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Abstract
Adherence to home exercise in rehabilitation is a significant problem, with estimates of nonadherence as high as 50%, potentially
having a detrimental effect on clinical outcomes. In this viewpoint, we discuss the many reasons why patients may not adhere to
a prescribed exercise program and explore how connected health technologies have the ability to offer numerous interventions
to enhance adherence; however, it is hard to judge the efficacy of these interventions without a robust measurement tool. We
highlight how well-designed connected health technologies, such as the use of mobile devices, including mobile phones and
tablets, as well as inertial measurement units, provide us with the opportunity to better support the patient and clinician, with a
data-driven approach that incorporates features designed to increase adherence to exercise such as coaching, self-monitoring and
education, as well as remotely monitor adherence rates more objectively.
(JMIR Mhealth Uhealth 2018;6(3):e47) doi: 10.2196/mhealth.8518
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Introduction
The success of certain medical interventions depends largely
on patient adherence to advice and prescribed rehabilitation
regimes. After injury or surgery, many patients are given specific
exercises to do unsupervised at home to aid their recovery, for
example after knee replacement. These exercises are specifically
targeted at certain muscle groups or joints, rather than global
physical activity, for example a straight leg raise for quadriceps
strength or a heel slide for knee range of movement. Evidence
suggests that noncompliance to these home exercises in
musculoskeletal cohorts can be between 30% and 50%, making
it a significant issue that places additional burden on patients
and health care providers, and may be partially to blame for
poor clinical outcomes [1,2]. Clinicians who fail to consider
patient adherence in rehabilitation programs may unnecessarily
alter their treatment approach, face persistent patient complaints;
or refer patients for alternative opinion, thereby contributing to
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possible unnecessary surgical intervention and additional health
care costs [1]. Adherence is currently defined by the World
Health Organization (WHO) as “the extent to which a person’s
behaviour…corresponds with agreed recommendations from a
health care provider” [3]. The majority of research into
adherence relates to medication, and this definition has been
developed to encompass a multitude of health-related behaviors
[3], however, it does not yet include exercise prescription. In
this viewpoint, we aim to comment on the current evidence in
patient adherence to prescribed home exercise programs, the
factors affecting these adherence rates, and then discuss design
opportunities that connected health interventions provide to
improve adherence rates.
The term connected health describes the use of a variety of
technologies to inform and aid health care delivery in a
data-driven manner with the individual at the center. It covers
a broad domain, including digital, mobile health and telehealth
and ensures all stakeholders are connected with data that is
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accurate and timely [4]. Mobile technology, including
smartphones and tablets can support connected health solutions
by providing access to a number of features within the device,
including inertial measurement units (IMUs), cloud computing,
and back-end development including machine-learning
classification [5]. Equally, various methods such as
telerehabilitation using videoconferencing [6], or motion capture
using camera systems [7] have been employed with the aim to
better support patients in their rehabilitation and improve their
adherence. But what are the design features that can be
harnessed in new connected health solutions that will impact
adherence to exercise?

Adherence to Exercise Programs
An Operational Definition of Adherence in Exercise
Science
Although medical adherence has been defined by the WHO, it
is arguable that there is more than one factor to consider when
specifically defining exercise adherence. To form a definition,
the authors of this paper have considered on a macro level, the
requirements needed to demonstrate strong adherence. Clinicians
first need to know whether the patient is exercising, then whether
they are exercising to the required amount of repetitions and
sets, and finally whether they are performing the correct
technique with relation to load, velocity, and alignment. The
following operational definition has been built specifically
relating to exercise, adapted from the WHO definition, and
defines exercise adherence as “the extent to which an individual
corresponds with the quantity and quality of exercise, as
prescribed by their healthcare professional.” Those who perform
their exercises to the required repetitions may not be deemed
adherent should their technique be erroneous or incorrect, as
these individuals will not be gaining maximum benefit from
their exercise program.

The Effect of Adherence on Outcome
Patient adherence is important in all aspects of medical care.
Adherence is reported to have clear links to the impact on
clinical outcome in medication research, as well as placing
significant additional economic burdens on health care providers
[8]. Poor medication adherence has been shown to increase the
occurrence of hospitalizations and complications in a number
of chronic metabolic conditions [9] and an increase in the
number of adverse events and annual medical costs in cardiac
patients [10].
In an exercise rehabilitation context among the musculoskeletal
population, strong adherence enhances the effectiveness of the
intervention and is suggested to reduce persistent, disabling
complaints [11]. Patients who fail to adhere to the prescribed
exercise program may extend the duration of their treatment,
negatively impact on the therapeutic relationship, and make
treatment less effective [12]. It can also impact health care
providers with increased waiting times and poor efficiency [11],
while poor adherence rates may also potentially have a role to
play in nonsignificant outcomes of research papers [13]. A
number of studies have also linked strong exercise adherence
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to improved treatment outcome in patients experiencing neck
and back pain and osteoarthritis symptoms [14-16].

