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Abstract
Background: We conducted in two parts a systematic review of randomized controlled trials (RCTs) on electronic symptom
reporting between patients and providers to improve health care service quality. Part 1 reviewed the typology of patient groups,
health service innovations, and research targets. Four innovation categories were identified: consultation support, monitoring
with clinician support, self-management with clinician support, and therapy.
Objective: To assess the methodological quality of the RCTs, and summarize effects and benefits from the methodologically
best studies.
Methods: We searched Medline, EMBASE, PsycINFO, Cochrane Central Register of Controlled Trials, and IEEE Xplore for
original studies presented in English-language articles between 1990 and November 2011. Risk of bias and feasibility were judged
according to the Cochrane recommendation, and theoretical evidence and preclinical testing were evaluated according to the
Framework for Design and Evaluation of Complex Interventions to Improve Health. Three authors assessed the risk of bias and
two authors extracted the effect data independently. Disagreement regarding bias assessment, extraction, and interpretation of
results were resolved by consensus discussions.
Results: Of 642 records identified, we included 32 articles representing 29 studies. No articles fulfilled all quality requirements.
All interventions were feasible to implement in a real-life setting, and theoretical evidence was provided for almost all studies.
However, preclinical testing was reported in only a third of the articles. We judged three-quarters of the articles to have low risk
for random sequence allocation and approximately half of the articles to have low risk for the following biases: allocation
concealment, incomplete outcome data, and selective reporting. Slightly more than one fifth of the articles were judged as low
risk for blinding of outcome assessment. Only 1 article had low risk of bias for blinding of participants and personnel. We excluded
12 articles showing high risk or unclear risk for both selective reporting and blinding of outcome assessment from the effect
assessment. The authors’ hypothesis was confirmed for 13 (65%) of the 20 remaining articles. Articles on self-management
support were of higher quality, allowing us to assess effects in a larger proportion of studies. All except one self-management
interventions were equally effective to or better than the control option. The self-management articles document substantial
benefits for patients, and partly also for health professionals and the health care system.
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Conclusion: Electronic symptom reporting between patients and providers is an exciting area of development for health services.
However, the research generally is of low quality. The field would benefit from increased focus on methods for conducting and
reporting RCTs. It appears particularly important to improve blinding of outcome assessment and to precisely define primary
outcomes to avoid selective reporting. Supporting self-management seems to be especially promising, but consultation support
also shows encouraging results.
(J Med Internet Res 2012;14(5):e126) doi: 10.2196/jmir.2216
KEYWORDS
Electronic symptom reporting; physician-patient relationship; patient participation; shared decision making; review; consultation;
monitoring; self-management; bias

Introduction
This paper presents the second part of a comprehensive review
of randomized controlled trials (RCTs) focusing on electronic
communication between patient and provider to improve health
care service quality. This patient-provider partnership is defined
by patients or parents reporting symptoms or health information
electronically [1]. The patient reports to health care personnel,
an institution, or a system, where the receiver processes and
interprets the data and provides feedback to the patient [1]. The
general purpose is improved health care service quality and
efficiency, for example, by improving or avoiding a consultation
[1].
Part 1 of this review identified the following typology of the
field in terms of [2] patient groups, health service innovations,
and research targets:
•

•

•

Five specific patient groups mainly based on the
International Classification of Primary Care (ICPC)
definitions [3]: cancer, respiratory and lung diseases,
cardiovascular diseases, psychiatry, and diabetes.
Four health service innovation categories: consultation
support, monitoring with clinician support, self-management
with clinician support, and therapy.
Research targets: consultation support studies primarily
aimed to improve patient-centered care and secondarily to
provide health benefits. Monitoring studies focused on
health benefits, patient-centeredness outcomes, and reduced
health care costs. Self-management studies mainly aimed
for health benefits and secondarily patient-centered
outcomes.

This part of the review looked into the methodological quality
on the RCTs, and summarized effects and benefits of electronic
symptom reporting of the methodologically best RCTs.

Effects and Benefits of Electronic Symptom Reporting
It is possible to achieve effects of electronic symptom reporting
at the health care professional, health care system, and patient
levels.
At the health care professional level, electronic symptom
reporting might support the diagnostic process, and thus also
make better use of the health professional’s time. Determining
the patient’s main problem or concern is often demanding for
the physician [4]. The way in which patients present their
problems, and the sequence, importance, and severity of
symptoms influence the physician’s interpretation. Likewise,
http://www.jmir.org/2012/5/e126/
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studies of interview styles show that physicians elicit only about
50% of the medical information considered important in a
consultation [5]. Health care professionals may also be
challenged by patients’ difficulties in correctly remembering
symptom levels beyond the past several days [6] and older
patients’ omission of many symptoms [7] during a consultation.
On the other hand, we know that people in general report a
higher number of and more serious symptoms when using
computer-mediated communication than in face-to-face
encounters or phone conversations [8] (p. 28-29).
At the health care system level, time and money might be saved
[9]. Trials of electronic symptom reporting suggest that it may
be possible to substitute about one-third or more of face-to-face
consultations in primary care settings [10,11]. It is probably
also possible to reduce the number of consultations in specialist
care. Internationally, up to 24% of surgeries are cancelled the
same day as they are scheduled [12-14], which is a major
expense for health care systems [13]. Patient information might
be outdated, inadequate, or even wrong at the time of surgery
[15,16], and nearly half of the cancellations could have been
avoided with an adequate patient information review and update
[13].
At the patient level, it is possible to improve documentation of
key variables that affect service quality and safety [17]. Patients
embrace the idea of reporting symptoms electronically before
their visit to the doctor [18-21] and believe it will improve the
quality of care and effectiveness during the encounter [19,20].
Wald et al demonstrated that 70% of 2027 patients actually
submitted symptom information before consultation, and that
patients felt more prepared for the visit and that their provider
had more accurate information about them [22]. These findings
give rise to the assumption that electronic symptom reporting
might be a useful tool to strengthen patient empowerment.
Patients who report symptoms electronically prior to a
consultation are given a chance to convey their problems in a
less-stressful situation. This may result in patients having a
preformed clear and concise understanding of their own clinical
problems, while at the same time it provides updated patient
information and documentation that can be saved in the
electronic patient record. This may improve the diagnostic
process and result in better patient management and care
planning.
However, our preliminary screening found that studies in the
field typically are small in terms of number of patients involved
and are best described as feasibility studies [1]. Many of the
studies focused on technologies rather than health effects, and
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most of them seem to have been underpowered to document
clinical effects or specific benefits for health care professionals,
health care systems, or patients [1]. No systematic review has
yet addressed this topic, to the best of our knowledge, which
makes it difficult for innovators and researchers to assess which
of these choices are most promising and have the strongest
potential for development on a larger scale.

Search Methods for Identification of Studies

Methodological Quality

Selection of Studies and Data Extraction

We wanted to limit our work to the most mature stage of a
complex intervention before implementation, the RCTs [23,24].
Unfortunately, the overall quality of RCT reporting is not always
satisfactory [25]. Studies of low methodological quality typically
tend to report better treatment effects than do studies of high
quality [26-28]. Despite the development of guidelines to
improve RCT reporting [29], it is still necessary to assess the
methodological quality of RCTs, in our case for studies on
electronic symptom reporting.

Studies (abstract and full text) were selected independently by
two authors (MAJ and EH), and all disagreements were resolved
by consensus discussions. We extracted 84 variables from each
included article, guided by the Cochrane data collection checklist
[31] (Table 7.3.a in the Cochrane handbook). Variables defined
as especially relevant for this specific review were included.

Objectives
The overall aim of this review was to systematically assemble
the knowledge gained from RCTs focusing on electronic
communication between patient and provider to improve health
care service quality.
The objective for this second part of the review was to (1) assess
the methodological quality of the RCTs identified in the first
part of the review, and (2) summarize effects and benefits of
electronic symptom reporting from data published in the
methodologically best RCT articles. The benefits will be
presented with regard to patients, health care professionals, and
health care systems.

Methods
The review in general followed the Preferred Reporting Items
for Systematic Reviews and Meta-analyses (PRISMA)
recommendations [30]. To further improve the quality, we
consulted the Cochrane handbook [31] for data extraction and
assessment of methodological quality. The group conducting
the review has multidisciplinary background, including
experience in medical and epidemiological research (GB, AH,
TS), RCT methodology and statistics (TS, GB, AH),
telemedicine and medical informatics (MAJ, EH, AH, TS),
theoretical knowledge of electronic symptom reporting (MAJ,
EH), and experience from earlier review work (AH, GB, TS).

Inclusion and Exclusion Criteria
We included original RCTs if patients or parents reported recent
symptoms or health information electronically, either to clinical
health care personnel or to a system, where the receiver
processed and interpreted the data for health care purposes and
provided feedback. Feedback did not need to be given
electronically. The focus was on asynchronous systems that can
be established within the health care system. If the control group
reported symptoms or health information, this information was
not received by the health care professional or system. For a
detailed description of the inclusion and exclusion criteria, see
part 1 of the review [2].
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We searched Medline, EMBASE, PsycINFO, the Cochrane
Central Register of Controlled Trials, and IEEE Xplore to
retrieve RCTs about human medicine presented in the English
language, published from 1990 to November 2011. For a
detailed description of the search methods, see part 1 of the
review [2].

Extracted variables focused on the assessment of methodological
quality, including evaluation of the risk of bias in the results,
and outcome measures and results relevant to electronic
symptom reporting. A full presentation of the extracted variables
and the citations can be found on the website of the Norwegian
Centre for Integrated Care and Telemedicine [32]. A
comprehensive description regarding selection of studies and
data extraction and management is given in part 1 of the review
[2].

