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Abstract
Background: Pulmonary rehabilitation is one of the main interventions to reduce the use of health resources, and it promotes
a reduction in chronic obstructive pulmonary disease (COPD) costs. mHealth systems in COPD aim to improve adherence to
maintenance programs after pulmonary rehabilitation by promoting the change in attitude and behavior necessary for patient
involvement in the management of the disease.
Objective: This study aimed to assess the effects of an integrated care plan based on an mHealth web-based platform (HappyAir)
on adherence to a 1-year maintenance program applied after pulmonary rehabilitation in COPD patients.
Methods: COPD patients from three hospitals were randomized to a control group or an intervention group (HappyAir group).
Patients from both groups received an 8-week program of pulmonary rehabilitation and educational sessions about their illness.
After completion of the process, only the HappyAir group completed an integrated care plan for 10 months, supervised by an
mHealth system and therapeutic educator. The control group only underwent the scheduled check-ups. Adherence to the program
was rated using a respiratory physiotherapy adherence self-report (CAP FISIO) questionnaire. Other variables analyzed were
adherence to physical activity (Morisky-Green Test), quality of life (Chronic Obstructive Pulmonary Disease Assessment Test,
St. George’s Respiratory Questionnaire, and EuroQOL-5D), exercise capacity (6-Minute Walk Test), and lung function.
Results: In total, 44 patients were recruited and randomized in the control group (n=24) and HappyAir group (n=20). Eight
patients dropped out for various reasons. The CAP FISIO questionnaire results showed an improvement in adherence during
follow-up period for the HappyAir group, which was statistically different compared with the control group at 12 months (56.1
[SD 4.0] vs 44.0 [SD 13.6]; P=.004) after pulmonary rehabilitation.
Conclusions: mHealth systems designed for COPD patients improve adherence to maintenance programs as long as they are
accompanied by disease awareness and patient involvement in management.
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Introduction
Pulmonary Rehabilitation in Chronic Obstructive
Pulmonary Disease
Chronic obstructive pulmonary disease (COPD) is a chronic,
preventable, and treatable disease process characterized by
airflow limitation that is not fully reversible [1]. It is a major
public health problem because it represents a high health cost
due to the direct and indirect expenses it generates, including
the significant consumption of resources and medical and
pharmaceutical services, as well as the demand for support and
social assistance arising from sickness from work [2-4].
The benefits of pulmonary rehabilitation are such that it has
been compared favorably with other strategies, such as drug
treatment or telemedicine, in terms of its cost-effectiveness.
Thus, it is well known that it can reduce the use of health
resources and promotes a reduction in COPD costs [5-7].
Pulmonary rehabilitation is defined as “a comprehensive
intervention based on a thorough patient assessment followed
by patient tailored therapies that include, but are not limited to,
exercise training, education, and behavior change designed to
improve the physical and psychological condition of people
with chronic respiratory disease and to promote the long-term
adherence to health-enhancing behaviors” [8].
However, despite evidence of the benefits provided by
pulmonary rehabilitation, these do not last over time,
disappearing progressively between 6 and 12 months after the
end of rehabilitation, with patients having values even lower
than those presented pre–pulmonary rehabilitation [9]. The lack
of adherence to maintenance programs seems to be one of the
possible causes explaining the loss of health benefits [10,11],
so the creation of effective strategies to increase adherence to
such programs is the key to maintaining the effects achieved
after pulmonary rehabilitation. Aspects such as
self-management, patient empowerment, and the acquisition of
co-responsibility in therapy are the focus of current research,
as they seem to guide determinant behavioral changes to
maintain disease control.

Telehealthcare as a Solution
Mobile health (mHealth) systems in COPD, designed according
to the needs of the patients, aim to improve adherence to
maintenance programs by promoting the change in attitude and
behavior necessary for patient involvement in the management
of the disease [12,13].
Both patients and professionals recognize the importance of
designing individualized mHealth interventions that encompass
the different aspects associated with the disease and facilitate
self-control through appropriate feedback for each dimension,
without replacing or dominating the patient’s decision. Health
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informatics platforms should not replace, at any time, the
personal and regular relationship with health care professionals
but complement it, as it is very important to maintain continuous
and open contact with the multidisciplinary team that provides
the necessary support and attention. But, in any case, patients
should be responsible for their care, which may lead to an
improvement of the therapy’s effectiveness [12].
The follow-up programs designed and analyzed so far are not
effective, as they do not achieve patient adherence to them,
showing a high dropout rate. There is also great controversy
regarding the methods used, types of mHealth systems, specific
design of maintenance programs, and duration and frequency
of follow-up. Most of the studies consulted highlight the
influence of the biopsychosocial context of the individual on
the involvement with their illness and treatment [14-16].
As stated above, and due to the improvement in adherence to
the treatments that digital platforms promote, this study aimed
to evaluate whether an mHealth web-based platform (HappyAir)
would improve adherence to a 1-year maintenance program
applied after pulmonary rehabilitation in COPD patients.

Methods
Study Design and Clinical Trial Protocol
The initial objective of the study was the development of a
clinical tool, the HappyAir system, which included the
web-based platform and mobile app to allow its use by COPD
patients for the management of their long-term pathology. As
previous studies have found a possible reluctance in many
COPD patients toward new technologies [17], it was decided
to generate a new web-based app with an intuitive design and
easy operation in order to avoid this possible reticence. The
HappyAir system was then integrated into the long-term
follow-up program of the intervention group. The completion
of the protocol at different stages of the preliminary evaluation
study, some not initially planned, meant that the clinical trial
was not registered in due course.
A multicenter, longitudinal, prospective, randomized controlled
clinical trial was conducted on 44 COPD patients who
underwent an integrated care plan monitored with mHealth. The
recruitment and follow-up were carried out between December
2015 and May 2017. Patients, who were recruited from
participating hospitals, underwent a randomization process,
establishing two groups: the intervention group (HappyAir) and
control group (see later randomization procedure section).
The study was conducted in two stages, with a total duration of
12 months. The first stage corresponded to the 8-week
pulmonary rehabilitation program that was conducted on both
groups at the hospital. It included several procedures that
followed the guidelines of the Spanish Society of Pulmonology
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and Thoracic Surgery and are included in hospital protocols,
such as muscle training, respiratory physiotherapy, and
education on relevant aspects of chronic respiratory disease
[18].
The second stage corresponded to a 10-month follow-up period.
Patients from both groups underwent a maintenance follow-up
community-based program at home and in the neighborhood,
in which they were advised to perform physical activity and
breathing exercises daily. Patients assigned to the HappyAir
group followed an integrated care plan using a mobile device
with the pulmonary care web-based app (HappyAir app) and
were instructed in its use (Multimedia Appendix 1). The control
group only went to the hospital for the scheduled evaluations
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during the follow-up period, without receiving integrated
supervision or using the HappyAir app.
In order to ensure the correct follow-up of the two populations
studied, four evaluations were completed by a blinded assessor:
at baseline (pre–pulmonary rehabilitation), immediately after
pulmonary rehabilitation (post–pulmonary rehabilitation), after
6 months of follow-up, and after 12 months from the beginning
of the study (10-month postrehabilitation follow-up; Figure 1).
The study protocol was approved by the ethics committees of
12 de Octubre University Hospital (No.15/308), La Princesa
University Hospital, and San Carlos Clinical University Hospital
(16/111-E). All patients gave written informed consent to
participate in the study.