Rates of Adherence
In an exercise context, it was reported that only 35.0% (42/120)
of patients were highly adherent with home exercises in a
short-term study of patients with nonspecific low back pain
[17]. This study went on to state that 50.8% (61/120) of those
who received an individualized exercise program demonstrated
non/low adherence across the entire rehabilitation regime based
on patient self-report. Yet the literature demonstrates some
inconsistency in the use of the term non/low adherence, and
there is no clearly documented category to which adherence
can be defined as poor [18]. A more recent systematic review
of interventions designed to improve adherence in a variety of
musculoskeletal and medical populations found an average rate
of 67% (12 studies) adherence to prescribed home exercise
programs [19]. A regularly cited study by Sluijs et al [2]
concluded that patients’ compliance to physiotherapy is
unsatisfactory, but was unwilling to draw a sound conclusion
on the degree of nonadherence due to the lack of valid and
reliable measures available. From these findings, it is clear that
adherence rates to home exercise plans are an issue, but it is not
possible to accurately say to what extent, and how much this
might impact the clinical outcome, as a consistently valid and
reliable method of measurement has not yet been designed.

Measuring Adherence
It is important to consider that studies assessing adherence are
limited in their quality and conclusions because of the lack of
objective and reliable outcome measures used in clinical
practice. It is widely accepted that at present, there is no gold
standard for the measurement of adherence to unsupervised
home-based exercise, as the significant proportion of outcome
measures used in the literature rely on patient self-report and
are therefore susceptible to bias [19,20]. In a systematic review
of 61 different self-reported outcome measures for adherence
to home-based rehabilitation, only two measures scored
positively for a single psychometric property of validation [20].
Furthermore, the outcome of any research studies using paper
diaries or retrospective recall has been called into question as
it is highly prone to recall and self-serving bias [21]. Equally,
these measures make no allowance for the quality of
performance, as highlighted in the abovementioned definition.
Sensing platforms such as the use of IMUs or motion capture
camera are rapidly advancing and could be an opportunity to
make a more objective assessment of adherence, continuously
tracking motion data obtained from an individual [22,23].
However, the use of these devices to measure adherence is
questionable as they arguably influence/enhance adherence
itself by means of the user knowing that they are being recorded.
In this way the end point is influenced greatly by the
measurement strategy, leading to questionable results as the
patient no longer has the choice on whether to adhere [20].
Regardless of the challenges with accurately measuring
adherence, it is clear that there are problems with adherence to
prescribed exercise in the home setting. Investigations of
whether technology can play a role in this are still in their
infancy, therefore, understanding what factors affect adherence
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can highlight design considerations a connected health solution
can employ to improve adherence and aid self-management.

Factors Affecting Adherence
Overview
The factors that may affect adherence to home exercise
rehabilitation in musculoskeletal populations have been
discussed in numerous papers, and a number of characteristics
have been highlighted as potential reasons that may affect or
predict adherence rates [24] such as perceived barriers, the
patient’s own beliefs, or their self-efficacy with the exercise
task. Good adherence requires the individual to change, alter,
or even maintain a behavior, hence it is relevant to consider the
psychological factors associated with theories of behavior
change, as guidelines suggest these should all have a theoretical
underpinning [25]. While there are numerous theories of
behavior change [26], very few physiotherapy studies (12%,
3/25) discuss these theories [27]. While behavior change is
inherently included within the factors affecting adherence, and
indeed within the design solutions offered, given the expansive
nature of behavior change, the broad factors and barriers to
adherence will be addressed in this paper.

Self-Efficacy
Self-efficacy has been strongly linked as a psychological factor
affecting treatment adherence. It is a term used to describe an
individual’s belief in their own capability to achieve a task that
will produce a targeted result. It is situation-specific and depends
on the activity, but it is considered that a person has a general
level of self-efficacy across tasks [28]. Four strands of efficacy
information are proposed within the concept; mastery
experiences based on past and current successful performance,
social observation learning from those around the individual,
persuasive information particularly from influential people in
the individual’s life, and emotional states considering the mood
the individual is in [29]. Self-efficacy has been closely linked
with a positive association of adherence in orthopedic and
musculoskeletal cohorts [24,30,31]. It is worth noting however,
that one study found that self-efficacy did not predict adherence
in the home or clinic setting, although this was assessed in a
sports rehabilitation context, and therefore may not be
generalized to other cohorts [32]. When designing connected
health solutions, there is an opportunity to use interventions to
improve self-efficacy within the technology design. Methods
such as machine learning with biofeedback, interactive education
using videos and weblinks, and self-monitoring similar to that
used in commercially available fitness trackers, have the
potential to improve the self-efficacy and ultimately the
adherence of users.