Assessment of Methodological Quality
We assessed the methodological quality of each article,
including risk of bias and three additional variables reflecting
feasibility, theoretical evidence, and preclinical testing.
Risk of bias was assessed according to Cochrane’s
recommended domain-based evaluation, the criteria for judging
risk of bias [31] (Table 8.5.d in the Cochrane handbook), and
judged as low risk, unclear risk, or high risk.
Theoretical evidence and preclinical testing are both
recommended as part of a framework for the design and
evaluation of complex interventions to improve health [23,24].
An RCT should rest firmly on both a theoretical foundation and
practical testing of how that theory can be applied in a specific
context. Without such prior exploration, a nonsignificant finding
may result from several causes that have nothing to do with the
intervention itself, leading to a wrong conclusion. Thus, we
included three additional quality assessment variables, referring
to (1) whether implementing the intervention as planned is
feasible or likely in a real-life setting [31], (2) theoretical
evidence that the intervention might have the desired effects,
and (3) preclinical testing, referring to the process of
operationalizing theories through pilot trials and feasibility or
acceptability testing [23,24].
The “assessment of the overall risk of bias involves
consideration of the relative importance of different [bias]
domains” and the review author’s judgments “about which
domains are most important in the current review” [31] (chapter
8.7). Given the nature of telemedicine and eHealth innovations,
blinding of participants and personnel is extremely challenging.
We thus did not consider this bias to be crucial to the quality
judgment of the articles. As it is difficult to blind participants
and personnel in electronic symptom reporting settings, we
J Med Internet Res 2012 | vol. 14 | iss. 5 | e126 | p. 3
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attached more importance to the blinding of outcome
assessment. This kind of blinding is both possible and realistic
to achieve, and might affect the study result. We also considered
selective reporting to be important, since it indicates post hoc
selection of a subset of the original analyses performed [31]
(chapter 8.14.1), while typically omitting the negative analyses
answering the original research question. Selective reporting
thus causes publication bias, as negative results tend to be left
unreported, and spurious random findings are highlighted
instead. We considered a low risk of bias for selective reporting
and for blinding of outcome assessment to be the best indicators
for identification of studies with high methodological quality.
Incomplete outcome data refers both to attrition and to exclusion
of participants through as-treated or other subgroup analyses.
When assessing selective reporting, we accepted that a primary
outcome variable could be represented through a group of
well-defined measures, as long as authors reported all measures
and time points properly and completely in the results section.
On the other hand, we assessed studies as having a high risk for
selective reporting if we found any incongruence between the
published protocol and the reported primary results, or if the
variable used to make power calculations was not part of the
reported primary outcome measures. We applied the same logic
if the authors’ main conclusions did not rely on previously
defined outcome parameters and therefore had to be regarded
as limitedly interpretable post hoc findings.
The blinding of outcome assessment risk of bias was judged as
high if there was no information indicating involvement of any
independent personnel for assessment of outcome other than
those performing the intervention. If the patients were the
outcome assessors for the primary outcome, and all the patients
had access to a common online discussion page, we regarded
this as having knowledge about which intervention they and
other patients received.

Johansen et al
we chose the first variable presented in the article’s text to be
included in our effect table.
Since only a few of these RCTs had a follow-up after the
intervention, we chose the immediate postintervention outcome
when extracting effects. We calculated within- and
between-group pre- to postintervention differences and report
the extracted P value for the between-group difference. Studies
were defined as either equivalence studies (authors hypothesized
that the study arms would be equivalent in terms of the effect
measure) or as superiority studies (authors hypothesized that
one arm would be superior to the other or others in terms of the
chosen effect measure). If the authors’ hypothesis was
confirmed, we classified the study as positive; otherwise it was
negative. Two of the authors (MJ and GB) extracted the effect
data independently. In case of disagreement regarding what to
extract and how to interpret the results, a discussion to reach
consensus was reached.
In addition to the primary outcome effects, other extracted
results from the articles with acceptable quality are reported for
each health service innovation according to who might benefit:
patients, health professionals, or the health care system. The
reporting makes use of the Institute of Medicine (IOM)
definitions stating that health care should be safe, effective in
terms of health benefits, patient centered, timely, efficient
(reduced time, reduced health care costs for the health system,
and resource utilization of the health professional), and equitable
[33]. The extracted outcome variables are based on the Cochrane
recommendations, in addition to a set of variables that we
developed. The cross-link between who benefits, the extracted
outcome variables, and the areas of health service quality
defined by IOM is presented in Table 1 in part 1 of the review
[2].

Results

The Cochrane criteria for the unclear risk judgment is primarily
defined as “insufficient information to permit judgment of ‘low
risk’ or ‘high risk’” [31] (Table 8.5.d in the Cochrane
handbook). This means that everything in the unclear category
might be of good or bad quality. However, the fact that the
author did not report satisfactorily for us to make a judgment
is in itself a bias, which is why we combined the high and
unclear category in the analysis of the total bias results.

Main Background Data

Three of the authors (TS, GB, MAJ) assessed the risk of bias
independently. In all cases of disagreement, a discussion took
place until consensus was achieved.

All except 2 studies were designed as parallel studies with
random allocation of patients. Of the parallel studies, 4 had
three arms [38,47,59,61] and the others had two. A total of 2
studies were based on cluster randomization, 1 on randomized
primary care practices [63,64], and 1 on clinics [39]. All studies
focused on both genders, and the studies included on average
60% females (varying from 37.5% to 93%).

Effects of Electronic Symptom Reporting
We agree that it is not acceptable to “present analyses and
interpretations based on all studies, ignoring flaws identified
during the assessment of risk of bias” [31] (chapter 8.8.1). Thus,
we excluded articles found to be at high risk or unclear risk for
both selective reporting and blinding of outcome assessors from
the subsequent analysis of reported effects.
For all other articles, we extracted the primary outcome and
present it in an effect table according to the article’s health
service innovation category. Some articles defined more than
one outcome variable as their primary outcome. In these cases,
http://www.jmir.org/2012/5/e126/
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Of 642 records identified and 444 abstracts reviewed, 32 articles
presenting 29 studies were included [34-65] (see Figure 1 in
part 1 [2]). The 32 articles were published from 2002 to 2011,
with 24 of them being published in the last 5 years; 27 studies
were conducted in Western countries, 12 of these in the United
States.

Methodological Quality
Even if we accept that patients and personnel were not blinded,
no articles met all the quality requirements, and many articles
satisfied few methodological quality criteria (Table 1, low risk
or yes). Only 2 of the articles, Bergström et al [60] and Schwarz
et al [54], had a low risk for all types of bias except blinding of
participants and personnel. However, they did not fulfill the
preclinical testing requirements. For 3 of the articles, Boyes et
J Med Internet Res 2012 | vol. 14 | iss. 5 | e126 | p. 4
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al [35], Santamore et al [53], and Williams et al [64], we found
no types of bias to be at low risk.
All articles had interventions that could be implemented as
planned in a real-life setting. Thus, this aspect is not included
in Table 1. Theoretical evidence was provided in almost all
articles. However, preclinical testing was properly provided for
only about a third of the articles.
The quality assessment with regard to random sequence
allocation was the bias domain with the best results, with
three-quarters of the articles judged to have low risk. For only
about half of the articles, the risk of bias for allocation
concealment, incomplete outcome data, and selective reporting
was judged to be low risk. With regard to selective reporting,
25% of the articles used several primary outcomes, and 28%
had not defined or remained unclear regarding the primary
outcome (Tables 4-7 in part 1, [2]).
For barely more than one-fifth of the articles, we judged the
blinding of outcome assessment bias to be low risk. High risk
of bias due to inadequate concealment of the allocated
intervention from participants and personnel during the study
is very challenging in telemedicine and eHealth research. This
was, not surprisingly, achieved for only 1 of the included
articles, Yardley et al [56].

Effects of Electronic Symptom Reporting
We excluded 12 articles assigned a high risk or unclear risk for
both selective reporting and blinding of outcome assessments
from the following effect report. We excluded 3 consultation
support articles: Berry et al [34], Boyes et al [35], and Stevens
et al [39]. We also excluded 8 monitoring articles (representing
6 studies): Chan et al [42], Chan et al [43], Jan et al [45],
Kearney et al [41], Lewis et al (quality of life study) [50],
Nguyen et al [51], Prabhakaran et al [46], and Santamore et al
[53]. Only the secondary analysis of 1 self-management study
was excluded (Williams et al [64]).
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The reported effects (Table 2, Table 3, Table 4, and Table 5)
show that the authors’ hypothesis was confirmed in 13 (65%)
of the 20 remaining articles. Interpreting the hypothesis as
negative (no) or positive (yes) for primary outcome depended
on whether the intervention hypothesis relative to the control
condition was stated as equivalent or superior. We considered
4 of the studies to be equivalence studies, in all of which the
authors’ hypothesis was confirmed.

Overall Picture of Evidence
Multimedia Appendix 1 shows that the 20 RCTs with acceptable
quality included a total of 3991 patients (ie, 200 patients on
average per study). The average number of patients per RCT
per combination of patient group and health innovation category
ranged from 40 (chronic obstructive pulmonary disease
monitoring) to 886 (diabetes self-management). The average
per innovation category is comparable for consultation support
(181), monitoring (162), and self-management (249), while it
is much smaller for therapy (55). Evidence appears most
advanced in the self-management category, with a total of 9
RCTs including more than half of the total number of patients.