Figure 1. Intervention and control group process and follow-up.

Study Population and Recruitment

or cognitive impairment that made it difficult to understand the
education program and manage the HappyAir system.

Patients were recruited by convenience sampling through
face-to-face interviews at participating hospitals. The
recruitment of subjects was performed from patients attending
pneumology consultations at the rehabilitation service of the
hospitals participating in the study. The participants belonged
to the geographical area of Madrid.

After participants were informed about the aim and
characteristics of the investigation, they were asked to carefully
read and sign an informed consent to be able to participate in
the study.

COPD patients were selected according to the following
inclusion criteria: COPD patient, aged between 55 and 85 years,
with degree of severity II, III, or IV of the Global Initiative for
Chronic Obstructive Lung Disease (GOLD) scale, in a stable
clinical situation (no exacerbations in the last 6 weeks).
Exclusion criteria were patient with unstable cardiovascular
disease or muscular, osteoarticular, auditory, visual, or central
or peripheral nervous system impairment that prevented the
performance of the rehabilitation program or evaluation tests
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Pulmonary Care Web-Based App (HappyAir App)
The HappyAir app comprises two main parts: an educational
program providing patients useful information and advice about
their illness and data collection related to physical activity and
disease. The HappyAir app reminded the HappyAir group daily
to use the app, indicating that they record medication intake,
daily exercise time (minutes), level of tiredness after the
exercises (good, little tired, very tired, or exhausted), and daily
mood (happy, little sad, sad, or very sad). These records allowed
for usability evaluation of the HappyAir app. During
development, a focus group of patients, health care
professionals, and app developers met to detect usability
JMIR Mhealth Uhealth 2020 | vol. 8 | iss. 7 | e18465 | p. 3
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
problems and adapt the app to the characteristics of the target
group.
After patients finished pulmonary rehabilitation, we offered an
education session that consisted of 3 to 4 hours of practical class
demonstration plus an online support aid; the handling of the
device and the web-based app were explained so the patients
could become familiar with them.
The therapeutic educators had access to the platform to supervise
the evolution of the HappyAir group during the follow-up
period, collect data, see the results of clinical evaluations, record
weekly and monthly goals, and contact the physician responsible
for the patients (in case they detected warning signs of possible
exacerbations or relapses). In addition, the pulmonologist and
physiotherapist of the hospital had access, by login, to the data
collection platform to enter the clinical data, record results of
the evaluations, see the evolution of patients, and contact the
therapeutic educator.
The HappyAir integrated plan was designed as a model of a
therapeutic program based on communication that introduced
the figure of the therapeutic educator (physiotherapist or
respiratory coach) in order to design interventions focused on
the patients and their needs, with minimal intervention and
presence, making the patients responsible for their self-care and
management of their illness. Patient and educator shared
responsibility.

Outcome Measures
Treatment Adherence
Adherence to the maintenance program was measured with the
respiratory physiotherapy adherence self-report questionnaire
(CAP FISIO) questionnaire administered by a blinded assessor
at each follow-up session in the hospital. This is a questionnaire
created to assess the adherence to physiotherapy treatments
[19]. We adapted some terms of the questionnaire to the purpose
of this study, because to our knowledge, no questionnaire existed
that measured adherence and perception in pulmonary
rehabilitation for chronic respiratory disease. It consists of a
total of 16 items, with a Likert scale to score each one, with 1
point as totally disagree and 4 points as totally agree. Three
different dimensions of results are obtained: total score,
perception, and adherence. The final rating scale is set to a range
of minimum of 16 points to a maximum of 64 points. A higher
final score reflects better adherence to the intervention. The
internal consistency was set with a Cronbach alpha [19].
Adherence to physical activity was measured with the
therapeutic compliance questionnaire (Morisky-Green Test),
administered by a blinded assessor at each follow-up session
in the hospitals. This method, which has been validated for
various chronic diseases, was originally developed by Morisky
et al [20] to assess medication compliance in patients with high
blood pressure [21]. Since the test was introduced, it has been
used in the evaluation of different diseases. It consists of a series
of 4 contrast questions with a yes/no dichotomous answer,
reflecting the patient’s behavior with respect to compliance. In
order to consider the patients compliant with or adherent to
treatment, the first and last two answers must be no and the
second answer must be yes. Answering at least one of the
http://mhealth.jmir.org/2020/7/e18465/
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questions incorrectly indicates poor adherence. Given the
scarcity of published questionnaires for the evaluation of
adherence to physical exercise of patients with chronic
respiratory disease, it has been decided to adapt an already
validated test (as described earlier, Morisky-Green Test) to
verify adherence in our study. To do this, the word medication
was change to physical exercise.

Quality of Life
Quality of life was measured with three different self-reported
questionnaires administered by a blinded assessor at each
follow-up session in the hospitals.
Chronic Obstructive Pulmonary Disease Assessment Test
The Chronic Obstructive Pulmonary Disease Assessment Test
(CAT) is a self-administered questionnaire that measures the
impact of COPD on the patient’s quality of life. It consists of
8 items, each of which has 5 possible answers from 1 (being
absence of symptoms) to 5 (being the worst possible situation).
The final score scale is set in a range of 8 to 40 points. A
difference of 2 points or more would represent a clinically
significant difference in pre- and posttreatment health status.
The difference between stable status and exacerbation is a
5-point increase on the 40-point scale. Higher scores mean
greater deterioration in COPD-related quality of life [22].
St. George’s Respiratory Questionnaire
The St. George’s Respiratory Questionnaire (SGRQ) is a
validated questionnaire that measures quality of life related to
health or perceived health in COPD patients. It consists of 50
items divided into 3 dimensions: symptoms (frequency and
severity of symptoms; 8 items), activity (limitation of activity
due to dyspnea; 16 items), and impact on daily life
(psychological and social functioning disorders; 26 items).
The final score scale is set in a range from 0 (no limitation of
the quality of life) to 100 (maximum limitation of the quality
of life). A difference of 4 points is considered a clinically
significant difference [23,24].
EuroQOL-5D
The EuroQOL-5D is a questionnaire that measures quality of
life related to health or perceived health, which, unlike the
SGRQ, is simpler to administer. Therefore, it was also decided
to use it in case there was not much acceptance of the SGRQ,
which, despite being very complete and extended in its
application, is a very long questionnaire.
The EuroQOL-5D consists of 5 items divided into 5 dimensions:
mobility, self-care, habitual activities, pain or discomfort, and
anxiety or depression. It has a minimum number of levels (3)
for each dimension (1=no problem, 2=some problem or
moderate, and 3=many problems). Preferably, the questionnaire
should be self-administered, although administration by personal
interview or by mail has been shown to be acceptable. It
generates an index that allows the evaluation of health
conditions. The state of health of the individual is defined as
the combination of the level of problems described in each of
the 5 dimensions, using a 5-digit number that reflects the value
of each dimension [25,26].

JMIR Mhealth Uhealth 2020 | vol. 8 | iss. 7 | e18465 | p. 4
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
Exercise Capacity
Exercise capacity was measured with the 6-Minute Walk Test
(6MWT). This is a simple test in which the subject must walk
in a circuit straight and without irregularities, at least 30 meters,
for a period of 6 minutes, with the aim to reach the maximum
possible distance (walking as quickly as possible, without
running). This test was performed following the protocol
established by the American Thoracic Society in 2002, according
to the 2014 update [27].