Threat and Beliefs
The beliefs a patient holds regarding their condition are also
said to be a direct factor affecting adherence, and the decisions
made by patients are based on their own beliefs, personal
experiences, and the information they receive [33]. This study
noted that those who did not perceive their injury to be serious
demonstrated lower levels of adherence, and in fact, the authors
suggested that enhancing participants’ level of threat to further
https://mhealth.jmir.org/2018/3/e47/
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injury or disability would improve adherence, although this is
a questionable technique in the wider context of patient
management. Indeed, others have stated that providing too much
information to patients and overloading them will also
negatively affect adherence, as patients can become confused
[2]. Enhanced threat can also have other negative implications,
such as hemophiliac patients who may have had a threat of
increased bleeding and arthropathy with physical activity [34],
and therefore treatment should be about correcting falsely
construed beliefs and tailoring individual care, rather than solely
modifying the threat appraisal for all patients. This
individualized care is an important consideration in the design
of connected health solutions, as the end user needs to be
considered and technology should be used to augment the
clinician’s management, rather than to replace in a one size fits
all approach that may incorrectly adjust a user’s beliefs.
Symptoms also need to be perceived to have a sufficient effect
on quality of life to encourage adherence [35], with another
viewpoint that the beliefs a patient holds places them in a similar
category as consumers, who want to take their own decisions
when confronted with a particular condition [8].

Locus of Control
A recent systematic review into factors affecting adherence in
low back pain suggested that a higher health locus of control
had moderate evidence to be a factor affecting adherence [36].
Locus of control can be biased toward either the internal (person
is responsible for their own outcomes), to chance, or to powerful
others (individuals of higher authority are responsible for
outcome) [37]. It is suggested that patients with an external
locus of control demonstrate a lesser degree of adherence with
medical intervention [2]. Hence, as a clinician it is imperative
that both the patient’s beliefs and understanding of their locus
of control are addressed at an early stage when considering a
connected health solution to ensure the patient understands the
condition and that possible misinformed beliefs can be corrected.

Pain
Pain levels during exercise in musculoskeletal patients presented
strong evidence as a barrier to adherence in a systematic review,
but there was conflicting evidence that higher pain levels at
baseline had an effect on adherence [24]. The authors suggested
that those who experienced pain during their exercises were
less likely to adhere to their program. Contradictory to this is
the large study from the Netherlands that found there was no
significant difference in reported pain from exercise between
those with high and low adherence [2]. Brewer et al on the other
hand, make links between pessimism and pain, with patients
low in pessimism completing the exercises irrelevant of pain,
while highly pessimistic individuals demonstrated a reduction
in adherence when their pain levels were higher following
cruciate ligament reconstruction [38]. Mobile technology has
the ability to capture pain scores with a method requiring little
interference in the user’s life, and when combined with the
ability to objectively monitor adherence, may provide greater
levels of understanding on the relationship between pain and
adherence in future research. Connected health solutions may
also be used to change the way care is provided, with the user
completing regular Web-based outcome scores, and an increase
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in pain flagged to the clinician remotely, giving the health care
professional an opportunity to make an informed decision on
that patient’s care to ensure they maintain strong adherence.

Physical Activity
The level of physical activity of individuals at their baseline
has also been discussed as a potential barrier to adherence.
Studies suggest that those who are physically active at baseline
demonstrate significantly better adherence to home exercise
programs [16,24]. Physical activity is also said to be a source
of self-identity, and that individuals who have lower athletic
identity would have a lower rate of adherence [38]. Connected
health solutions have the opportunity to encourage physical
activity through self-monitoring and gamification which could
then, in-turn, contribute to the behavior change required for
stronger adherence in rehabilitation. However, given that
baseline physical activity cannot be altered by commencing use
of a connected health solution, the design of the intervention
needs to be future present and independent of the user’s baseline
physical activity.

Psychological Symptoms
Depression as a barrier to adherence has strong supporting
evidence [24], with the literature also discussing other traits
including anxiety and neuroticism. These symptoms have been
suggested to negatively impact adherence in general
musculoskeletal and fibromyalgia populations [38-40]. More
recently, a study of cruciate ligament reconstruction participants
found no link between anxiety at baseline and adherence [38],
although interestingly it went on to suggest that day-to-day
variance in stress may contribute to adherence to home
exercises. If connected health technology can be used to either
counteract these symptoms through recognized support methods
or be able to flag to the clinician that adherence has dropped;
this can lead to a more proactive method of health care to
identify the reasons for this reduction.

Social Support
The social support network of the patient has also been
suggested as a possible factor in adherence [2,41]. This network
can be friends and family members, as well as support from the
therapist. In the sporting population, significant findings were
made that both social support as task appreciation, and emotional
support from friends and family predict adherence in both the
clinic and home setting [32]. Further exploratory work in the
sporting population made suggestions that those who made use
of social support displayed greater adherence and recommended
that in this setting, the coach and wider support network are
involved in the rehabilitation pathway to offer support and
motivation [42]. Connected health solutions have the potential
to offer social support through online forums or networks where
users are able to interact with others in a similar situation,
wherever they may be. It is not impossible to foresee a social
network built into many mobile health technologies to enhance
patient experience and improve adherence. A recently published
systematic review found relatively strong evidence that social
support can predict adherence, but as discussed earlier,
highlighted the challenge of measurement of adherence as a
significant limitation across the field [18].
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Perceived Barriers
Patients’ perceived barriers is one of the most widely
documented barriers to adherence, with examples such as
forgetting to exercise, not having the time, or not fitting into
the daily routine all being cited as reasons for nonadherence
[2,42-44]. Another study also found perceived barriers included
time, work schedules, and transportation and recommended that
these issues should be taken into consideration by health care
providers [17]. By using a selection of the design considerations
discussed below, connected health solutions have the potential
to positively influence some of these perceived barriers.