Main Research Focuses and Study Results
Table 6 gives an overview of the main research focuses and
study results for the 20 articles included in the effect review.
Study is now equivalent to article, since none of these studies
were reported in more than 1 article after exclusion by quality.
Self-management appears to be the most promising health
service innovation category, since the hypothesis was confirmed
for 8 of the 9 studies.
In the monitoring category, 2 of the asthma studies confirmed
their hypothesis, while we lack positive results for chronic
obstructive pulmonary disease and cardiovascular monitoring.
Also, the hypothesis was confirmed in 2 studies on consultation
support in the cancer patient group.
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Table 1. Judgments of methodological quality in the reviewed randomized controlled trials of electronic symptom reportinga.
Theoretical evidence/

Random
sequence

Blinding of

conceal-

participants

outcome

+

+

–

+

+

+

+

–

–

+

–

○

○

–

–

–

–

yes/no

+

–

–

–

+

+

Chan et al [42]

yes/no

+

○

–

–

○

–

Chan et al [43]

yes/yes

+

○

–

–

–

–

DeVito Dabbs et al [55]

yes/yes

+

–

–

–

+

+

Glasgow et al [63]

yes/yes

+

+

–

–

○

+

Guendelman et al [44]

yes/yes

○

+

–

–

+

+

Jan et al [45]

yes/no

○

+

–

–

+

–

Kearney et al [41]

yes/yes

+

+

–

–

–

–

Leveille et al [40]

yes/no

○

○

–

–

+

+

Lewis et al [49] (hospital- yes/unclear
ization)

+

+

–

+

○

–

Lewis et al [50] (quality
of life)

unclear/unclear

+

+

–

–

○

–

Nguyen et al [58]

yes/yes

+

+

–

–

–

+

Nguyen et al [51]

yes/no

+

+

–

–

+

–

Oerlemans et al [62]

yes/no

+

–

–

–

+

+

Prabhakaran et al [46]

no/no

+

+

–

–

+

–

Rasmussen et al [47]

yes/no

–

+

–

–

○

+

Ruland et al [36]

yes/yes

○

○

–

○

○

+

Ruland et al [37]

yes/yes

+

–

–

+

+

+

Santamore et al [53]

no/no

○

○

–

–

○

–

Schwarz et al [54]

yes/no

+

+

–

+

+

+

Stevens et al [39]

yes/no

+

○

–

–

–

–

van der Meer et al [57]

yes/unclear

+

+

–

–

+

+

Velikova et al [38]

yes/no

+

○

–

+

+

+

Vernmark et al [61]

yes/no

+

○

–

+

+

+

Wagner et al [65]

yes/no

+

○

–

–

+

+

Willems et al [48]

yes/no

+

–

–

–

+

+

Williams et al [64]

no/no

○

○

–

–

○

○

Yardley et al 2010 [56]

yes/no

+

+

+

+

–

○

ment

and personnel

Berger et al [59]

yes/yes

+

+

–

Bergström et al [60]

yes/unclear

+

+

Berry et al [34]

yes/yes

+

Boyes et al [35]

yes/no

Carrasco et al [52]

assessment

b,d

Selective

–

generation

b,c

Incomplete

reportingb,d

preclinical testing

b

Blinding of

outcome data

Article

b

Allocation

b

a

Articles were identified in a comprehensive search in Medline, EMBASE, PsycINFO, Cochrane Central Register of Controlled Trials, and IEEE
Xplore from 1990 to November 2011, and were published in the time period 2002–2011.
b

+ = low risk, ○ = unclear risk, and – = high risk.

c

Blinding of participants and personnel is extremely challenging in telemedicine and eHealth innovations. We thus did not consider this bias to be
crucial to the quality judgment of the articles.
d

We considered a low risk of bias for selective reporting and for blinding of outcome assessment to be the best indicators for identification of studies
with high methodological quality.
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Table 2. Effects reported in consultation support randomized controlled trials of acceptable quality of electronic symptom reporting, in alphabetic order
of first authora.
Article

Primary
outcome

Intervention
hypothesis
relative to

Number at
randomization

Within-group
b

Between-group
b

Hypothesis
b,c

pre–post change

pre–post change

confirmed?

C

I1

I2

C

I1

I2

C-I1

C-I2

Leveille Number of patients dis- Superior
et al
cussing chronic condi[40]
tion with physician during consultation

120

121

NAd

–80.5%

–84.9%

NA

4.4%

NA

No

Ruland
et al
[36]

Congruence (weighted) Superior
between patients’ preconsultation-reported
health issues and issues
discussed in consultation

25

NA

Yes

Ruland
et al
[37]

Number of patients’
Superior
symptoms and problems addressed by
physicians as documented in inpatients’ records

70

NA

Yes

Velikova et al
[38]

Health-related quality Superior
of life, functional assessment of cancer

72

NR

No

control

P = .37

27

NA

–12.8

–33

NA

20.2
P < .01

75

NA

–7.9

–10

NA

2.1
P<
.001

144

70

NRe

NR

NR

–0.02
P = .3

a

Articles were identified in a comprehensive search in Medline, EMBASE, PsycINFO, Cochrane Central Register of Controlled Trials, and IEEE
Xplore from 1990 to November 2011, and were published in the time period 2002–2011.
b

C = control group, I1 = intervention group 1, I2 = intervention group 2.

c

P values for difference between groups.

d

Not applicable.

e

Not reported.
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Table 3. Effects reported in monitoring with clinical support randomized controlled trials of acceptable quality of electronic symptom reporting, in
alphabetic order of first authora.
Intervention
hypothesis
Primary

relative to

Article

outcome

control

Carrasco et al
[52]

Number of patients ex- Superior
hibiting poor hypertension control

Guendel- Patients experiencing
man et
limitations in activity
al [44]
due to asthma last 14
days

Superior

Rasmussen
et al
[47]

FEV1

randomization

Within-group
b

Between-group

Hypothesis
pre–post changeb,c confirmed?

b

pre–post change

C

I1

I2

C

I1

I2

C-I1

C-I2

143

142

NAd

64.3%

68.3%

NA

–4.0%

NA

No

NA

Yes

NA

No

–0.183

–0.031

I1: Yes

P<
.001

Nonsignificant

–0.01

NA

No

NA

No

P = .47
68

66

NA

25%

35%

NA

–9%
P = .03

Lewis et Number of hospitaliza- Superior
al [49]
tions
e

Number at

Superior

20

20

NA

–7

–4

NA

–3
P = .16

100

Schwarz Mean number of hospi- Superior
et al
tal readmissions in
[54]
group

51

Willems Asthma-specific quality Superior
et al
of life
[48]

54

100

51

100

NA

0.004

–0.33

0.187

–0.32

0.035

NA

P = .9
55

NA

–0.06

–0.29

NA

0.23
P=
.386

a

Articles were identified in a comprehensive search in Medline, EMBASE, PsycINFO, Cochrane Central Register of Controlled Trials, and IEEE
Xplore from 1990 to November 2011, and were published in the time period 2002–2011.
b

C = control group, I1 = intervention group 1, I2 = intervention group 2.

c

P values for difference between groups.

d

Not applicable.

e

Forced expiratory volume of air in the first second of expiration.
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Table 4. Effects reported in self-management with clinical support randomized controlled trials of acceptable quality of electronic symptom reporting,
in alphabetic order of first authora.
Intervention
hypothesis
Primary

relative to

Article

outcome

control

Berger
et al
[59]

Social Phobia Scale

Equivalence

Number at
randomization

Within-group
b

Between-group
b

Hypothesis

pre–post changeb,c confirmed?

pre–post change

C

I1

I2

C

I1

I2

C-I1

C-I2

27

27

27

16.2

16.3

17.9

–0.1

–1.7

P = .90

P = .90

Yes

Bergström Panic Disorder Severity Equivalence
et al
Scale
[60]

60

53

NAd

NRe

NR

NA

P = .95

NA

Yes

DeVito
Dabbs
et al
[55]

Perceived self-care
agency (in follow-up
after surgery)

Superior

17

17

NA

–15.1

–19.44

NA

4.34

NA

Yes

Glasgow et
al [63]

Number of laboratory
procedures completed
in accordance with national diabetes guidelines

Superior

NA

Yes

Nguyen
et al
[58]
(dyspnea)

Patients’ self-report of
dyspnea with activities
of daily living, Likert
scale

Equivalence

NA

Yes

Oerlemans et
al [62]

Cognitive Scale for
Superior
Functional Bowel disorders

38

NA

No

van der
Meer et
al [57]

Asthma-related quality
of life

99

NA

Yes

Vernmark et
al [61]

Symptom reduction:
Equivalence
Beck Depression Inventory

29

–4.7

–6.7

Yes

P = .06

P=
.002

Yardley
et al

Patient enablement
scores, after 4 weeks.