Randomization Procedure
We used a computer-generated simple randomization procedure,
using the online randomization tool Research Randomizer
(Geoffrey C Urbaniak and Scott Plous). Before the beginning
of the study, distribution was made in two groups through the
Research Randomizer program, and a list of patients designated
to each group was drawn up, considering a homogeneous
distribution of groups for each hospital. This listing was
sequentially numbered and coded to ensure the confidentiality
of participants and masking of the professionals who performed
the rehabilitation protocol.
Patient data collected during the study were documented
anonymously and dissociated and linked to an ID code (patient
identification number) so that only the hospital investigator
could associate such data to an identified person. The principal
researcher of the study, external to the hospital, established the
relationship between the ID provided by hospital staff with the
code assigned in the tracking platform.
The follow-up assessment of outcome measures of both groups
was carried out by a blinded assessor. Due to the characteristics
of the intervention, health care professionals and patients could
not be blinded to the group assignment.

Sample Size
For the calculation of the sample size to test the difference
between the treated and control groups in the total score variable
after 12 months of follow-up (the main objective of the study),
a pilot study was conducted with 7 individuals in each group,
with the following results: in the control group, the mean was
44.2 (SD 12.8), while in the HappyAir group, the mean was
55.6 (SD 6.2). With these results and using the G*Power version
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3.1.9.4 program (Heinrich-Heine-Universität Düsseldorf) with
a 2-sided test of an alpha level of .05 and a power of 80%, it
was determined that 14 individuals would be needed in each
group. Assuming the probability of dropouts of 20% because
of the long-term intervention, we decided to recruit the
maximum number of patients available.

Statistical Analysis
Statistical analyses were performed using SPSS Statistics 25.0
statistical software for Windows (IBM Corporation). Thus, a
descriptive study of absolute and relative frequencies and
distributions for each of the qualitative variables was completed.
The normal distribution of the quantitative variables was
demonstrated using the Kolmogorov-Smirnov normality test
when the number of data exceeded 50 and the Shapiro-Wilk
test when the number of data were fewer than 50.
Subsequently, the existence of statistically significant differences
over time or in the different measurements of the quantitative
variables was analyzed, and for this purpose, the t test was used
for repeated measurements and the Wilcoxon test in the
nonparametric or qualitative case.
The statistical significance of the intergroup and intragroup
comparisons at all levels of segmentation was analyzed using
parametric tests (t tests [for 2 samples], analyses of variance,
and Welch tests) and nonparametric tests (Mann-Whitney U
and Kruskal-Wallis tests), according to the distribution of the
sample.

Results
Patient Characteristics
A total of 44 patients diagnosed with COPD were included in
the study, randomly assigned to the control group or HappyAir
group; among them, 8 patients dropped out of the study for
different reasons. In the end, 36 patients completed the 12-month
follow-up process and were included in the final analysis (22
men and 14 women; median age 68.11 [SD 6.74] years). A
flowchart of participants in the study is shown in Figure 2.
Demographic and baseline characteristics are shown in Table
1. None of the variables showed differences between the groups
at baseline.
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Figure 2. Distribution of patients Consolidated Standards of Reporting Trials flow diagram.
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Table 1. Baseline and demographic characteristics of the study population.
Characteristic

Control group

Intervention group

P value

Age in years, mean (SD)

68.1 (7.0)

68.1 (6.6)

.97

Gender

.34

Male, n (%)

13 (59.1)

9 (40.9)

—a

Female, n (%)

6 (42.9)

8 (57.1)

—

Weight (kg), mean (SD)

68.4 (15.3)

70.1 (10.1)

.68

Height (cm), mean (SD)

162.9 (9.8)

161.7 (6.7)

.91

BMI (kg/m2), mean (SD)

26.07 (4.2)

26.50 (4.1)

.77

GOLDb classification

a

.28

Level II

2 (1M/1F)

3 (1M/2F)

—

Level III

14 (10M/4F)

9 (4M/5F)

—

Level IV

3 (2M/1F)

5 (4M/1F)

—

FEV1c (%), mean (SD)

43.1 (13.6)

45.0 (15.3)

.95

FVCd (%), mean (SD)

72.6 (24.4)

78.6 (22.9)

.44

FEV1/FVC (%), mean (SD)

44.5 (12.2)

49.06 (12.0)

.81

Oxygen users, n (%)

10 (52.6)

9 (52.9)

.52

Oxygen hours per day, mean (SD)

10.8 (10.8)

10.0 (11.2)

.98

Smokers, n (%)

5 (26.3)

3 (17.6)

.43

Exsmokers, n (%)

11 (57.9)

11 (64.7)

.77

: not applicable.

b

GOLD: Global Initiative for Chronic Obstructive Lung Disease.

c

FEV1: forced expiratory volume in the first second of expiration.

d

FVC: forced vital capacity.

Adherence
The results of adherence to the maintenance program measured
with the CAP questionnaire and adherence to physical activity
using the Morisky-Green questionnaire are detailed in Table 2.

Cuestionario Adherencia Percepción Questionnaire
Total CAP dimension results showed an improvement in
adherence during the follow-up period, which was statistically
significant at 12 months after pulmonary rehabilitation.
Differences observed at 6 months were 45.3 (SD 15.0) and 53.6
(SD 5.4) in the control group and HappyAir group, respectively.
Differences at 12 months were 44 (SD 13.6) and 56.1 (SD 4.0)
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in the control group and HappyAir group, respectively. The
results showed significant differences between the groups at 12
months (P=.004; Figure 3).

Morisky-Green Questionnaire
In the HappyAir group, 25% of patients were adherent at 12
months of follow-up versus 11% of patients in the control group.
The intergroup factor analysis showed statistically significant
differences in adherence to physical activity at 12-month
follow-up (P=.049). The intragroup factor analysis of exercise
adherence showed no statistically significant differences over
time (Figure 4).
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Table 2. Adherence and perception effects of the home rehabilitation program.
Variable

Control group (n=19),
mean (SD)

HappyAir group (n=17), mean Intragroup P value (95% CI), 12 ma vs 6 m
(SD)

Intergroup
P value

6m

12 m

6m

12 m

Control

HappyAir

6 m 12 m

45.3 (15)

44 (13.6)

53.6 (5.4)

56.1 (4)

.69 (–5.3 to 7.9)

.05 (–5.01 to 0.075)

.16

CAPb
Total

c

.004

Adherence

21.7 (6.2)

21.1 (5.5)

24.7 (2.9)

25.7 (1.8)

.64 (–2.2 to 3.4)

.19 (–2.5 to 0.57)

—

—

Perception

23.5 (9)

22.9 (8.1)

28.9 (4.2)

30.4 (2.5)

.74 (–3.3 to 4.5)

.14 (–3.4 to 0.54)

—

—

35.70

30.80

64.30

69.20

—

—

.11

.049

Morisky Green
Adherence PAc (%)
a

m: month.

b

CAP: Cuestionario Adherencia Percepción

c

Not applicable.

d

PA: physical activity.

Figure 3. Adherence to HappyAir program: total dimension of CAP questionnaire.
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Figure 4. Percentage of patients adherent to physical activity: Morisky Green questionnaire.