Design Considerations for Connected
Health Solutions
Overview
When designing future connected health solutions, it is important
to have an understanding of the range of possible cognitive,
behavioral, and practical barriers that can have an effect on a
patient’s willingness to adhere to their program [45]. The use
of mobile devices connected with a form of sensing platform
(camera or IMU) in home-based exercise rehabilitation have
the potential to provide the clinician with a greater amount of
actionable data, which will assist in the management of each
case and shift to a more proactive approach to health care. By
understanding the factors discussed previously, it is possible to
build features and interventions in to new solutions with the
aim of enhancing patient adherence and ultimately, clinical
outcome.

Coaching
By incorporating regularly combined strategies of supervision,
feedback, and reinforcement as a design consideration, it is
possible to offer the greater coaching input that a patient receives
in clinic with their health care professional but in the
convenience of their home environment. When physiotherapists
provide positive feedback, and monitor both performance of
exercises and the progression of symptoms, adherence rates
have been found to be higher [2]. The design of connected health
interventions can then offer supervision in the form of remote
monitoring via online cloud-based portals. This coaching system
can be augmented with remote communication using platforms
such as videocalling, instant messaging, or email to offer further
coaching components. Telerehabilitation has been extensively
researched by a Canadian group who in one study of
postoperative knee replacement patients found telerehabilitation
in the form of videoconferencing to be as effective as usual care
and had the potential to increase access to services [6].
Incorporating real-time exercise coaching into a connected
health technology is a challenge, but research is ongoing to
establish the feasibility of this process using an IMU to measure
and classify commonly prescribed home-based exercises [5].
Bassett discussed how feedback from exercise testing can
increase adherence in home-based exercises, as patients who
know they are performing the task correctly are more likely to
adhere, and results of the testing will increase self-efficacy [46].
One study of athletes after sports injury found that patients
reported regular coaching was useful to aid adherence for two
JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e47 | p. 4
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reasons: improving on exercise technique and also to act as a
reinforcement to complete the exercises [42]. Technology can
potentially offer this coaching in more visually stimulating ways
than previously imagined, with audio reinforcement during use
and 3D modeling using an avatar with input from devices
including cameras or sensors. For example, the VERA system
by Reflexion Health utilizes the Microsoft Kinect Camera to
feed in to an avatar on the laptop or television screen which
mirrors the user’s movements and guides them through an
exercise program [7].
Task appreciation, when patients are complimented for their
achievements, particularly for adherence [47], is particularly
applicable in the gamification of health interventions to further
compliment a user’s achievements. Whether this is via rankings,
rewards, in-exercise games, or simply augmenting the
experience with an avatar type feedback, the user can enjoy a
more immersive experience within a connected health
technology, potentially impacting on their adherence.

Goal Setting
Goal-setting is regularly used to motivate and encourage
adherence in physiotherapy, yet the literature seems to offer
conflicting evidence on its effectiveness. Bassett and Petrie
found no significant difference in adherence when comparing
the use of goal setting [48]. This paper concluded that goal
setting may not be a suitable motivational tool in patients with
lower limb injury, although it did note that collaboratively set
goals appear to have a higher level of adherence than those
dictated from the therapist, although the issues with measuring
this using diaries has been discussed earlier. A more recent
study supported goals in clinic-based rehabilitation alongside
other adherence improving interventions [32], and goals that
were set with the support of a psychologist found significant
differences in adherence in a moderate quality study of a
younger athletic population [49]. A systematic review recently
performed, concluded that while goal setting may be effective,
there was insufficient data to make an endorsement, and more
specialized skills may be required for goals and goal setting to
be effective [19]. Arguably by making a prescription of exercise,
a physiotherapist is already setting a goal for their patient, and
therefore measuring the effect of formal goals is more difficult.

Self-Monitoring
A number of studies use self-monitoring as a form of
measurement, yet this in itself could be considered an adherence
facilitator [21]. Activity monitors have been used to provide
visual feedback to patients on their physical activity and exercise
frequency. This intervention was found to have a positive
association to adherence, when compared with a control group
with the same monitor but without feedback. However, this was
not in the musculoskeletal population and was targeted at general
physical activity rather than targeted home exercises [34]. Talbot
et al [50] also undertook a randomized trial using an
accelerometer to allow for self-monitoring as part of an arthritis
self-management program and found a notable increase in
general physical activity. Self-monitoring with the use of IMUs
therefore provides a method of reliable, objective
self-monitoring, taking the concepts from the extremely
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successful fitness sector and applying them to health care in
connected health applications.