346

–1

NA

P=
.003
28f/417

24f/469

NA

–0.09

–0.37

NA

0.28
P=
.001

24

26

NA

–4

–2.5

NA

–1.5
P = .51

Superior

38

NA

1.84

8.99

NA

–7.15
P > .05

101

NA

–0.18

–0.56

NA

0.38
P<
.001

Superior

29

368

30

NA

5.2

2

[56]g

9.9

3

11.9

NA

Yes

P = .03

a

Articles were identified in a comprehensive search in Medline, EMBASE, PsycINFO, Cochrane Central Register of Controlled Trials, and IEEE
Xplore from 1990 to November 2011, and were published in the time period 2002–2011.
b

C = control group, I1 = intervention group 1, I2 = intervention group 2.

c

P values for difference between groups.

d

Not applicable.

e

Not reported.

f

Cluster randomized by primary care physicians.

g

214 replied with regard to patient enablement, 95 in the intervention group, 119 in control.
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Table 5. Effects reported in therapy randomized controlled trials of acceptable quality of electronic symptom reportinga.
Intervention
hypothesis
Primary

relative to

Article

outcome

control

Wagner
et al
[65]

Intrusion measured by
the Impact of Event
Scale

Superior

Number at
randomization

Within-group
b

Between-group
b

Hypothesis

pre–post changeb,c confirmed?

pre–post change

C

I1

I2

C

I1

I2

C-I1

C-I2

26

29

NAd

3.77

11.5

NA

–7.73

NA

Yese

P < .1

a

Articles were identified in a comprehensive search in Medline, EMBASE, PsycINFO, Cochrane Central Register of Controlled Trials, and IEEE
Xplore from 1990 to November 2011, and were published in the time period 2002–2011.
b

C = control group, I1 = intervention group 1, I2 = intervention group 2.

c

P values for difference between groups.

d

Not applicable.

e

Authors considered P < 0.1 to be statistically significant.
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Table 6. Main research focus and overview of confirmed (+) and not confirmed (–) hypothesis for articles included in effect review of randomized
controlled trials of electronic symptom reporting, by health service innovation category and patient groupa.
Patient group

Cancer

Consultation support

3 articles (2 excluded):

Monitoring with

Self-management with

clinical support

clinical support

Therapy

0 articles (1 excluded)

More symptoms identified
and discussed
[36,37]++, [38]Respiratory and lung diseases: asthma

3 articles (4 excluded):

1 article:

Improved asthma outcome
(symptoms or quality of
life):

Improved asthma-related
quality of life [57]+

Children: [44]+
Adults: [47]+
Both: [48]Respiratory and lung diseases: COPD

b

1 article (2 excluded):

1 article:

Reduced health care use

Reduced dyspnea [58]+c

[49]Respiratory and lung diseases: other

2 articles:
Maximized lung transplantrelated health outcomes
[55]+
Self-care in management of
minor respiratory symptoms
[56]+

Cardiovascular disease

2 articles (1 excluded):
Improved hypertension [52]Reduced health care use and
costs [54]-

Psychiatry

0 articles (1 excluded)

4 articles:

1 article:

Symptom reduction for (1)

More effective cognitive
social phobia [59]+ , (2) de- behavioral therapy for bereaved people with complipression [61]+c
cated grief [65]+
More effective cognitive
behavior therapy for patients
with (1) panic disorder
c

[60]+c, (2) irritable bowel
syndrome [62]Diabetes

1 article (1 excluded)
Quality of care [63]+

Mixed

1 article:
More symptoms identified
and discussed [40]-

Number of articles excluded 3
due to low quality

8

1

0

a

Articles were identified in a comprehensive search in Medline, EMBASE, PsycINFO, Cochrane Central Register of Controlled Trials, and IEEE
Xplore from 1990 to November 2011, and were published in the time period 2002–2011.
b

Chronic obstructive pulmonary disease.

c

Hypothesis was to demonstrate equivalence between intervention and control.

Effects in Consultation Support
The outcomes were categorized by IOM’s quality domains [33].
In the consultation support category, all studies provided
patient-centered care, ensuring that patient-reported symptoms
http://www.jmir.org/2012/5/e126/
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RenderX

guided the clinical decisions. Except for the study where nurses
coached patients [40], symptom reporting was generally
conducted while the patient was present at the clinic, and a
summary of the reported symptoms was made available to the
physician [36-38]. These summaries were found effective in
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identifying and prompting discussion of troublesome symptoms,
which made it possible to focus the conversation on issues
relevant to the patient’s problems [36-38].
The electronic symptom reporting systems also showed positive
outcomes for patient symptom distress [37], symptom
management [37], and health-related quality of life [38]. Patients
supported the gathering of symptom information by
computerized survey [36,40] and spent a median of 9 minutes
reporting [36].
Most clinicians found the summaries useful for identifying
problems and providing communication [38], which reduced
the need for symptom management support [37]. Benefits for
the health care system were mainly that visit duration was
similar with and without use of the summaries [38].
The one trial with patient coaching [40] did not show benefits
for patients or health professionals regarding detection of
symptoms and quality of life, but patients in the intervention
group reported that they received significantly more advice
about their health and referrals to specialist.

Effects in Monitoring With Clinical Support
Only 2 monitoring studies reported benefits for patients, while
nearly no benefits for the health system and none for the health
professionals were reported. The 2 studies identifying health
benefits for the patient focused on asthma outcomes for children
[44] and adults [47] respectively. Both studies included a strong
self-management element. For the latter study, some side effects
for the health care system and patient need to be resolved [47].

Johansen et al
respect to catastrophizing thoughts [62]. Patients also reported
a high level of satisfaction [59].
For health professionals, resource utilization was reported. There
was some reduction in the number of physician consultations,
due to increased asthma control [57] and when patients used
the Web-based decision support system providing tailored advice
for minor respiratory symptoms [56]. Regarding the latter study,
it is important to take into account that the control group used
a webpage consisting of advice previously shown to be effective
in reducing the number of consultations [56]. In addition, the
Internet-delivered treatment of panic disorder used considerably
less therapist time than the cognitive behavioral therapy group
treatment [60]. However, therapist time for email therapy for
major depression was almost 10 times longer than time for
guided self-help [61].
At the health care system level, health care cost benefits were
analyzed and reported for Internet treatment of panic disorder,
which was nearly 4 times cheaper than group treatment [60].

Effects in Therapy
Patients receiving email therapy for complicated grief improved
significantly relative to participants in the waiting list condition,
and were quite satisfied with the treatment [65]. Only 20%
missed face-to-face contact with a therapist, and 85% had
positive attitudes toward being treated via the Internet instead
of face-to-face [65].

Discussion

All the studies, except 1, that aimed to demonstrate reduced
health care costs belong to the monitoring group. However,
with one exception, no health care costs or health care system
benefits were identified: there was no improvement in total
number of home care services or informal social support [54],
number of consultations [52], occurrence of emergency room
visits [44], hospital or specialist team use [49], number of
hospital admissions [44,52,54], or mean costs per patient [66].
However, primary care contacts were reduced for patients with
chronic obstructive pulmonary disease [49].

Results are discussed with respect to methodological quality of
the included RCTs and the effects and benefits gained from
electronic symptom reporting between patient and health care
provider.

Effects in Self-management

In total 25% of the articles had multiple primary outcomes, and
28% had not defined or remained unclear regarding the primary
outcome.

Articles on self-management support were of higher quality,
allowing a larger proportion of studies to be assessed with
respect to effects. All self-management interventions were found
equally effective to or better than the control option, with only
one exception [62]. Substantial benefits for patients, and partly
also for health professionals and health care systems, have been
documented in this area.
Patient health benefits were reported for follow-up after lung
transplantation [55], improved asthma-related quality of life
[57], and reduced dyspnea associated with chronic obstructive
pulmonary disease [58]. Patient-centered aspects of diabetes
care [63], improved level of enablement through Web-based
decision support of minor symptoms [56], and satisfaction
[56,58] were also documented. Patient health benefits were
documented in the psychiatry category for Internet-delivered
treatment for social phobia [59], panic disorder [60], major
depression [61], and partly for irritable bowel syndrome, with
http://www.jmir.org/2012/5/e126/
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RenderX

Principal Findings on Methodological Quality and
Effects or Benefits
Overall, the research field appears to be characterized by a
comparably large number of low-quality articles that have
serious methodological drawbacks.

We extracted effect data only from articles with acceptable
quality, which represented 62.5% of all included articles. About
half of the articles in the consultation support and monitoring
categories were excluded due to low quality, whereas only 1 of
the 10 articles on self-management had to be excluded (1 of 2
articles describing the same study). The study hypotheses were
confirmed in 13 of the 20 remaining articles. The hypotheses
were confirmed in all 4 equivalence studies.
Overall, articles on self-management support were of a higher
quality, allowing a larger proportion of studies to be assessed
with respect to effects. All the self-management interventions
are equally effective to or better than the control option, with
one exception [62]. Substantial benefits for patients, and partly
also for health professionals and the health care system, have
been documented in this area.
J Med Internet Res 2012 | vol. 14 | iss. 5 | e126 | p. 12
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In the monitoring trials, health benefits were identified for
asthmatic children [44] and adults [47]. Both of these
interventions included self-management elements with
computer-tailored feedback. Of the 6 monitoring studies, 5 also
addressed health care costs, but with one small exception, no
cost benefits were identified.
The cancer studies in consultation support are encouraging,
since it was found to provide patient-centered care, ensuring
that patient-reported symptoms guided the clinical decisions.

Interpretation of Results
According to our requirements, seven of eight quality criteria
should be fulfilled for a study to be considered methodologically
correct (accepting that patients and personnel are not blinded).
Unfortunately, none of the included articles received positive
scores on all criteria, and many articles met just few of them.
This lack of adequate methodology negatively affects the overall
quality of the RCTs, as pointed out in other studies and reviews
[25-27,67,68].
A total of 9 studies had an unclear primary outcome description
[2], and all of these studies were excluded from the review of
intervention effects due to low quality. Therefore, it is obvious
that the field would benefit from a better definition of primary
outcome to raise study quality in general, and to avoid selective
reporting in particular.
Of the 9 studies with unclear primary outcome and excluded
due to low quality, 6 belong to the monitoring category. None
of the self-management studies were excluded (only a secondary
analysis article where the primary analysis article still is
included), which may reflect that this area is more mature.
Self-management has already proven to be quite efficient for
many long-term diseases [69,70], including psychiatric
conditions [71], and various Internet-based setups for
self-management have already been used and evaluated for
many years.
The heterogeneity in intervention and research targets limits
the possibilities to draw reliable conclusions with respect to the
effects. Furthermore, designing, conducting, and reporting
high-quality RCTs in this field in general is a great challenge,
as they have to deal with complex interventions. The complex
interventions include several components acting both
independently and interdependently [23], and are thus difficult
to analyze. If the result is negative, it is hard to judge whether
this is because the trial was inadequately developed or applied,
or applied in an inappropriate context, or used an inappropriate
study design, especially regarding control groups and outcomes
[23]. On the other hand, if the result is positive, there is no
guarantee that the results can be generalized to a different
context [23], not even within the same patient group. For
example, in the study of Rasmussen et al where the “study
showed that its use resulted in closer monitoring, immediate
feedback, adequate medication, and better compliance and that
all these initiatives together produced better asthma control”
[47], it might be a challenge to judge how the different
components affected each other, and how one can repeat the
study expecting to obtain the same positive effect. This implies
that even implementing an innovation that has been
http://www.jmir.org/2012/5/e126/
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demonstrated to provide a positive effect requires attention and
examination of the effects, rate of uptake, intervention stability,
and so on [24]. To improve the uptake and impact of
technologies in medical care, a holistic framework based on
existing eHealth frameworks has recently been suggested [72].
This approach is aware of the existing interdependencies
between technology, human characteristics, and the
socioeconomic environment, and may be useful for innovating
health care, also in future implementations [72]. Another
possible next step in the quality assessment process of evaluating
possible health service innovations is to use the Model for
Assessment of Telemedicine as a guide. This model assists
decision makers, before bringing services into everyday use, in
predicting medical, social, economic, and ethical issues related
to use of the service [73].