Usability of the HappyAir App
Most of the patients were able to start using the app and almost
all in the HappyAir group managed to be skilled and 100%
autonomous 15 days after beginning to use the platform. We
observed that the average number of physical exercise records
was 242 records per patient during the 10 months of follow-up,
which is almost a daily record. Records showed that
approximately 92% of patients from the HappyAir group
exercised daily, which reflects the high rate of use of the app.
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Physical Activity, Mood, and Fatigue
Patients in the HappyAir group performed a mean of 66 (SD
37.43) minutes of daily physical activity (95% CI 65.03 to
67.21). Most of the patients analyzed showed a relationship
between the feeling of tiredness experienced at the end of the
exercises and mood, being less tired, in general, in those patients
who were happy. Otherwise, when they finished tired, they felt
sad or very sad. The Kruskal-Wallis test showed a significant
effect (P=.001) between both variables (Figure 5).
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Figure 5. Relationship between mood state and physical activity.

Quality of Life
Patients showed an improvement in quality of life in the CAT
questionnaire, with a difference at 6 months during the follow-up
period compared with a baseline of 2.2 (SD 0.3) and 4.2 (SD
0.4) in the control group and HappyAir group, respectively.
This improvement was only significant in the HappyAir group
(P=.001; 95% CI –6.6 to –1.6).
No statistically significant differences between the two groups
were observed in the CAT at 6 months (P=.53; 95% CI –5.8 to
3.1) or at 12 months (P=.21; 95% CI –8.1 to 1.9). However, the
mean evolution graph (Figure 6) shows a difference of 3.6 points
between the HappyAir group and control group after 12 months
of follow-up, denoting a better quality of life in the HappyAir
group with respect to the baseline evaluation, since a 2-point
difference in the CAT questionnaire is established as the
clinically relevant difference in quality of life outcomes.
Regarding the SGRQ, patients in the HappyAir group showed
an improvement in quality of life after pulmonary rehabilitation
and over time in symptoms, impact, and total dimensions but
did not show significant differences in the activities dimension.
No statistically significant differences between the two groups
were observed in the SGRQ at 6 months (P=.77; 95% CI –10.2
to 13.9) or at 12 months (P=.79; 95% CI –13.2 to 17.0).
The differences in symptoms at 6 months follow-up compared
to baseline were 15.8 (SD 3.3) and 12.1 (SD 2.2) in the control
group and HappyAir group, respectively. These differences
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were significant both for the control group (P=.002; 95% CI
–27.7 to 4.8) and HappyAir group (P=.04; 95% CI –23.8 to
–0.2). The control group also showed differences in symptoms
at 6-month follow-up after pulmonary rehabilitation compared
with post–pulmonary rehabilitation results (14.9 [SD 2.1];
P=.01; 95% CI –26.9 to –1.6). The differences in impact at
12-month follow-up after pulmonary rehabilitation were 9.6
(SD 0.8) and 12 (SD 6.9) in the control group and HappyAir
group, respectively, compared with baseline. These differences
were only significant for the HappyAir group (P=.001; 95% CI
–22.1 to –1.1). The control group also showed differences in
impact at 12-month follow-up after pulmonary rehabilitation
compared to results at 6-month follow-up (10 [SD 0.7]; P=.04;
95% CI –19.8 to –0.09).
Total dimension results showed an improvement in quality of
life observed at both 6- and 12-month follow-up compared with
baseline. The difference at 6-month follow-up was 3.2 (SD 1)
and 6.4 (SD 1.2) in the control group and HappyAir group,
respectively. Only differences in the HappyAir group were
significant (P=.05; 95% CI –13.5 to 0.6). The difference at
12-month follow-up was 6.3 (SD 0.8) and 7.5 (SD 7.7) in the
control group and HappyAir group, respectively. Only
differences in the HappyAir group were significant (P=.04; 95%
CI –16.1 to 1.2). The EuroQOL-5D questionnaire showed no
statistically significant intragroup improvements and no
statistically significant differences between groups (Multimedia
Appendix 2).
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Figure 6. Quality of life: Chronic Obstructive Pulmonary Disease Assessment Test questionnaire.

Exercise Capacity, Perceived Dyspnea, and Fatigue
Patients showed an improvement in walking distance after
pulmonary rehabilitation, with differences in the 6MWT of 29
(SD 3) meters versus 42 (SD 14) meters in the control group
and HappyAir group, respectively. Only differences in the
HappyAir group were significant after pulmonary rehabilitation
(P=.001; 95% CI 6.8 to 79.0). At 12-month follow-up, a
decrease in walking distance was observed in both groups.
However, the HappyAir group, although not statistically
significant, was able to maintain a distance walked above the
baseline values (Multimedia Appendix 2). No statistically
significant differences between the two groups were observed
at 6 months (P=.38; 95% CI –34.8 to 88.3) or 12 months (P=.58;
95% CI –47.6 to 82.6).
Regarding dyspnea after pulmonary rehabilitation, patients in
both groups showed less dyspnea, with improvements of 0.4
(SD 0.5) and 1.1 (SD 0) in the control group and HappyAir
group, respectively, which were not statistically significant
(P=.05). Patients in both groups also showed less fatigue, with
improvements at 6-month follow-up compared with a
post–pulmonary rehabilitation of 0.2 (SD 0.7) versus 0.8 (SD
0.5) in the control group and HappyAir group, respectively,
which were not statistically significant (P=.05). Lung function
values showed no statistically significant differences between
the two groups (Multimedia Appendix 2).

Discussion
Principal Findings
This study examined the effectiveness of a pulmonary care app
designed to improve adherence to an integral 1-year maintenance
program applied after pulmonary rehabilitation. The challenge
was to design an effective intervention to maintain the effects
obtained in the initial treatment. Our main hypothesis that the
use of this web-based app would improve adherence to the
maintenance program was confirmed, in addition to
improvement in other variables such as quality of life, behavioral
change, and adherence to physical activity.
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Adherence, Perception, and Mood
The key to making integral care plans in COPD work, either in
a traditional way or through new technologies, is to consider in
its design, in addition to the functional dimension, an emotional
dimension [28]. This is because adherence is linked to a large
number of affective factors such as personalized follow-up
programs, social support, the patient’s state of mind, and even
marital status [21,28-30], so it would be very interesting to take
them into account to facilitate integration by patients.
Like other studies [31-33], our study showed a very positive
perception of the integrated care plan in the HappyAir group
compared with the control group, which is fully consistent with
the adherence results in the same group. Those patients who
believed that engaging in their treatment would help improve
their health were active and responsible in managing their care
plan. Their perception about the plan and its value in being
continued over time was very positive, and they showed good
physical ability, followed their daily care routines, had a positive
attitude, and became confident in self-management, which was
favorable to long-term adherence to their plan.
Thus, after analyzing the results of their adherence to the care
plan using a questionnaire and the online web-based app that
connected with their coach for additional support, we discovered
both study groups, the control group and HappyAir group,
progressed significantly at the beginning of the evaluation period
with a positive trend in the engagement in their integrated care
plan. What is significant in this study, is that, during the 10
months of monitoring, the control group no longer maintained
that difference; however, in contrast, a clear improvement in
adherence was observed in the HappyAir group.
These observations lead us to conclude that the integrated care
plan, designed to improve adherence, managed to establish a
more proactive and responsible attitude toward self-care and
improved adherence. We believe that this holistic approach in
integrated care with coach support is what has favored this
important change in patients from a passive attitude to taking
active responsibility in managing their care plan and following
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their treatment, a factor that is probably linked to behavior
change and adherence. Therefore, remote care can be a very
important and effective part of maintenance programs but only
if it is accompanied by the behavioral change necessary to
promote patient adherence [34].
Apart from that, it is important to consider COPD patients’
perceptions of the use of telehealthcare systems. Many patients
encounter barriers, such as limited health literacy, difficulties
in using technologies, and insufficient clinical support; they
feel that mHealth systems could never completely replace
face-to-face visits from a health care professional [35]. On the
other hand, there are patients who consider technology a
facilitator in the management of their disease, due to having a
greater responsibility for their own health and for integrating
personalized education [36,37].
In any case, when developing mHealth tools, it is important to
consider factors such as age, information technology experience,
education level, and possible comorbidities. Engagement with
patients in the design and testing is essential to make sure the
intervention is easy for older people [38-40].