Education
Education is also an intervention to improve adherence; it is
multifactorial and can affect perceived barriers and the patients’
beliefs/perceived threats that are discussed above. Studies using
solely education are few and far between, but in a systematic
review, no statistically significant findings were made on 2 fair
quality studies, but the provision of written information in
supplement to verbal instruction did improve adherence
compared with verbal instruction alone [19]. A recent
symposium piece also concluded that patients rarely need just
more education, they need assistance with behavior change in
an integrated program [51], perhaps suggesting that clinicians
should be more aware of the psychological theories discussed
previously. Whether Web-, tablet-, or mobile phone-based,
connected health solutions can easily offer educational material
in a variety of formats, including more interactive methods such
as videos that would not have been available in the past to
patients.
The majority of these interventions have been combined to form
a self-management plan, and this is widely done in clinical
practice. Evidence would support the use of varying strategies,
targeting patient education and behavior modification and would
be suggested as the most effective method of improving
adherence provided it is tailored to each individual’s needs [52].
Although specific to the arthritis population, a systematic review
concluded that at the time that there was limited evidence for
adherence interventions for exercise, though adherence was not
the primary outcome for some studies included [53].
Furthermore, although insufficient evidence was noted, Peek
et al [19] concluded that pending further research, written
information should be integrated into routine practice to enhance
adherence, and this is easily provided in both written and video
format in connected health solutions. Supporting the potential
connected health opportunities, they suggested again with
support of future research that activity monitors in the form of
IMUs could be effective and simple to use to promote and
monitor adherence. They also noted that this type of strategy
would be increasingly acceptable as the population becomes
more skilled with technology.
Other simple features that can be incorporated into the design
for future solutions include automatic reminders with
consideration for the patient’s daily routine [42], regular patient
reported outcome measures specific to the target population to
provide more meaningful data back to the clinician, and social
forums that allow the user to interact with peers and share
experiences, offering the social support discussed earlier. A
number of these features were discussed by patients when
interviewed regarding their expectations of new technologies
in this area, with feedback to improve performance and
encouraging a feeling of being more supported being recurring
themes [54]. A recent parallel-group trial suggested that
app-based exercise programs with remote support can improve
adherence in exercise rehabilitation based on self-report,
compared with paper handouts [55], but arguably, there is more
that technology can offer to further improve and measure this
JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e47 | p. 5
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facet of rehabilitation. Bassett sums up the objective well, when
stating that prevention of nonadherence is the ideal way of
maximizing adherence [1], and using connected health to move
toward a more proactive model of care achieves this.

Conclusions
Adherence to home exercises in rehabilitation is a significant
problem, and the reasons for this are multifactorial, covering
both psychological and situational factors that vary between
each individual, and that need to be considered by clinicians in
the design of personalized exercise programs. Techniques
discussed in this paper can be built into connected health
solutions with the aim to improve self-efficacy and ensure the
patient feels better supported in their rehabilitation; this may
have an effect on adherence rates and will provide clinicians
with more meaningful data to base their clinical decision on.
Furthermore, published research needs to investigate the impact

Argent et al
of these solutions on adherence rates, as this is sparse at present,
yet this is understandable given the difficulties in measuring
adherence discussed within the paper.
Connected health technology has the potential to make an impact
in the way we manage health and can provide a platform for a
far more proactive method of management utilizing numerous
interventions to further improve adherence, and ultimately
rehabilitation outcomes for patients. There is an emerging
market in the use of sensing systems to support patients in their
rehabilitation, particularly around adherence to home exercise,
although the published research is still in its infancy. These
systems have the ability to include many of the design features
discussed in this viewpoint within the developed system and
have the ability to utilize ubiquitous and cost-effective hardware
in the form of mobile phones and tablets. It may then also be
possible for these systems to provide a more objective method
of measuring adherence across clinical populations.

Acknowledgments
This project is part of the Connected Health Early Stage Researcher Support System Initial Training Network and has received
funding from the European Union's Horizon 2020 research and innovation program under the Marie Sklodowska-Curie grant
agreement no 676201.

Conflicts of Interest
None declared.

References
1.
2.
3.

4.
5.
6.

7.
8.
9.

10.

11.

12.