Limitations and Strengths of the Review
An important strength of this review is that the methodological
quality assessment was based on Cochrane’s recommended
domain-based evaluation for assessment of risk of bias [31], in
addition to including three not commonly used quality
assessment variables. These variables focus on the feasibility
[31] and the theoretical basis for evaluation of complex
interventions such as theoretical evidence and preclinical testing
recommended by the Framework for Design and Evaluation of
Complex Interventions to Improve Health [23,24]. Another
important strength is that the risk of bias assessment was
conducted by three independent researchers, spending several
working days on consensus discussions. A third strength is that
effect variables were extracted by two independent persons. A
fourth strength is that we followed Cochrane’s recommendations
for identifying the types of bias that are most important for the
review. A fifth strength is that we took into account the
Cochrane warning not to present effects for all studies, and in
this way took seriously the flaws identified during the
methodology assessment.
However, when conducting the bias evaluation, we could have
split the bias regarding blinding of participants and personnel
in two—that is, considering study participants and personnel
separately. The reason for this is that some of the trials blinded
patients to which intervention they received, but did not blind
the involved health care personnel.
Some of the assessed articles had sources of bias outside those
specified by the Cochrane Collaboration. An example is multiple
end-point criteria and hypotheses without adequate adjustment
for multiple statistical tests, which may cause problems with
final interpretation of results [74]. Another example is unclear
statistical analyses of cluster randomized trials. However, we
felt that the specified Cochrane bias criteria were sufficiently
detailed to discriminate between high- and low-quality articles,
which is why we did not systematically extract and present
information about other sources of bias.
Interpretation of evidence depends on many factors and is rarely
straightforward [75]. Therefore, the interpretation also depends
on the reviewers’ experience and background. However, as we
always had two or three authors performing the reviewing
subtasks independently, with consensus discussions for resolving
J Med Internet Res 2012 | vol. 14 | iss. 5 | e126 | p. 13
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disagreements, the results of the review should vouch for a high
degree of validity and reliability.

at al [48] and the self-management study of Oerlemans et al
[62].

Where 8 of the articles used more than one primary outcome,
we decided to extract the first variable presented in the text to
use in our effect measurement. All 8 had sufficient
methodological quality, and 4 demonstrated a positive effect,
while the other 4 did not. However, 3 of the 4 that did not
demonstrate a positive effect: the self-management study by
Oerlemans et al [62] and the consultation support studies by
Leveille et al [40] and Velikova et al [38] included other primary
outcomes that were positive and significant. We decided to
extract the first variable because it is difficult to evaluate a mix
of several outcomes; nevertheless, this may be considered a
limitation.

More than half of the monitoring, self-management, and therapy
interventions lasted 4 months or less (see part 1), which might
be too brief to achieve the intended effect for long-term
conditions, especially for complex interventions where both
patient and provider often need some time to get used to the
technology. Some of the negative studies may have had too
short a time frame for an effect to materialize. For example, in
Leveille et al’s study of nurse coaching, 38% of intervention
participants had less than 2 weeks between completing the
screening survey and their indexed appointment, so a longer
intervention period might have led to better outcomes [40].
Appreciating the current evidence, we recommend running pilot
trials to determine the time frame for effects to appear, and then
designing interventions of the necessary length to better
document the effects within the electronic symptom reporting
field.

Despite using a very comprehensive search strategy, we have
reason to believe that we did not quite succeed in covering the
area of psychiatry adequately (see part 1 of the review for a
more detailed discussion [2]). If the 6 psychiatry studies had
not been included, the self-management category would have
been reduced, and been less convincing, and the focus for
self-management would mainly have been on respiratory and
lung diseases. On the other hand, if we had conducted a search
that covered the psychiatry field better, we hypothesize, based
on reading the studies from the reference lists, that more studies
would have been added to both the self-management and the
therapy groups. However, the overall quality and effects of
electronic symptom reporting within the field of psychiatry are
unclear. Therefore, this field deserves its own future review.
As a result of the heterogeneous outcome data in the studies, a
meta-analysis was not possible.

Future Research
Studies of low quality are typically associated with an
overestimation of benefits [26-28]. Consequently, improving
the methodological quality in the field is essential, and future
reviews are necessary to identify whether the methodological
quality is improving. This concerns preclinical testing, allocation
concealment, incomplete outcome data, and especially risk of
bias introduced by selective reporting and nonblinding of
outcome assessments being most relevant for this review. Even
the blinding of patients and personnel might be achieved in
specific studies.
In addition to better definition of the primary outcome to avoid
selective reporting, we also recommend improving the account
of how the proposed intervention should work, how the
intervention links to the outcome measures, and the use of
intention-to-treat analysis. As we rarely found that principles
such as patient empowerment and patient-centered care were
appropriately taken into consideration, this is also a
recommendation for future studies.
We also encourage researchers to carefully consider whether it
is necessary to demonstrate that the intervention is superior, or
if it is sufficient to demonstrate that it is equivalent, as some of
the studies designed as superiority studies would have had
positive results if they had been designed as equivalence studies.
Examples of such studies are the monitoring study of Willems
http://www.jmir.org/2012/5/e126/
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The self-management support trials were very successful and
showed the most promising results, and should thus be an
important guide for further research.
In the consultation support category, two related questions need
to be investigated in future studies: (1) does completion of
questionnaires, simply giving patients the opportunity to express
how they feel, have a positive effect on patient well-being,
regardless of whether the results are fed back to physicians?
[35,38], and (2) does completion of assessment schemes prior
to consultation result in patients recalling their answers and
bringing up more symptoms or problems in the consultations
[37,39], even if the physician does not read the reported
symptoms? A yes to the second question could perhaps explain
why the recognition rates in the group where the physician
received the summary after the consultation were higher than
recognition rates in usual-care samples [39].
The therapy category comprises innovations where the whole
treatment, and all communication between therapists and
patients, is conducted exclusively electronically. Unfortunately,
we identified only 1 therapy article, so we cannot say anything
about the general effects without conducting a new search, using
specific psychiatry and Internet therapy-related terminology,
as suggested in part 1 of the review [2].
An important contribution to the field would be to identify
theoretical models that link the health service innovations, and
their various components, with expected effects for patients,
health professionals, and the health care system in a way that
may support the design of the next generation of studies.

Implications for Practice
The number of studies within each combination of patient group
and health service innovation is too small to draw final
conclusions. However, if we look at electronic symptom
reporting with regard to health service innovations, consultation
support and self-management seem to bear various potential
benefits for all stakeholders, at the patient, health care provider,
and health care system levels.
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Symptom reporting in cancer consultation support seems to
require little staff effort to empower the patient, and there is
little reason to doubt the accuracy of real-time reported symptom
data when compared with average or retrospective ratings [6,76].
Reporting data has proven effective in identifying symptoms
and prompting discussion of troublesome symptoms, and it
allows for focusing the clinic visit conversation on issues
relevant to the patient’s problems [36-38]. Electronically
reported data makes it possible to easily create clinical databases
from which symptom and quality-of-life data can be retrieved,
processed, and used in future consultations, surveillance, or for
other epidemiological purposes.

self-management studies also point to improved cost
effectiveness, as shown by Bergström et al with their Internet
treatment for panic disorder, which was nearly 4 times cheaper
than the group treatment [60]. Vernmark et al did not formally
analyze cost effectiveness, but they reported guided self-help
as the clinically most feasible option to implement, whereas
individualized email therapy turned out to be more costly.
However, both treatment effect sizes are in the range of what
can be expected from face-to-face treatments [61], so
cost-effective solutions might easily be offered to patients over
the Internet, providing a more equitable service regardless of
geographic location.

Electronic symptom reporting for consultation support should
also hold potential for other health conditions—for example,
in raising sensitive issues the patient might find difficult to
disclose in a face-to-face setting, such as stigma associated with
sexually transmitted diseases or mental health problems [8].
However, in the future we expect more generic (not
diagnosis-specific) symptom reporting to support consultations
to guide both the patient and the clinician. When the patient
conducts the reporting, data might be automatically analyzed
to provide diagnostic aid for patients, or links to further reading,
to prepare patients and thus facilitate more active participation
in the treatment [77]. The health care provider, on the other
hand, might prepare for recommended examinations on the
basis of patient symptoms [78] and suggest solutions to problems
and possible diagnoses based on comparable cases [79-81]. The
patient and the clinician might then use the information to make
a shared decision [82], with improved quality in terms of
knowledge and values [83]. Positive effects for the health system
seem possible as well—for example, through better information
flow, which may avoid unnecessary allocation of resources, and
through substitution of face-to-face consultations [10,11].