Relation Between Mood and Physical Activity Level
Mood has a strong influence on adherence, so enjoying therapy
and overcoming depressive or anxiety states also facilitates
success and patient involvement. The feeling of achievement
improves self-efficacy [41,42]. Thus, in our study, the HappyAir
group was monitored for 1-year using the web-based app. Daily
exercise was recorded. This showed that the patients completed
an average of 66.12 minutes of physical activity daily, even
exceeding the recommendations of the World Health
Organization and American College of Sports Medicine [43,44]:
a minimum of 150 minutes of moderate intensity exercise per
week. In general, our patients exceeded the recommendation,
which could be interpreted as a positive motivational effect of
the HappyAir program. In addition, we observed an important
relationship between mood and tiredness expressed by the
patients at the end of the physical activity. This observation
showed that the better the mood was, the longer the exercise
period lasted; additionally, patients felt less or not tired at all
when their mood was positive. This shows that the emotional
and psychological states of the patients may be more important
factors in achieving adherence to physical activity than the
increase in physical capacity itself, corroborating the theory of
the study of Mantoani [5].

Social Support and the Role of Therapeutic Educator
Regarding the role of therapeutic educator in maintenance
programs, several studies have concluded that this is a very
important predictor of adherence [45,46], but not all
maintenance programs include it. An important and
differentiating aspect of our follow-up program was the figure
of the respiratory educator/physiotherapist whom patients could
contact at any time. All consultations made were classified into
two categories: a need for social support or technical issues,
such as with the computer web-based app, connections, or their
mobile device. Motivation and support provided by the
therapeutic educator were key to successful therapy and patient
adherence [31].
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Behavioral Change and Its Influence on Adherence
The key that determines the difference in adopting and
maintaining any habit lies in the way the initial decision making
is carried out, which must be a process shared with the patient:
a reasoned discussion about a process that allows that person
to be aware of their current health status and ascertains their
desire to maintain their health positively in the future. This
happens in a dialogue and analysis about the current situation
and the undesired alternative. To maintain an adequate level of
physical activity in unsupervised periods, when it is very easy
to become sedentary, patients must adopt behavioral changes
associated with physical abilities. In that sense, the therapeutic
educator has an important role to favor the commitment and
maintenance of the level of physical activity adopted during the
rehabilitation in the long term [34].
Both health professionals and patients consider face-to-face
appointments necessary and irreplaceable by technology. It
should be noted that the relationship established between the
two, also known as therapeutic alliance, largely determines the
success of the treatment. Scientific evidence supports the idea
that the quality of the health professional–patient relationship
is strongly related to patient satisfaction [12]. Thus, the
HappyAir web-based app used in this study included the option
of contacting the therapeutic educator, as needed, to achieve
the necessary personalized support. An analysis of the records
showed that approximately 65% of direct contacts requested
were for assistance in resolving technical issues and were not
related to clinical or social support on disease management
issues.
The results were favorable in terms of adopting positive habits
in self-care and from the patients’ point of view, about the
support they received in clinical, social, and therapeutic
guidance. Some recent studies, such as by Boer and colleagues
[47], highlighted patients’ perception of the usability and support
offered by mHealth systems. However, as in some of the studies
reviewed [48], the therapeutic educator reported an increased
workload compared with studies of periodic calls or more
time-spaced follow-up.

Quality of Life
According to published literature, during the development of
maintenance programs, clinical improvements in quality of life
last about 6 to 9 months [9,49]. Thus, our study conducted a
follow-up of greater duration than the usual ones in the literature,
where the usual follow-up period ranges from 3 to 6 months
[15,50-53], and was able to verify that at 1-year follow-up the
HappyAir group studied showed significant differences in
health-related quality of life over time from the values presented
prior to pulmonary rehabilitation until the evaluations carried
out at 6 and 12 months, with a gradual improvement in their
values, as shown objectively with the SGRQ and CAT
questionnaires.

Exercise Capacity, Perceived Dyspnea, and Fatigue
Patients in the HappyAir group showed a clinical improvement
in exercise capacity using the 6MWT at 6-month follow-up,
and they were the only group to maintain differences in this
outcome from baseline to 12 months. The effect of improvement
JMIR Mhealth Uhealth 2020 | vol. 8 | iss. 7 | e18465 | p. 12
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
at 6 months could be attributed to our integrated care plan, since
the control group did not present this outcome. But we cannot
know exactly because rehabilitation itself can sometimes be
responsible for this long-term effect, as shown in several studies
[9,10,49]. However, the differences maintained at 12-month
follow-up could be directly related to the comprehensive
maintenance program, since pulmonary rehabilitation programs
consisting of exercise and education have not improved the
quality of life and physical capacity after 9 months of follow-up
[30,54].

Future Research
After analyzing the results of this study and comparing them
with similar studies, it can be concluded that the direction to
follow for the design of programs that improve adherence in
the management of COPD should be focused on generating
behavioral changes and better perceptions in patients. So, the
idea is to act on the most essential aspect of the patients, their
person and their disease, to achieve awareness of it, generate a
proactive attitude, and empower the patient to make them
responsible for their care.
The development and use of mHealth systems and innovative
technology must be implemented and advanced, as they indicate
a promising future. They should be considered as the resources
needed to improve patient support and monitoring to learn more
about the individual or apply a personalized approach.
Moreover, they can generate better outcomes for each person
in health and social support, as well as provide further
information to apply innovative care and therapeutic techniques
in patient management by health care teams, offering resources
to those people who live in remote locations with low access
to ongoing care management.

Jiménez-Reguera et al
number of patients included in the control group was too small
to extrapolate the results to a more heterogeneous population.
However, the sample was in concordance with the majority of
similar studies. Another limitation is not having assessed
exercise capacity with a gold standard test, such as an
incremental exercise test. We chose instead to use simple field
tests commonly used in the clinical setting in order to facilitate
the implementation of the program in the future. In relation to
this, the long-term results achieved by patients does not reflect
the increase in daily physical activity observed by the HappyAir
integrated care plan. Finally, this study was designed for those
patients who would adapt to using a mobile phone. If they had
low-level technical skills, this would be a limitation that would
need addressing with other technology or support (eg, voice
technology).