Bassett SF. Measuring Patient Adherence to Physiotherapy. N Z J Physiother 2003;31(2):60-66. [doi:
10.4172/2165-7025.1000e124]
Sluijs EM, Kok GJ, van der Zee J. Correlates of exercise compliance in physical therapy. Phys Ther 1993 Nov;73(11):771-786.
[Medline: 8234458]
World Health Organization. Geneva: World Health Organization; 2003. Adherence to long-term therapies: evidence for
action URL: http://apps.who.int/iris/bitstream/10665/42682/1/9241545992.pdf [accessed 2018-02-14] [WebCite Cache ID
6xDtFhDIS]
Caulfield BM, Donnelly SC. What is connected health and why will it change your practice? QJM 2013 Aug;106(8):703-707.
[doi: 10.1093/qjmed/hct114] [Medline: 23676416]
Giggins O, Sweeney KT, Caulfield B. The use of inertial sensors for the classification of rehabilitation exercises. Conf
Proc IEEE Eng Med Biol Soc 2014;2014:2965-2968. [doi: 10.1109/EMBC.2014.6944245] [Medline: 25570613]
Tousignant M, Moffet H, Boissy P, Corriveau H, Cabana F, Marquis F. A randomized controlled trial of home
telerehabilitation for post-knee arthroplasty. J Telemed Telecare 2011;17(4):195-198. [doi: 10.1258/jtt.2010.100602]
[Medline: 21398389]
Reflexion Health. The VERA solution URL: http://reflexionhealth.com/theverasystem [accessed 2018-02-09] [WebCite
Cache ID 6x6ayCoQG]
Vermeire E, Hearnshaw H, Van Royen P, Denekens J. Patient adherence to treatment: three decades of research. A
comprehensive review. J Clin Pharm Ther 2001 Oct;26(5):331-342. [Medline: 11679023]
Han E, Suh DC, Lee SM, Jang S. The impact of medication adherence on health outcomes for chronic metabolic diseases:
a retrospective cohort study. Res Social Adm Pharm 2014;10(6):e87-e98. [doi: 10.1016/j.sapharm.2014.02.001] [Medline:
25088545]
Bansilal S, Castellano JM, Garrido E, Wei HG, Freeman A, Spettell C, et al. Assessing the impact of medication adherence
on long-term cardiovascular outcomes. J Am Coll Cardiol 2016 Aug 23;68(8):789-801 [FREE Full text] [doi:
10.1016/j.jacc.2016.06.005] [Medline: 27539170]
Holden MA, Haywood KL, Potia TA, Gee M, McLean S. Recommendations for exercise adherence measures in
musculoskeletal settings: a systematic review and consensus meeting (protocol). Syst Rev 2014 Feb 10;3:10 [FREE Full
text] [doi: 10.1186/2046-4053-3-10] [Medline: 24512976]
Pisters MF, Veenhof C, Schellevis FG, Twisk JW, Dekker J, De Bakker DH. Exercise adherence improving long-term
patient outcome in patients with osteoarthritis of the hip and/or knee. Arthritis Care Res (Hoboken) 2010 Aug;62(8):1087-1094
[FREE Full text] [doi: 10.1002/acr.20182] [Medline: 20235201]

https://mhealth.jmir.org/2018/3/e47/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e47 | p. 6
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
13.
14.
15.
16.
17.
18.
19.

20.

21.
22.

23.

24.
25.
26.

27.

28.
29.
30.
31.

32.
33.

34.

35.

36.

37.