This review’s positive result regarding self-management studies
should be seen in light of the comprehensive Cochrane review
on interactive health communication applications for people
with chronic diseases [84]. These applications combine health
information with either social support, decision support, or
behavior support. The Cochrane review showed that these
applications have a significant positive effect on knowledge,
clinical outcomes, continuous behavioral outcomes, and the
patient’s feeling of being better socially supported [84].

The positive effects on patients’ self-management should
encourage health care providers to promote future services based
on the best practice of these innovations. Some of the

Conclusion
Even in the subgroup of RCTs, the research methods in the
included trials are of low quality. The field would benefit from
an increased focus on methods of conducting and reporting
RCTs. It appears particularly important to improve blinding of
outcome assessment and to more precisely define the primary
outcomes to avoid selective reporting.
Electronic communication between patients and health care
providers is an exciting area of development for innovative
health services, in line with current policies strengthening
patient-centered service delivery models and information and
communication technologies to increase efficiency and quality.
Supporting self-management seems to be especially promising,
but results from consultation support trials are also encouraging.

Acknowledgments
This study was partly funded by grants from the Health North Authorities (TFP-661-07), Norwegian Research Council grants
(1749349), and The Norwegian Centre for Integrated Care and Telemedicine (NST). We want to express our thanks to colleagues
at NST for useful advice, support, and feedback.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Number of patients and articles, and the average number of patients per article, in each combination of patient group and health
innovation category.
[PDF File (Adobe PDF File), 92KB-Multimedia Appendix 1]

References
1.

Johansen MA, Henriksen E, Berntsen G, Horsch A. Electronic symptom reporting by patients: a literature review. Stud
Health Technol Inform 2011;169:13-17. [Medline: 21893705]

http://www.jmir.org/2012/5/e126/

XSL• FO
RenderX

J Med Internet Res 2012 | vol. 14 | iss. 5 | e126 | p. 15
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
2.

3.

4.
5.
6.
7.
8.

9.

10.
11.
12.
13.
14.
15.

16.
17.
18.
19.
20.

21.

22.

23.
24.
25.

Johansen MA, Henriksen E, Horsch A, Schuster T, Berntsen GKR. Electronic Symptom Reporting Between Patient and
Provider for Improved Health Care Service Quality: A Systematic Review of Randomized Controlled Trials. Part 1: State
of the Art. J Med Internet Res 2012 Oct 03;14(5):e118 [FREE Full text] [doi: 10.2196/jmir.2214]
KITH. Norwegian Centre for Informatics in Health and Social Care in cooperation with Norsk selskap for allemennmedisin.
2004. ICPC-2 Kodekort [International Classification of Primary Care, Norwegian version]. Translated and adapted to
Norwegian conditions by KITH URL: http://www.kith.no/upload/1895/ICPC-2-kodekort_fastsatt-04.2004.pdf [accessed
2012-05-29] [WebCite Cache ID 6815fPfhJ]
Haugli L, Finset A. [Physician-patient relations in functional disorders]. Tidsskr Nor Laegeforen 2002 Apr
30;122(11):1123-1125 [FREE Full text] [Medline: 12043058]
Roter DL, Hall JA. Physician's interviewing styles and medical information obtained from patients. J Gen Intern Med
1987;2(5):325-329. [Medline: 3655958]
Broderick JE, Schwartz JE, Vikingstad G, Pribbernow M, Grossman S, Stone AA. The accuracy of pain and fatigue items
across different reporting periods. Pain 2008 Sep 30;139(1):146-157. [doi: 10.1016/j.pain.2008.03.024] [Medline: 18455312]
Brody EM, Kleban MH. Physical and mental health symptoms of older people: who do they tell? J Am Geriatr Soc 1981
Oct;29(10):442-449. [Medline: 7276408]
Johnsen J-AK, Gammon D. Connecting with ourselves and others online: psychological aspects of online health
communication. In: Wilson EV , editor. Patient-Centered E-Health. New York, NY: Medical Information Science Reference;
2009:26-46.
Bergmo TS, Kummervold PE, Gammon D, Dahl LB. Electronic patient-provider communication: will it offset office visits
and telephone consultations in primary care? Int J Med Inform 2005 Sep;74(9):705-710. [doi: 10.1016/j.ijmedinf.2005.06.002]
[Medline: 16095961]
Adamson SC, Bachman JW. Pilot study of providing online care in a primary care setting. Mayo Clin Proc 2010
Aug;85(8):704-710. [doi: 10.4065/mcp.2010.0145] [Medline: 20516427]
Kummervold PE, Trondsen M, Andreassen H, Gammon D, Hjortdahl P. [Patient-physician interaction over the internet].
Tidsskr Nor Laegeforen 2004 Oct 21;124(20):2633-2636 [FREE Full text] [Medline: 15534640]
Aguirre-Córdova JF, Chávez-Vázquez G, Huitrón-Aguilar GA, Cortés-Jiménez N. [Why is surgery cancelled? causes,
implications, and bibliographic antecedents]. Gac Med Mex 2003;139(6):545-551. [Medline: 14723050]
Trentman TL, Mueller JT, Fassett SL, Dormer CL, Weinmeister KP. Day of surgery cancellations in a tertiary care hospital:
a one year review. J Anesth Clin Res 2010;1(3):109. [doi: 10.4172/2155-6148.1000109]
Yoon SZ, Lee SI, Lee HW, Lim HJ, Yoon SM, Chang SH. The effect of increasing operating room capacity on day-of-surgery
cancellation. Anaesth Intensive Care 2009 Mar;37(2):261-266. [Medline: 19400490]
González-Arévalo A, Gómez-Arnau JI, delaCruz FJ, Marzal JM, Ramírez S, Corral EM, et al. Causes for cancellation of
elective surgical procedures in a Spanish general hospital. Anaesthesia 2009 May;64(5):487-493. [doi:
10.1111/j.1365-2044.2008.05852.x] [Medline: 19413817]
Schofield WN, Rubin GL, Piza M, Lai YY, Sindhusake D, Fearnside MR, et al. Cancellation of operations on the day of
intended surgery at a major Australian referral hospital. Med J Aust 2005 Jun 20;182(12):612-615. [Medline: 15963016]
Porter SC, Kohane IS, Goldmann DA. Parents as partners in obtaining the medication history. J Am Med Inform Assoc
2005;12(3):299-305 [FREE Full text] [doi: 10.1197/jamia.M1713] [Medline: 15684127]
Sciamanna CN, Diaz J, Myne P. Patient attitudes toward using computers to improve health services delivery. BMC Health
Serv Res 2002 Sep 11;2(1):19 [FREE Full text] [Medline: 12225617]
Benoit A, Dykes P, Chang F, Gertman P, Vandever W, Li Q, et al. Using electronic questionnaires to collect patient reported
history. AMIA Annu Symp Proc 2007:871. [Medline: 18693972]
Johansen MA, Berntsen G, Shrestha N, Bellika JG, Johnsen JA. An exploratory study of patient attitudes towards symptom
reporting in a primary care setting. Benefits for medical consultation and syndromic surveillance? Methods Inf Med
2011;50(5):479-486. [doi: 10.3414/ME11-02-0005] [Medline: 21897995]
Buzaglo JS, Millard JL, Ridgway CG, Ross EA, Antaramian SP, Miller SM, et al. An Internet method to assess cancer
patient information needs and enhance doctor-patient communication: a pilot study. J Cancer Educ 2007;22(4):233-240.
[doi: 10.1080/08858190701634870] [Medline: 18067435]
Wald JS, Businger A, Gandhi TK, Grant RW, Poon EG, Schnipper JL, et al. Implementing practice-linked pre-visit electronic
journals in primary care: patient and physician use and satisfaction. J Am Med Inform Assoc 2010;17(5):502-506 [FREE
Full text] [doi: 10.1136/jamia.2009.001362] [Medline: 20819852]
Campbell NC, Murray E, Darbyshire J, Emery J, Farmer A, Griffiths F, et al. Designing and evaluating complex interventions
to improve health care. BMJ 2007 Mar 3;334(7591):455-459. [doi: 10.1136/bmj.39108.379965.BE] [Medline: 17332585]
Campbell M, Fitzpatrick R, Haines A, Kinmonth AL, Sandercock P, Spiegelhalter D, et al. Framework for design and
evaluation of complex interventions to improve health. BMJ 2000 Sep 16;321(7262):694-696. [Medline: 10987780]
Augestad KM, Berntsen G, Lassen K, Bellika JG, Wootton R, Lindsetmo RO, Study Group of Research Quality in Medical
Informatics and Decision Support (SQUID). Standards for reporting randomized controlled trials in medical informatics:
a systematic review of CONSORT adherence in RCTs on clinical decision support. J Am Med Inform Assoc 2012;19(1):13-21
[FREE Full text] [doi: 10.1136/amiajnl-2011-000411] [Medline: 21803926]

http://www.jmir.org/2012/5/e126/

XSL• FO
RenderX

Johansen et al

J Med Internet Res 2012 | vol. 14 | iss. 5 | e126 | p. 16
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
26.

27.
28.
29.

30.
31.
32.