Conclusions
This study showed the development of the HappyAir integrated
care plan after pulmonary rehabilitation, which uses a web-based
app accessible by a mobile device and involves periodic
therapeutic educator (coach) support. This has been shown to
be effective in improving patient adherence to their self-care
plan and treatment and consequently their state of health and
attitude, with a resulting change in their perception of the disease
and their engagement on their care, key factors to achieve
positive health outcomes. Internet-enabled and telehealth
web-based apps can serve as a means to transform and reinvent
the way patients and health care professionals interact. However,
this study shows the development and preliminary evaluation
of a novel mHealth web-based platform in a reduced sample,
which limits the generalization of our results. Further research
is needed to integrate HappyAir into larger study populations
with COPD.

Limitations
One of the limitations of this study is the small number of
patients included. Although we calculated the sample size, the

Authors' Contributions
BJR designed and developed the project and wrote and reviewed the manuscript. EM supervised the collection of data. LJM,
MSC, JLRH, MCR, MTHC, and MLM contributed to the study protocol, recruitment of participants, development of the
intervention, and follow-up. SA performed the statistical analysis and interpretation of the data. AMP contributed to the data
analyses and the writing of the paper and critically reviewed the paper. SF contributed to the development of web-based platform
and app. JV contributed to the design of the project, the data analyses, and the writing of the paper and critically reviewed and
approved the final version of the paper.

Conflicts of Interest
This study was financed by the Board of Lovexair Foundation (HappyAir in intellectual property of the Lovexair Foundation);
SF is its president. EM is an employee of the Lovexair Foundation.

Editorial Notice
This randomized study was only retrospectively registered, explained by authors with the originally conceived project being the
creation of a clinical tool rather than a trial; the completion of the protocol at different stages of the pilot study, some not initially
planned, meant that the clinical trial was not registered in due course. The editor granted an exception from ICMJE rules mandating
prospective registration of randomized trials because the risk of bias appears low and the study was considered formative, guiding
the development of the application. However, readers are advised to carefully assess the validity of any potential explicit or
implicit claims related to primary outcomes or effectiveness, as retrospective registration does not prevent authors from changing
their outcome measures retrospectively.

http://mhealth.jmir.org/2020/7/e18465/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2020 | vol. 8 | iss. 7 | e18465 | p. 13
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH

Jiménez-Reguera et al

Multimedia Appendix 1
HappyAir app supplementary information.
[PDF File (Adobe PDF File), 516 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Pulmonary function, exercise capacity, and quality of life effects along the study.
[DOCX File , 16 KB-Multimedia Appendix 2]

Multimedia Appendix 3
Consort checklist.
[PDF File (Adobe PDF File), 1533 KB-Multimedia Appendix 3]

References
1.

2.
3.

4.

5.

6.
7.
8.
9.

10.

11.

12.
13.
14.
15.
16.

17.

Celli BR, MacNee W, ATS/ERS Task Force. Standards for the diagnosis and treatment of patients with COPD: a summary
of the ATS/ERS position paper. Eur Respir J 2004 Jun;23(6):932-946 [FREE Full text] [doi: 10.1183/09031936.04.00014304]
[Medline: 15219010]
Fau LF. [The IBERPOC project: an epidemiological study of COPD in Spain. Scientific Committee of the IBERPOC
study]. Arch Bronconeumol 1997 Jun;33(6):293-299. [Medline: 9289325]
Alcázar-Navarrete B, Trigueros JA, Riesco JA, Campuzano A, Pérez J. Geographic variations of the prevalence and
distribution of COPD phenotypes in Spain: the ESPIRAL-ES study. Int J Chron Obstruct Pulmon Dis 2018;13:1115-1124
[FREE Full text] [doi: 10.2147/COPD.S158031] [Medline: 29692606]
Miravitlles M. Guía de Práctica Clínica para el Diagnóstico y Tratamiento de Pacientes con Enfermedad Pulmonar Obstructiva
Crónica (EPOC)—Guía Española de la EPOC (GesEPOC). Arch Bronconeumol 2012 Jan;48:2-58. [doi:
10.1016/S0300-2896(12)70035-2]
Mantoani LC, Rubio N, McKinstry B, MacNee W, Rabinovich RA. Interventions to modify physical activity in patients
with COPD: a systematic review. Eur Respir J 2016 Jul;48(1):69-81 [FREE Full text] [doi: 10.1183/13993003.01744-2015]
[Medline: 27103381]
Miravitlles M, Soler-Cataluña JJ, Calle M, Molina J, Almagro P, Antonio Quintano J, et al. Spanish Guideline for COPD
(GesEPOC). Update 2014. Arch Bronconeumol (English Edition) 2014;50:1-16. [doi: 10.1016/s1579-2129(14)70070-9]
Pleguezuelos E, Miravitlles M. Pulmonary rehabilitation… yes but no. Arch Bronconeumol 2019 Dec;55(12):617-618.
[doi: 10.1016/j.arbres.2019.07.018] [Medline: 31676192]
Global Strategy for Prevention, Diagnosis and Management of COPD. URL: https://goldcopd.org/wp-content/uploads/
2018/11/GOLD-2019-v1.7-FINAL-14Nov2018-WMS.pdf [accessed 2020-07-02]
Nishiyama O, Taniguchi H, Kondoh Y, Kimura T, Ogawa T, Watanabe F, et al. Factors in maintaining long-term
improvements in health-related quality of life after pulmonary rehabilitation for COPD. Qual Life Res 2005
Dec;14(10):2315-2321. [doi: 10.1007/s11136-005-7710-y] [Medline: 16328910]
Heerema-Poelman A, Stuive I, Wempe JB. Adherence to a maintenance exercise program 1 year after pulmonary
rehabilitation: what are the predictors of dropout? J Cardiopulm Rehabil Prev 2013;33(6):419-426. [doi:
10.1097/HCR.0b013e3182a5274a] [Medline: 24029813]
Beauchamp MK, Francella S, Romano JM, Goldstein RS, Brooks D. A novel approach to long-term respiratory care: results
of a community-based post-rehabilitation maintenance program in COPD. Respir Med 2013 Aug;107(8):1210-1216 [FREE
Full text] [doi: 10.1016/j.rmed.2013.04.014] [Medline: 23706779]
Rubeis G, Schochow M, Steger F. Patient autonomy and quality of care in telehealthcare. Sci Eng Ethics 2018
Feb;24(1):93-107. [doi: 10.1007/s11948-017-9885-3] [Medline: 28281148]
Criner RN, Han MK. COPD care in the 21st century: a public health priority. Respir Care 2018 Apr 24;63(5):591-600.
[doi: 10.4187/respcare.06276]
Pedone C, Lelli D. Systematic review of telemonitoring in COPD: an update. Pneumonol Alergol Pol 2015;83(6):476-484
[FREE Full text] [doi: 10.5603/PiAP.2015.0077] [Medline: 26559801]
Bolton CE, Waters CS, Peirce S, Elwyn G. Insufficient evidence of benefit: a systematic review of home telemonitoring
for COPD. J Eval Clin Pract 2011 Dec;17(6):1216-1222. [doi: 10.1111/j.1365-2753.2010.01536.x] [Medline: 20846317]
McCabe C, McCann M, Brady AM. Computer and mobile technology interventions for self-management in chronic
obstructive pulmonary disease. Cochrane Database Syst Rev 2017 Dec 23;5:CD011425. [doi:
10.1002/14651858.CD011425.pub2] [Medline: 28535331]
Korpershoek YJG, Vervoort SCJM, Trappenburg JCA, Schuurmans MJ. 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 Oct 04;18(1):757 [FREE Full text] [doi: 10.1186/s12913-018-3545-4] [Medline:
30286761]

http://mhealth.jmir.org/2020/7/e18465/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2020 | vol. 8 | iss. 7 | e18465 | p. 14
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
18.