Turk DC, Rudy TE. Neglected topics in the treatment of chronic pain patients - relapse, noncompliance, and adherence
enhancement. Pain 1991 Jan;44(1):5-28. [Medline: 2038489]
Friedrich M, Cermak T, Maderbacher P. The effect of brochure use versus therapist teaching on patients performing
therapeutic exercise and on changes in impairment status. Phys Ther 1996 Oct;76(10):1082-1088. [Medline: 8863761]
Kolt GS, McEvoy JF. Adherence to rehabilitation in patients with low back pain. Man Ther 2003 May;8(2):110-116.
[Medline: 12890439]
Schoo AM, Morris ME, Bui QM. Predictors of home exercise adherence in older people with osteoarthritis. Physiother
Can 2005 Jul;57(3):179-187. [doi: 10.3138/ptc.57.3.179]
Alexandre NM, Nordin M, Hiebert R, Campello M. Predictors of compliance with short-term treatment among patients
with back pain. Rev Panam Salud Publica 2002 Aug;12(2):86-94. [Medline: 12243693]
Essery R, Geraghty AW, Kirby S, Yardley L. Predictors of adherence to home-based physical therapies: a systematic review.
Disabil Rehabil 2017 Mar;39(6):519-534. [doi: 10.3109/09638288.2016.1153160] [Medline: 27097761]
Peek K, Sanson-Fisher R, Mackenzie L, Carey M. Interventions to aid patient adherence to physiotherapist prescribed
self-management strategies: a systematic review. Physiotherapy 2016 Jun;102(2):127-135. [doi: 10.1016/j.physio.2015.10.003]
[Medline: 26821954]
Bollen JC, Dean SG, Siegert RJ, Howe TE, Goodwin VA. A systematic review of measures of self-reported adherence to
unsupervised home-based rehabilitation exercise programmes, and their psychometric properties. Br Med J Open 2014 Jun
27;4(6):e005044 [FREE Full text] [doi: 10.1136/bmjopen-2014-005044] [Medline: 24972606]
Stone AA, Shiffman S, Schwartz JE, Broderick JE, Hufford MR. Patient compliance with paper and electronic diaries.
Control Clin Trials 2003 Apr;24(2):182-199. [Medline: 12689739]
Rizk AK, Wardini R, Chan-Thim E, Trutschnigg B, Forget A, Pepin V. Using continuous data tracking technology to study
exercise adherence in pulmonary rehabilitation. J Vis Exp 2013 Nov 8(81):e50643. [doi: 10.3791/50643] [Medline:
24300076]
Oesch P, Kool J, Fernandez-Luque L, Brox E, Evertsen G, Civit A, et al. Exergames versus self-regulated exercises with
instruction leaflets to improve adherence during geriatric rehabilitation: a randomized controlled trial. BMC Geriatr 2017
Mar 23;17(1):77 [FREE Full text] [doi: 10.1186/s12877-017-0467-7] [Medline: 28330455]
Jack K, McLean SM, Moffett JK, Gardiner E. Barriers to treatment adherence in physiotherapy outpatient clinics: a systematic
review. Man Ther 2010 Jun;15(3):220-228 [FREE Full text] [doi: 10.1016/j.math.2009.12.004] [Medline: 20163979]
Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and evaluating complex interventions: the
new Medical Research Council guidance. Br Med J 2008 Sep 29;337:a1655. [doi: 10.1136/bmj.a1655]
Davis R, Campbell R, Hildon Z, Hobbs L, Michie S. Theories of behaviour and behaviour change across the social and
behavioural sciences: a scoping review. Health Psychol Rev 2015 Sep;9(3):323-344 [FREE Full text] [doi:
10.1080/17437199.2014.941722] [Medline: 25104107]
Keogh A, Tully MA, Matthews J, Hurley DA. A review of behaviour change theories and techniques used in group based
self-management programmes for chronic low back pain and arthritis. Man Ther 2015 Dec;20(6):727-735. [doi:
10.1016/j.math.2015.03.014] [Medline: 25865062]
Bandura A. Self-Efficacy: The Exercise of Control. New York: Freeman; 1997.
Bandura A. Self-efficacy mechanism in human agency. Am Psychol 1982;37(2):122-147. [doi: 10.1037/0003-066X.37.2.122]
Brewer BW. Adherence to sport injury rehabilitation programs. J Appl Sport Psychol 1998 Mar;10(1):70-82. [doi:
10.1080/10413209808406378]
Magklara E, Burton CR, Morrison V. Does self-efficacy influence recovery and well-being in osteoarthritis patients
undergoing joint replacement? A systematic review. Clin Rehabil 2014 Sep;28(9):835-846. [doi: 10.1177/0269215514527843]
[Medline: 24668361]
Levy AR, Polman RC, Clough PJ. Adherence to sport injury rehabilitation programs: an integrated psycho-social approach.
Scand J Med Sci Sports 2008 Dec;18(6):798-809. [doi: 10.1111/j.1600-0838.2007.00704.x] [Medline: 18208427]
Taylor AH, May S. Threat and coping appraisal as determinants of compliance with sports injury rehabilitation: an application
of Protection Motivation Theory. J Sports Sci 1996 Dec;14(6):471-482. [doi: 10.1080/02640419608727734] [Medline:
8981286]
Goto M, Takedani H, Haga N, Kubota M, Ishiyama M, Ito S, et al. Self-monitoring has potential for home exercise
programmes in patients with haemophilia. Haemophilia 2014 Mar;20(2):e121-e127. [doi: 10.1111/hae.12355] [Medline:
24418413]
Campbell R, Evans M, Tucker M, Quilty B, Dieppe P, Donovan JL. Why don't patients do their exercises? Understanding
non-compliance with physiotherapy in patients with osteoarthritis of the knee. J Epidemiol Community Health 2001
Feb;55(2):132-138 [FREE Full text] [Medline: 11154253]
Beinart NA, Goodchild CE, Weinman JA, Ayis S, Godfrey EL. Individual and intervention-related factors associated with
adherence to home exercise in chronic low back pain: a systematic review. Spine J 2013 Dec;13(12):1940-1950. [doi:
10.1016/j.spinee.2013.08.027] [Medline: 24169445]
Levenson H. Additional dimensions of internal-external control. J Soc Psychol 1975 Dec;97(Second Half):303-304. [doi:
10.1080/00224545.1975.9923356] [Medline: 1207093]

https://mhealth.jmir.org/2018/3/e47/

XSL• FO
RenderX

Argent et al

JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e47 | p. 7
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
38.

39.

40.

41.

42.
43.
44.
45.
46.
47.
48.
49.
50.

51.
52.
53.
54.

55.