33.
34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

Moher D, Pham B, Jones A, Cook DJ, Jadad AR, Moher M, et al. Does quality of reports of randomised trials affect estimates
of intervention efficacy reported in meta-analyses? Lancet 1998 Aug 22;352(9128):609-613. [doi:
10.1016/S0140-6736(98)01085-X] [Medline: 9746022]
Schulz KF, Chalmers I, Hayes RJ, Altman DG. Empirical evidence of bias. Dimensions of methodological quality associated
with estimates of treatment effects in controlled trials. JAMA 1995 Feb 1;273(5):408-412. [Medline: 7823387]
Colditz GA, Miller JN, Mosteller F. How study design affects outcomes in comparisons of therapy. I: Medical. Stat Med
1989 Apr;8(4):441-454. [Medline: 2727468]
Boutron I, Moher D, Altman DG, Schulz KF, Ravaud P, CONSORT Group. Extending the CONSORT statement to
randomized trials of nonpharmacologic treatment: explanation and elaboration. Ann Intern Med 2008 Feb 19;148(4):295-309.
[Medline: 18283207]
Moher D, Liberati A, Tetzlaff J, Altman DG, PRISMA Group. Preferred reporting items for systematic reviews and
meta-analyses: the PRISMA Statement. Open Med 2009;3(3):e123-e130. [Medline: 21603045]
Higgins JPT, Green S. Cochrane Handbook for Systematic Reviews of Interventions, Version 5.1.0 [updated March 2011].
2011 Mar. URL: http://www.cochrane-handbook.org/ [accessed 2012-07-23] [WebCite Cache ID 69Nal1bMs]
Johansen MA. The Norwegian Centre for integrated Care and Telemedicine. 2012. List of Variables URL: http://telemed.
custompublish.com/getfile.php/1936271.357.dvtfsvvepq/Variabelliste.pdf [accessed 2012-05-08] [WebCite Cache ID
67VZUbsga]
Committee on Quality of Health Care in America, Institute of Medicine. Crossing the Quality Chasm: A New Health System
for the 21st Century. Washington, DC: National Academy Press; 2001.
Berry DL, Blumenstein BA, Halpenny B, Wolpin S, Fann JR, Austin-Seymour M, et al. Enhancing patient-provider
communication with the electronic self-report assessment for cancer: a randomized trial. J Clin Oncol 2011 Mar
10;29(8):1029-1035. [doi: 10.1200/JCO.2010.30.3909] [Medline: 21282548]
Boyes A, Newell S, Girgis A, McElduff P, Sanson-Fisher R. Does routine assessment and real-time feedback improve
cancer patients' psychosocial well-being? Eur J Cancer Care (Engl) 2006 May;15(2):163-171. [doi:
10.1111/j.1365-2354.2005.00633.x] [Medline: 16643264]
Ruland CM, White T, Stevens M, Fanciullo G, Khilani SM. Effects of a computerized system to support shared decision
making in symptom management of cancer patients: preliminary results. J Am Med Inform Assoc 2003;10(6):573-579
[FREE Full text] [doi: 10.1197/jamia.M1365] [Medline: 12925545]
Ruland CM, Holte HH, Røislien J, Heaven C, Hamilton GA, Kristiansen J, et al. Effects of a computer-supported interactive
tailored patient assessment tool on patient care, symptom distress, and patients' need for symptom management support: a
randomized clinical trial. J Am Med Inform Assoc 2010;17(4):403-410 [FREE Full text] [doi: 10.1136/jamia.2010.005660]
[Medline: 20595307]
Velikova G, Booth L, Smith AB, Brown PM, Lynch P, Brown JM, et al. Measuring quality of life in routine oncology
practice improves communication and patient well-being: a randomized controlled trial. J Clin Oncol 2004 Feb
15;22(4):714-724. [doi: 10.1200/JCO.2004.06.078] [Medline: 14966096]
Stevens J, Kelleher KJ, Gardner W, Chisolm D, McGeehan J, Pajer K, et al. Trial of computerized screening for adolescent
behavioral concerns. Pediatrics 2008 Jun;121(6):1099-1105 [FREE Full text] [doi: 10.1542/peds.2007-1878] [Medline:
18519478]
Leveille SG, Huang A, Tsai SB, Allen M, Weingart SN, Iezzoni LI. Health coaching via an internet portal for primary care
patients with chronic conditions: a randomized controlled trial. Med Care 2009 Jan;47(1):41-47. [doi:
10.1097/MLR.0b013e3181844dd0] [Medline: 19106729]
Kearney N, McCann L, Norrie J, Taylor L, Gray P, McGee-Lennon M, et al. Evaluation of a mobile phone-based, advanced
symptom management system (ASyMS) in the management of chemotherapy-related toxicity. Support Care Cancer 2009
Apr;17(4):437-444. [doi: 10.1007/s00520-008-0515-0] [Medline: 18953579]
Chan DS, Callahan CW, Sheets SJ, Moreno CN, Malone FJ. An Internet-based store-and-forward video home telehealth
system for improving asthma outcomes in children. Am J Health Syst Pharm 2003 Oct 1;60(19):1976-1981. [Medline:
14531243]
Chan DS, Callahan CW, Hatch-Pigott VB, Lawless A, Proffitt HL, Manning NE, et al. Internet-based home monitoring
and education of children with asthma is comparable to ideal office-based care: results of a 1-year asthma in-home monitoring
trial. Pediatrics 2007 Mar;119(3):569-578 [FREE Full text] [doi: 10.1542/peds.2006-1884] [Medline: 17332210]
Guendelman S, Meade K, Benson M, Chen YQ, Samuels S. Improving asthma outcomes and self-management behaviors
of inner-city children: a randomized trial of the Health Buddy interactive device and an asthma diary. Arch Pediatr Adolesc
Med 2002 Feb;156(2):114-120. [Medline: 11814370]
Jan RL, Wang JY, Huang MC, Tseng SM, Su HJ, Liu LF. An internet-based interactive telemonitoring system for improving
childhood asthma outcomes in Taiwan. Telemed J E Health 2007 Jun;13(3):257-268. [doi: 10.1089/tmj.2006.0053] [Medline:
17603828]
Prabhakaran L, Chee WY, Chua KC, Abisheganaden J, Wong WM. The use of text messaging to improve asthma control:
a pilot study using the mobile phone short messaging service (SMS). J Telemed Telecare 2010 Jul;16(5):286-290. [doi:
10.1258/jtt.2010.090809] [Medline: 20576744]

http://www.jmir.org/2012/5/e126/

XSL• FO
RenderX

Johansen et al

J Med Internet Res 2012 | vol. 14 | iss. 5 | e126 | p. 17
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
47.

48.

49.

50.

51.
52.

53.

54.
55.

56.

57.

58.

59.

60.

61.

62.

63.
64.
65.
66.

Rasmussen LM, Phanareth K, Nolte H, Backer V. Internet-based monitoring of asthma: a long-term, randomized clinical
study of 300 asthmatic subjects. J Allergy Clin Immunol 2005 Jun;115(6):1137-1142. [doi: 10.1016/j.jaci.2005.03.030]
[Medline: 15940125]
Willems DC, Joore MA, Hendriks JJ, Nieman FH, Severens JL, Wouters EF. The effectiveness of nurse-led telemonitoring
of asthma: results of a randomized controlled trial. J Eval Clin Pract 2008 Aug;14(4):600-609. [doi:
10.1111/j.1365-2753.2007.00936.x] [Medline: 19126178]
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. COPD 2010 Feb;7(1):44-50. [doi:
10.3109/15412550903499555] [Medline: 20214462]
Lewis KE, Annandale JA, Warm DL, Hurlin C, Lewis MJ, Lewis L. Home telemonitoring and quality of life in stable,
optimised chronic obstructive pulmonary disease. J Telemed Telecare 2010 Jul;16(5):253-259. [doi: 10.1258/jtt.2009.090907]
[Medline: 20483881]
Nguyen HQ, Gill DP, Wolpin S, Steele BG, Benditt JO. Pilot study of a cell phone-based exercise persistence intervention
post-rehabilitation for COPD. Int J Chron Obstruct Pulmon Dis 2009;4:301-313 [FREE Full text] [Medline: 19750190]
Carrasco MP, Salvador CH, Sagredo PG, Márquez-Montes J, González de Mingo MA, Fragua JA, et al. Impact of
patient-general practitioner short-messages-based interaction on the control of hypertension in a follow-up service for
low-to-medium risk hypertensive patients: a randomized controlled trial. IEEE Trans Inf Technol Biomed 2008
Nov;12(6):780-791. [doi: 10.1109/TITB.2008.926429] [Medline: 19000959]
Santamore WP, Homko CJ, Kashem A, McConnell TR, Bove AA. Using a telemedicine system to decrease cardiovascular
disease risk in an underserved population: design, use, and interim results. Conf Proc IEEE Eng Med Biol Soc
2007;2007:3701-3704. [doi: 10.1109/IEMBS.2007.4353135] [Medline: 18002801]
Schwarz KA, Mion LC, Hudock D, Litman G. Telemonitoring of heart failure patients and their caregivers: a pilot randomized
controlled trial. Prog Cardiovasc Nurs 2008;23(1):18-26. [Medline: 18326990]
DeVito Dabbs A, Dew MA, Myers B, Begey A, Hawkins R, Ren D, et al. Evaluation of a hand-held, computer-based
intervention to promote early self-care behaviors after lung transplant. Clin Transplant 2009;23(4):537-545. [doi:
10.1111/j.1399-0012.2009.00992.x] [Medline: 19473201]
Yardley L, Joseph J, Michie S, Weal M, Wills G, Little P. Evaluation of a Web-based intervention providing tailored advice
for self-management of minor respiratory symptoms: exploratory randomized controlled trial. J Med Internet Res
2010;12(4):e66 [FREE Full text] [doi: 10.2196/jmir.1599] [Medline: 21159599]
van der Meer V, Bakker MJ, van den Hout WB, Rabe KF, Sterk PJ, Kievit J, SMASHING (Self-Management in Asthma
Supported by Hospitals&sbquo; ICT&sbquo; Nurses and General Practitioners) Study Group. Internet-based self-management
plus education compared with usual care in asthma: a randomized trial. Ann Intern Med 2009 Jul 21;151(2):110-120.
[Medline: 19620163]
Nguyen HQ, Donesky-Cuenco D, Wolpin S, Reinke LF, Benditt JO, Paul SM, et al. Randomized controlled trial of an
internet-based versus face-to-face dyspnea self-management program for patients with chronic obstructive pulmonary
disease: pilot study. J Med Internet Res 2008;10(2):e9 [FREE Full text] [doi: 10.2196/jmir.990] [Medline: 18417444]
Berger T, Caspar F, Richardson R, Kneubühler B, Sutter D, Andersson G. Internet-based treatment of social phobia: a
randomized controlled trial comparing unguided with two types of guided self-help. Behav Res Ther 2011 Mar;49(3):158-169.
[doi: 10.1016/j.brat.2010.12.007] [Medline: 21255767]
Bergström J, Andersson G, Ljótsson B, Rück C, Andréewitch S, Karlsson A, et al. Internet-versus group-administered
cognitive behaviour therapy for panic disorder in a psychiatric setting: a randomised trial. BMC Psychiatry 2010;10:54
[FREE Full text] [doi: 10.1186/1471-244X-10-54] [Medline: 20598127]
Vernmark K, Lenndin J, Bjärehed J, Carlsson M, Karlsson J, Oberg J, et al. Internet administered guided self-help versus
individualized e-mail therapy: A randomized trial of two versions of CBT for major depression. Behav Res Ther 2010
May;48(5):368-376. [doi: 10.1016/j.brat.2010.01.005] [Medline: 20152960]
Oerlemans S, van Cranenburgh O, Herremans PJ, Spreeuwenberg P, van Dulmen S. Intervening on cognitions and behavior
in irritable bowel syndrome: A feasibility trial using PDAs. J Psychosom Res 2011 Mar;70(3):267-277. [doi:
10.1016/j.jpsychores.2010.09.018] [Medline: 21334498]
Glasgow RE, Nutting PA, King DK, Nelson CC, Cutter G, Gaglio B, et al. Randomized effectiveness trial of a
computer-assisted intervention to improve diabetes care. Diabetes Care 2005 Jan;28(1):33-39. [Medline: 15616230]
Williams GC, Lynch M, Glasgow RE. Computer-assisted intervention improves patient-centered diabetes care by increasing
autonomy support. Health Psychol 2007 Nov;26(6):728-734. [doi: 10.1037/0278-6133.26.6.728] [Medline: 18020845]
Wagner B, Knaevelsrud C, Maercker A. Internet-based cognitive-behavioral therapy for complicated grief: a randomized
controlled trial. Death Stud 2006 Jun;30(5):429-453. [doi: 10.1080/07481180600614385] [Medline: 16610157]
Willems DC, Joore MA, Hendriks JJ, Wouters EF, Severens JL. Cost-effectiveness of a nurse-led telemonitoring intervention
based on peak expiratory flow measurements in asthmatics: results of a randomised controlled trial. Cost Eff Resour Alloc
2007 Jul;5:10 [FREE Full text] [doi: 10.1186/1478-7547-5-10] [Medline: 17662113]