19.

20.
21.

22.
23.

24.

25.
26.
27.

28.

29.

30.

31.
32.

33.

34.

35.
36.

37.
38.

Güell Rous MR, Díaz Lobato S, Rodríguez Trigo G, Morante Vélez F, San Miguel M, Cejudo P, Sociedad Española de
Neumología y Cirugía Torácica (SEPAR). Pulmonary rehabilitation. Sociedad Española de Neumología y Cirugía Torácica
(SEPAR). Arch Bronconeumol 2014 Aug;50(8):332-344. [doi: 10.1016/j.arbres.2014.02.014] [Medline: 24845559]
Cebrià IIM, Del CNT, Cañas N, Martínez M, Froilán C, Vilaró-Casamitjana J. Physiotherapy adherence and perception in
patients with cystic fibrosis: a descriptive study. Eur Respir J (suppl 59) 2015;46. [doi:
10.1183/13993003.congress-2015.pa2793]
Morisky DE, Green LW, Levine DM. Concurrent and predictive validity of a self-reported measure of medication adherence.
Med Care 1986 Jan;24(1):67-74. [Medline: 3945130]
Rodríguez Chamorro MA, García-Jiménez E, Amariles P, Rodríguez Chamorro A, Faus MJ. [Review of the test used for
measuring therapeutic compliance in clinical practice]. Aten Primaria 2008 Aug;40(8):413-418 [FREE Full text] [doi:
10.1157/13125407] [Medline: 18755102]
Jones PW, Harding G, Berry P, Wiklund I, Chen W, Kline LN. Development and first validation of the COPD Assessment
Test. Eur Respir J 2009 Sep;34(3):648-654 [FREE Full text] [doi: 10.1183/09031936.00102509] [Medline: 19720809]
Ferrer M, Alonso J, Prieto L, Plaza V, Monsó E, Marrades R, et al. Validity and reliability of the St George's Respiratory
Questionnaire after adaptation to a different language and culture: the Spanish example. Eur Respir J 1996 Jun;9(6):1160-1166
[FREE Full text] [doi: 10.1183/09031936.96.09061160] [Medline: 8804932]
Güell R, Casan P, Sangenís M, Morante F, Belda J, Guyatt GH. Quality of life in patients with chronic respiratory disease:
the Spanish version of the Chronic Respiratory Questionnaire (CRQ). Eur Respir J 1998 Jan;11(1):55-60 [FREE Full text]
[doi: 10.1183/09031936.98.11010055] [Medline: 9543270]
EuroQol Group. EuroQol—a new facility for the measurement of health-related quality of life. Health Policy 1990
Dec;16(3):199-208. [Medline: 10109801]
Güell R, Perpiñá M. Calidad de vida relacionada con la salud en neumología. Arch Bronconeumol 1997 May;33(5):257-258.
[doi: 10.1016/s0300-2896(15)30619-0]
Singh SJ, Puhan MA, Andrianopoulos V, Hernandes NA, Mitchell KE, Hill CJ, et al. An official systematic review of the
European Respiratory Society/American Thoracic Society: measurement properties of field walking tests in chronic
respiratory disease. Eur Respir J 2014 Dec;44(6):1447-1478 [FREE Full text] [doi: 10.1183/09031936.00150414] [Medline:
25359356]
Moullec G, Ninot G. An integrated programme after pulmonary rehabilitation in patients with chronic obstructive pulmonary
disease: effect on emotional and functional dimensions of quality of life. Clin Rehabil 2010 Feb;24(2):122-136. [doi:
10.1177/0269215509346088] [Medline: 20026578]
Jolly K, Sidhu MS, Hewitt CA, Coventry PA, Daley A, Jordan R, et al. Self management of patients with mild COPD in
primary care: randomised controlled trial. BMJ 2018 Jun 13;361:k2241 [FREE Full text] [doi: 10.1136/bmj.k2241] [Medline:
29899047]
Spencer LM, Alison JA, McKeough ZJ. Do supervised weekly exercise programs maintain functional exercise capacity
and quality of life, twelve months after pulmonary rehabilitation in COPD? BMC Pulm Med 2007 May 16;7:7 [FREE Full
text] [doi: 10.1186/1471-2466-7-7] [Medline: 17506903]
Arnold E, Bruton A, Ellis-Hill C. Adherence to pulmonary rehabilitation: a qualitative study. Respir Med 2006
Oct;100(10):1716-1723 [FREE Full text] [doi: 10.1016/j.rmed.2006.02.007] [Medline: 16554147]
Lilholt PH, Witt UF, Ehlers L, Hejlesen OK. Telehealthcare for patients suffering from chronic obstructive pulmonary
disease: effects on health-related quality of life: results from the Danish 'TeleCare North' cluster-randomised trial. BMJ
Open 2017 May 09;7(5):e014587 [FREE Full text] [doi: 10.1136/bmjopen-2016-014587] [Medline: 28490555]
Trappenburg JCA, Niesink A, de Weert-van Oene GH, van der Zeijden H, van Snippenburg R, Peters A, et al. Effects of
telemonitoring in patients with chronic obstructive pulmonary disease. Telemed J E Health 2008 Mar;14(2):138-146. [doi:
10.1089/tmj.2007.0037] [Medline: 18361703]
Eckerstorfer LV, Tanzer NK, Vogrincic-Haselbacher C, Kedia G, Brohmer H, Dinslaken I, et al. Key elements of mhealth
interventions to successfully increase physical activity: meta-regression. JMIR Mhealth Uhealth 2018 Nov 12;6(11):e10076
[FREE Full text] [doi: 10.2196/10076] [Medline: 30425028]
Ding H, Fatehi F, Maiorana A, Bashi N, Hu W, Edwards I. Digital health for COPD care: the current state of play. J Thorac
Dis 2019 Oct;11(Suppl 17):S2210-S2220 [FREE Full text] [doi: 10.21037/jtd.2019.10.17] [Medline: 31737348]
Slevin P, Kessie T, Cullen J, Butler MW, Donnelly SC, Caulfield B. A qualitative study of chronic obstructive pulmonary
disease patient perceptions of the barriers and facilitators to adopting digital health technology. Digit Health
2019;5:2055207619871729 [FREE Full text] [doi: 10.1177/2055207619871729] [Medline: 31489206]
Gorst SL, Armitage C, Hawley M, Coates E. Exploring patient beliefs and perceptions about sustained use of telehealth.
Int J Integr Care 2013 Nov 20;13(7):1-2. [doi: 10.5334/ijic.1393]
Dobson R, Herbst P, Candy S, Brott T, Garrett J, Humphrey G, et al. Understanding end-user perspectives of mobile
pulmonary rehabilitation (mPR): cross-sectional survey and interviews. JMIR Form Res 2019 Dec 20;3(4):e15466 [FREE
Full text] [doi: 10.2196/15466] [Medline: 31859681]

http://mhealth.jmir.org/2020/7/e18465/

XSL• FO
RenderX

Jiménez-Reguera et al

JMIR Mhealth Uhealth 2020 | vol. 8 | iss. 7 | e18465 | p. 15
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
39.