Argent et al

Brewer BW, Cornelius AE, Van Raalte JL, Tennen H, Armeli S. Predictors of adherence to home rehabilitation exercises
following anterior cruciate ligament reconstruction. Rehabil Psychol 2013 Feb;58(1):64-72 [FREE Full text] [doi:
10.1037/a0031297] [Medline: 23438001]
Wright BJ, Galtieri NJ, Fell M. Non-adherence to prescribed home rehabilitation exercises for musculoskeletal injuries:
the role of the patient-practitioner relationship. J Rehabil Med 2014 Feb;46(2):153-158 [FREE Full text] [doi:
10.2340/16501977-1241] [Medline: 24322559]
Dobkin PL, Da Costa D, Abrahamowicz M, Dritsa M, Du Berger R, Fitzcharles MA, et al. Adherence during an individualized
home based 12-week exercise program in women with fibromyalgia. J Rheumatol 2006 Feb;33(2):333-341. [Medline:
16465666]
Brewer BW, Cornelius AE, Van Raalte JL, Petitpas AJ, Sklar JH, Pohlman MH, et al. Age-related differences in predictors
of adherence to rehabilitation after anterior cruciate ligament reconstruction. J Athl Train 2003 Jun;38(2):158-162 [FREE
Full text] [Medline: 12937528]
Marshall A, Donovan-Hall M, Ryall S. An exploration of athletes' views on their adherence to physiotherapy rehabilitation
after sport injury. J Sport Rehabil 2012 Feb;21(1):18-25. [Medline: 22100700]
Schoo AM, Morris ME, Bui QM. The effects of mode of exercise instruction on compliance with a home exercise program
in older adults with osteoarthritis. Physiotherapy 2005 Jun;91(2):79-86. [doi: 10.1016/j.physio.2004.09.019]
Smith J, Lewis J, Prichard D. Physiotherapy exercise programmes: are instructional exercise sheets effective? Physiother
Theory Pract 2005;21(2):93-102. [Medline: 16392462]
McLean SM, Burton M, Bradley L, Littlewood C. Interventions for enhancing adherence with physiotherapy: a systematic
review. Man Ther 2010 Dec;15(6):514-521. [doi: 10.1016/j.math.2010.05.012] [Medline: 20630793]
Bassett SF. Bridging the intention-behaviour gap with behaviour change strategies for physiotherapy rehabilitation
non-adherence. N Z J Physiother 2015 Nov 11;43(3):105-111 [FREE Full text] [doi: 10.15619/NZJP/43.3.05]
Meichenbaum D, Turk DC. Facilitating Treatment Adherence: A Practitioner's Guidebook. New York: Plenum Press; 1987.
Bassett SF, Petrie KJ. The effect of treatment goals on patient compliance with physiotherapy exercise programmes.
Physiotherapy 1999 Mar;85(3):130-137. [doi: 10.1016/S0031-9406(05)65693-3]
Evans L, Hardy L. Injury rehabilitation: a goal-setting intervention study. Res Q Exerc Sport 2002 Sep;73(3):310-319. [doi:
10.1080/02701367.2002.10609025] [Medline: 12230338]
Talbot LA, Gaines JM, Huynh TN, Metter EJ. A home-based pedometer-driven walking program to increase physical
activity in older adults with osteoarthritis of the knee: a preliminary study. J Am Geriatr Soc 2003 Mar;51(3):387-392.
[Medline: 12588583]
Hay-Smith EJC, McClurg D, Frawley H, Dean SG. Exercise adherence: integrating theory, evidence and behaviour change
techniques. Physiotherapy 2016 Mar;102(1):7-9. [doi: 10.1016/j.physio.2015.08.006] [Medline: 26549601]
Aitken D, Buchbinder R, Jones G, Winzenberg T. Interventions to improve adherence to exercise for chronic musculoskeletal
pain in adults. Aust Fam Physician 2015;44(1-2):39-42 [FREE Full text] [Medline: 25688958]
Ezzat AM, MacPherson K, Leese J, Li LC. The effects of interventions to increase exercise adherence in people with
arthritis: a systematic review. Musculoskeletal Care 2015 Mar;13(1):1-18. [doi: 10.1002/msc.1084] [Medline: 25752931]
Palazzo C, Klinger E, Dorner V, Kadri A, Thierry O, Boumenir Y, et al. Barriers to home-based exercise program adherence
with chronic low back pain: patient expectations regarding new technologies. Ann Phys Rehabil Med 2016 Apr;59(2):107-113
[FREE Full text] [doi: 10.1016/j.rehab.2016.01.009] [Medline: 27050664]
Lambert TE, Harvey LA, Avdalis C, Chen LW, Jeyalingam S, Pratt CA, et al. An app with remote support achieves better
adherence to home exercise programs than paper handouts in people with musculoskeletal conditions: a randomised trial.
J Physiother 2017 Jul;63(3):161-167 [FREE Full text] [doi: 10.1016/j.jphys.2017.05.015] [Medline: 28662834]

Abbreviations
IMU: inertial measurement unit
WHO: World Health Organization

Edited by C Dias; submitted 20.07.17; peer-reviewed by M Khazaeepool, J Rawstorn, E O'Leary; comments to author 03.10.17;
revised version received 27.11.17; accepted 29.11.17; published 01.03.18
Please cite as:
Argent R, Daly A, Caulfield B
Patient Involvement With Home-Based Exercise Programs: Can Connected Health Interventions Influence Adherence?
JMIR Mhealth Uhealth 2018;6(3):e47
URL: https://mhealth.jmir.org/2018/3/e47/
doi: 10.2196/mhealth.8518
PMID: 29496655

https://mhealth.jmir.org/2018/3/e47/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e47 | p. 8
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH

Argent et al

©Rob Argent, Ailish Daly, Brian Caulfield. Originally published in JMIR Mhealth and Uhealth (http://mhealth.jmir.org),
01.03.2018. This is an open-access article distributed under the terms of the Creative Commons Attribution License
(https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in JMIR mhealth and uhealth, is properly cited. The complete bibliographic information,
a link to the original publication on http://mhealth.jmir.org/, as well as this copyright and license information must be included.

https://mhealth.jmir.org/2018/3/e47/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2018 | vol. 6 | iss. 3 | e47 | p. 9
(page number not for citation purposes)

