of the acceptance of disease and impairments questionnaire (ADIQ). Int J Behav Med. 2014;21(3):561–570. doi:10.1007/ 
s12529-013-9312-3

20. George J, Kong DC, Thoman R, Stewart K. Factors associated with medication nonadherence in patients with COPD. Chest. 2005;128 
(5):3198–3204. doi:10.1378/chest.128.5.3198

21. Donaldson GC, Seemungal TA, Bhowmik A, Wedzicha JA. Relationship between exacerbation frequency and lung function decline in chronic 
obstructive pulmonary disease. Thorax. 2002;57(10):847–852. doi:10.1136/thorax.57.10.847

22. Aaron SD, Donaldson GC, Whitmore GA, Hurst JR, Ramsay T, Wedzicha JA. Time course and pattern of COPD exacerbation onset. Thorax. 
2012;67(3):238–243. doi:10.1136/thoraxjnl-2011-200768

23. Boer LM, Bischoff EW, Borgijink X, et al. ‘Exacerbation-free time’ to assess the impact of exacerbations in patients with chronic obstructive 
pulmonary disease (COPD): a prospective observational study. NPJ Prim Care Respir Med. 2018;28(1):12. doi:10.1038/s41533-018-0079-5

24. Bischoff EW, Boer LM, Molema J, et al. Validity of an automated telephonic system to assess COPD exacerbation rates. Eur Respir J. 2012;39 
(5):1090–1096. doi:10.1183/09031936.00057811

25. Suissa S. Statistical treatment of exacerbations in therapeutic trials of chronic obstructive pulmonary disease. Am J Respir Crit Care Med. 
2006;173:842–846. doi:10.1164/rccm.200508-1338PP

26. Farias R, Sedeno M, Beaucage D, et al. Innovating the treatment of COPD exacerbations: a phone interactive telesystem to increase COPD Action 
Plan adherence. BMJ Open Respir Res. 2019;6(1):e000379. doi:10.1136/bmjresp-2018-000379

27. Bucknall CE, Miller G, Lloyd SM, et al. Glasgow supported self-management trial (GSuST) for patients with moderate to severe COPD: 
randomised controlled trial. BMJ. 2012;344:e1060. doi:10.1136/bmj.e1060

https://doi.org/10.2147/COPD.S431199                                                                                                                                                                                                                               

DovePress                                                                                              

International Journal of Chronic Obstructive Pulmonary Disease 2023:18 2388

Bischoff et al                                                                                                                                                          Dovepress

Powered by TCPDF (www.tcpdf.org)

https://goldcopd.org/2023-gold-report-2/
https://doi.org/10.1136/bmj.e7642
https://doi.org/10.1183/09031936.06.00124605
https://doi.org/10.1164/ajrccm.157.5.9709032
https://doi.org/10.1164/rccm.200708-1290OC
https://doi.org/10.1378/chest.130.1.133
https://doi.org/10.1002/14651858.CD005074.pub4
https://doi.org/10.1002/14651858.CD011682.pub2
https://doi.org/10.1136/thx.2009.127621
https://doi.org/10.1136/bmj.f6070
https://doi.org/10.2147/COPD.S60179
https://doi.org/10.1186/s12890-018-0671-z
https://doi.org/10.1111/all.13720
https://doi.org/10.1016/j.jbi.2013.03.003
https://doi.org/10.2147/COPD.S167272
https://doi.org/10.2196/14408
https://doi.org/10.2196/jmir.1772
https://doi.org/10.1016/j.jpsychores.2022.111105
https://doi.org/10.1007/s12529-013-9312-3
https://doi.org/10.1007/s12529-013-9312-3
https://doi.org/10.1378/chest.128.5.3198
https://doi.org/10.1136/thorax.57.10.847
https://doi.org/10.1136/thoraxjnl-2011-200768
https://doi.org/10.1038/s41533-018-0079-5
https://doi.org/10.1183/09031936.00057811
https://doi.org/10.1164/rccm.200508-1338PP
https://doi.org/10.1136/bmjresp-2018-000379
https://doi.org/10.1136/bmj.e1060
https://www.dovepress.com
https://www.dovepress.com


28. Korpershoek Y, Vervoort S, Trappenburg J, Schuurmans M. Perceptions of patients with chronic obstructive pulmonary disease and their health care 
providers towards using mHealth for self-management of exacerbations: a qualitative study. BMC Health Serv Res. 2018;18(1):757. doi:10.1186/ 
s12913-018-3545-4

29. Alwashmi MF, Fitzpatrick B, Farrell J, et al. Perceptions of patients regarding mobile health interventions for the management of chronic 
obstructive pulmonary disease: mixed methods study. JMIR Mhealth Uhealth. 2020;8(7):e17409. doi:10.2196/17409

30. Jakob R, Harperink S, Rudolf AM, et al. Factors influencing adherence to mHealth apps for prevention or management of noncommunicable 
diseases: systematic review. J Med Internet Res. 2022;24(5):e35371. doi:10.2196/35371

31. Sieverink F, Kelders SM, van Gemert-Pijnen JE. Clarifying the concept of adherence to eHealth technology: systematic review on when usage 
becomes adherence. J Med Internet Res. 2017;19(12):e402. doi:10.2196/jmir.8578

International Journal of Chronic Obstructive Pulmonary Disease                                                       Dovepress 

Publish your work in this journal 
The International Journal of COPD is an international, peer-reviewed journal of therapeutics and pharmacology focusing on concise rapid reporting 
of clinical studies and reviews in COPD. Special focus is given to the pathophysiological processes underlying the disease, intervention programs, 
patient focused education, and self management protocols. This journal is indexed on PubMed Central, MedLine and CAS. The manuscript 
management system is completely online and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www. 
dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/international-journal-of-chronic-obstructive-pulmonary-disease-journal

International Journal of Chronic Obstructive Pulmonary Disease 2023:18                                            DovePress                                                                                                                       2389

Dovepress                                                                                                                                                         Bischoff et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1186/s12913-018-3545-4
https://doi.org/10.1186/s12913-018-3545-4
https://doi.org/10.2196/17409
https://doi.org/10.2196/35371
https://doi.org/10.2196/jmir.8578
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Materials and Methods
	Study Design
	Participants
	Smart mHealth Tool
	Outcomes and Measurements
	Statistical Analyses

	Results
	Patient Characteristics at Baseline
	Exacerbations and Adherence to the mHealth Tool
	Self-Management Behavior and Prompt Action
	Self-Efficacy and Stages of Grief

	Discussion
	Conclusion
	Data Sharing Statement
	Ethics Approval
	Author Contributions
	Disclosure