40.

41.
42.

43.
44.

45.
46.

47.

48.

49.

50.

51.

52.

53.

54.

Jiménez-Reguera et al

Gordon N, Crouch E. Digital information technology use and patient preferences for internet-based health education
modalities: cross-sectional survey study of middle-aged and older adults with chronic health conditions. JMIR Aging 2019
Apr 04;2(1):e12243 [FREE Full text] [doi: 10.2196/12243] [Medline: 31518291]
Sobnath DD, Philip N, Kayyali R, Nabhani-Gebara S, Pierscionek B, Vaes AW, et al. Features of a mobile support app for
patients with chronic obstructive pulmonary disease: literature review and current applications. JMIR Mhealth Uhealth
2017 Feb 20;5(2):e17 [FREE Full text] [doi: 10.2196/mhealth.4951] [Medline: 28219878]
Almagro P, Castro A. Helping COPD patients change health behavior in order to improve their quality of life. Int J Chron
Obstruct Pulmon Dis 2013;8:335-345 [FREE Full text] [doi: 10.2147/COPD.S34211] [Medline: 23901267]
Direito A, Carraça E, Rawstorn J, Whittaker R, Maddison R. mHealth technologies to influence physical activity and
sedentary behaviors: behavior change techniques, systematic review and meta-analysis of randomized controlled trials.
Ann Behav Med 2017 Apr;51(2):226-239. [doi: 10.1007/s12160-016-9846-0] [Medline: 27757789]
Global recommendations on physical activity for health. World Health Organization. URL: https://www.who.int/
dietphysicalactivity/publications/9789241599979/en/ [accessed 2020-07-06]
Haskell WL, Lee I, Pate RR, Powell KE, Blair SN, Franklin BA, et al. Physical activity and public health: updated
recommendation for adults from the American College of Sports Medicine and the American Heart Association. Med Sci
Sports Exerc 2007 Aug;39(8):1423-1434. [doi: 10.1249/mss.0b013e3180616b27] [Medline: 17762377]
Fahy BF. Pulmonary rehabilitation for chronic obstructive pulmonary disease: a scientific and political agenda. Respir Care
2004 Jan;49(1):28-36 [FREE Full text] [Medline: 14733620]
Liacos A, Burge AT, Cox NS, Holland AE. Promoting physical activity using the internet: is it feasible and acceptable for
patients with chronic obstructive pulmonary disease and bronchiectasis? J Aging Phys Act 2018 Jul 01;26(3):372-381. [doi:
10.1123/japa.2017-0123] [Medline: 28952865]
Boer L, Bischoff E, van der Heijden M, Lucas P, Akkermans R, Vercoulen J, 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 Oct 09;7(10):e14408 [FREE Full text] [doi: 10.2196/14408] [Medline: 31599729]
Brunton L, Bower P, Sanders C. The contradictions of telehealth user experience in chronic obstructive pulmonary disease
(COPD): a qualitative meta-synthesis. PLoS One 2015 Oct;10(10):e0139561 [FREE Full text] [doi:
10.1371/journal.pone.0139561] [Medline: 26465333]
Troosters T, Gosselink R, Decramer M. Short- and long-term effects of outpatient rehabilitation in patients with chronic
obstructive pulmonary disease: a randomized trial. Am J Med 2000 Aug 15;109(3):207-212. [doi:
10.1016/s0002-9343(00)00472-1] [Medline: 10974183]
Lewis KE, Annandale JA, Warm DL, Rees SE, Hurlin C, Blyth H, et al. Does home telemonitoring after pulmonary
rehabilitation reduce healthcare use in optimized COPD? A pilot randomized trial. J COPD 2010 Feb;7(1):44-50. [doi:
10.3109/15412550903499555] [Medline: 20214462]
Hardinge M, Rutter H, Velardo C, Shah SA, Williams V, Tarassenko L, et al. Using a mobile health application to support
self-management in chronic obstructive pulmonary disease: a six-month cohort study. BMC Med Inform Decis Mak 2015
Jun 18;15:46 [FREE Full text] [doi: 10.1186/s12911-015-0171-5] [Medline: 26084626]
Román M, Larraz C, Gómez A, Ripoll J, Mir I, Miranda EZ, et al. Efficacy of pulmonary rehabilitation in patients with
moderate chronic obstructive pulmonary disease: a randomized controlled trial. BMC Fam Pract 2013 Feb 11;14:21 [FREE
Full text] [doi: 10.1186/1471-2296-14-21] [Medline: 23399113]
Kwon H, Lee S, Jung EJ, Kim S, Lee J, Kim DK, et al. An mHealth management platform for patients with chronic
obstructive pulmonary disease (efil breath): randomized controlled trial. JMIR Mhealth Uhealth 2018 Aug 24;6(8):e10502
[FREE Full text] [doi: 10.2196/10502] [Medline: 30143475]
Busby AK, Reese RL, Simon SR. Pulmonary rehabilitation maintenance interventions: a systematic review. Am J Health
Behav 2014 May;38(3):321-330. [doi: 10.5993/AJHB.38.3.1] [Medline: 24636028]

Abbreviations
6MWT: 6-Minute Walk Test
CAP FISIO: respiratory physiotherapy adherence self-report questionnaire (Spanish, Cuestionario Adherencia
Percepción Physio)
CAT: Chronic Obstructive Pulmonary Disease Assessment Test
COPD: chronic obstructive pulmonary disease
GOLD: Global Initiative for Chronic Obstructive Lung Disease
mHealth: mobile health
SGRQ: St. George’s Respiratory Questionnaire

http://mhealth.jmir.org/2020/7/e18465/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2020 | vol. 8 | iss. 7 | e18465 | p. 16
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH

Jiménez-Reguera et al

Edited by G Eysenbach; submitted 05.03.20; peer-reviewed by R Torres, C Bentley; comments to author 20.04.20; revised version
received 12.05.20; accepted 03.06.20; published 31.07.20
Please cite as:
Jiménez-Reguera B, Maroto López E, Fitch S, Juarros L, Sánchez Cortés M, Rodríguez Hermosa JL, Calle Rubio M, Hernández
Criado MT, López M, Angulo-Díaz-Parreño S, Martín-Pintado-Zugasti A, Vilaró J
Development and Preliminary Evaluation of the Effects of an mHealth Web-Based Platform (HappyAir) on Adherence to a Maintenance
Program After Pulmonary Rehabilitation in Patients With Chronic Obstructive Pulmonary Disease: Randomized Controlled Trial
JMIR Mhealth Uhealth 2020;8(7):e18465
URL: http://mhealth.jmir.org/2020/7/e18465/
doi: 10.2196/18465
PMID: 32513646

©Begoña Jiménez-Reguera, Eva Maroto López, Shane Fitch, Lourdes Juarros, Marta Sánchez Cortés, Juan Luis Rodríguez
Hermosa, Myriam Calle Rubio, María Teresa Hernández Criado, Marta López, Santiago Angulo-Díaz-Parreño, Aitor
Martín-Pintado-Zugasti, Jordi Vilaró. Originally published in JMIR mHealth and uHealth (http://mhealth.jmir.org), 31.07.2020.
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.

http://mhealth.jmir.org/2020/7/e18465/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2020 | vol. 8 | iss. 7 | e18465 | p. 17
(page number not for citation purposes)