http://www.jmir.org/2012/5/e126/

XSL• FO
RenderX

Johansen et al

J Med Internet Res 2012 | vol. 14 | iss. 5 | e126 | p. 18
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
67.

68.

69.
70.
71.
72.

73.

74.
75.
76.
77.
78.

79.
80.

81.
82.
83.
84.

Johansen et al

Schulz KF, Chalmers I, Altman DG, Grimes DA, Doré CJ. The methodologic quality of randomization as assessed from
reports of trials in specialist and general medical journals. Online J Curr Clin Trials 1995 Aug 26;Doc No 197:[81 paragraphs].
[Medline: 8542098]
Lau PW, Lau EY, Wong del P, Ransdell L. A systematic review of information and communication technology-based
interventions for promoting physical activity behavior change in children and adolescents. J Med Internet Res 2011;13(3):e48
[FREE Full text] [doi: 10.2196/jmir.1533] [Medline: 21749967]
Wagner EH, Austin BT, Davis C, Hindmarsh M, Schaefer J, Bonomi A. Improving chronic illness care: translating evidence
into action. Health Aff (Millwood) 2001;20(6):64-78 [FREE Full text] [Medline: 11816692]
Von Korff M, Gruman J, Schaefer J, Curry SJ, Wagner EH. Collaborative management of chronic illness. Ann Intern Med
1997 Dec 15;127(12):1097-1102. [Medline: 9412313]
Bilsker D, Goldner EM, Jones W. Health service patterns indicate potential benefit of supported self-management for
depression in primary care. Can J Psychiatry 2007 Feb;52(2):86-95. [Medline: 17375863]
van Gemert-Pijnen JE, Nijland N, van Limburg M, Ossebaard HC, Kelders SM, Eysenbach G, et al. A holistic framework
to improve the uptake and impact of eHealth technologies. J Med Internet Res 2011;13(4):e111 [FREE Full text] [doi:
10.2196/jmir.1672] [Medline: 22155738]
Kidholm K, Ekeland AG, Jensen LK, Rasmussen J, Pedersen CD, Bowes A, et al. A model for assessment of telemedicine
applications: mast. Int J Technol Assess Health Care 2012 Jan;28(1):44-51. [doi: 10.1017/S0266462311000638] [Medline:
22617736]
Bender R, Lange S. Adjusting for multiple testing--when and how? J Clin Epidemiol 2001 Apr;54(4):343-349. [Medline:
11297884]
Lau J, Ioannidis JP, Terrin N, Schmid CH, Olkin I. The case of the misleading funnel plot. BMJ 2006 Sep
16;333(7568):597-600. [doi: 10.1136/bmj.333.7568.597] [Medline: 16974018]
Broderick JE, Schwartz JE, Schneider S, Stone AA. Can End-of-day reports replace momentary assessment of pain and
fatigue? J Pain 2009 Mar;10(3):274-281. [doi: 10.1016/j.jpain.2008.09.003] [Medline: 19070550]
Jimison HB, Sher PP, Jimison JJB. Decision support for patients. In: Berner ES , editor. Clinical Decision Support Systems:
Theory and Practice. New York, NY: Springer; 2007:249-261.
Tanaka Y, Shibata S, Ohtuka Y, Hattori M, Aoshima T, Tohyama S, et al. Subjective symptoms acquisition system in a
health promotion system for the elderly. Committee of System Development, Council of Japan AMHTS Institutions.
Methods Inf Med 2000 Aug;39(3):238-240. [Medline: 10992751]
Hunt DL, Haynes RB, Hanna SE, Smith K. Effects of computer-based clinical decision support systems on physician
performance and patient outcomes: a systematic review. JAMA 1998 Oct 21;280(15):1339-1346. [Medline: 9794315]
Johnston ME, Langton KB, Haynes RB, Mathieu A. Effects of computer-based clinical decision support systems on clinician
performance and patient outcome. A critical appraisal of research. Ann Intern Med 1994 Jan 15;120(2):135-142. [Medline:
8256973]
Elvidge K. Improving pain & symptom management for advanced cancer patients with a clinical decision support system.
Stud Health Technol Inform 2008;136:169-174. [Medline: 18487726]
Drake RE, Deegan PE, Woltmann E, Haslett W, Drake T, Rapp CA. Comprehensive electronic decision support systems.
Psychiatr Serv 2010 Jul;61(7):714-717. [doi: 10.1176/appi.ps.61.7.714] [Medline: 20592007]
Drake RE, Cimpean D, Torrey WC. Shared decision making in mental health: prospects for personalized medicine. Dialogues
Clin Neurosci 2009;11(4):455-463. [Medline: 20135903]
Murray E, Burns J, See TS, Lai R, Nazareth I. Interactive Health Communication Applications for people with chronic
disease. Cochrane Database Syst Rev 2005(4):CD004274. [doi: 10.1002/14651858.CD004274.pub4] [Medline: 16235356]

Abbreviations
ICPC: International Classification of Primary Care
IOM: Institute of Medicine
PRISMA: Preferred Reporting Items for Systematic Reviews and Meta-analyses
RCT: Randomized Controlled Trial

http://www.jmir.org/2012/5/e126/

XSL• FO
RenderX

J Med Internet Res 2012 | vol. 14 | iss. 5 | e126 | p. 19
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Johansen et al

Edited by G Eysenbach; submitted 09.06.12; peer-reviewed by E Ammenwerth, P Kastner, K Antypas; comments to author 27.06.12;
revised version received 11.07.12; accepted 12.07.12; published 03.10.12
Please cite as:
Johansen MA, Berntsen GKR, Schuster T, Henriksen E, Horsch A
Electronic Symptom Reporting Between Patient and Provider for Improved Health Care Service Quality: A Systematic Review of
Randomized Controlled Trials. Part 2: Methodological Quality and Effects
J Med Internet Res 2012;14(5):e126
URL: http://www.jmir.org/2012/5/e126/
doi: 10.2196/jmir.2216
PMID: 23032363

©Monika Alise Johansen, Gro K Rosvold Berntsen, Tibor Schuster, Eva Henriksen, Alexander Horsch. Originally published in
the Journal of Medical Internet Research (http://www.jmir.org), 03.10.2012. This is an open-access article distributed under the
terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0/), which permits unrestricted
use, distribution, and reproduction in any medium, provided the original work, first published in the Journal of Medical Internet
Research, is properly cited. The complete bibliographic information, a link to the original publication on http://www.jmir.org/,
as well as this copyright and license information must be included.

http://www.jmir.org/2012/5/e126/

XSL• FO
RenderX

J Med Internet Res 2012 | vol. 14 | iss. 5 | e126 | p. 20
(page number not for citation purposes)

