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Abstract
Background: Asthma and chronic obstructive pulmonary disease (COPD) affect millions of people worldwide. While medication
can control and improve disease symptoms, incorrect use of medication is a common problem. The eHealth intervention SARA
(Service Apothecary Respiratory Advice) aims to improve participants’ correct use of inhalation medication by providing
information and as-needed tailored follow-up support by a pharmacist.
Objective: The primary aim of this study was to investigate the effect of SARA on exacerbation rates in participants with asthma
and COPD. Secondary aims were to investigate its effects in terms of adherence to maintenance medication and antimycotic
treatment.
Methods: In this nonrandomized pre-post study, medication dispensing data from 382 Dutch community pharmacies were
included. Exacerbation rates were assessed with dispensed short-course oral corticosteroids. Medication adherence between new
and chronic users was assessed by calculating the proportion of days covered from dispensed inhalation maintenance medication.
Antimycotic treatment was investigated from dispensed oral antimycotics in participants who were also dispensed inhaled
corticosteroids (ICS). Outcomes were assessed 1 year before and 1 year after implementation of SARA and were compared
between SARA participants and control participants. More specifically, for exacerbation rates and medication adherence, a
difference score was calculated (ie, 1 year after SARA minus 1 year before SARA) and was subsequently compared between the
study groups with independent-samples t tests. For antimycotics, the relative number of participants who were dispensed
antimycotics was calculated and subsequently analyzed with a mixed-effects logistic regression.
Results: The study population comprised 9452 participants, of whom 2400 (25.39%) were SARA participants. The mean age
of the population was 60.8 (15.0) years, and approximately two-thirds (n=5677, 60.06%) were female. The results showed an
increase in mean exacerbation rates over time for both study groups (SARA: 0.05; control: 0.15). However, this increase in
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exacerbation rates was significantly lower for SARA participants (t9450=3.10, 95% CI 0.04-0.16; P=.002; Cohen d=0.06). Chronic
users of inhalation medication in both study groups showed an increase in mean medication adherence over time (SARA: 6.73;
control: 4.48); however, this increase was significantly higher for SARA participants (t5886=–2.74, 95% CI –3.86 to –0.84; P=.01;
Cohen d=–0.07). Among new users of inhalation medication, results showed no significant difference in medication adherence
between SARA and control participants in the year after implementation of SARA (t1434=–1.85, 95% CI –5.60 to 0.16; P=.06;
Cohen d=–0.10). Among ICS users, no significant differences between the study groups were found over time in terms of the
proportion of participants who were dispensed antimycotics (t5654=0.29, 95% CI –0.40 to 0.54; P=.76; Cohen d=0).
Conclusions: This study provides preliminary evidence that the SARA eHealth intervention might have the potential to decrease
exacerbation rates and improve medication adherence among patients with asthma and COPD.
(J Med Internet Res 2022;24(6):e32396) doi: 10.2196/32396
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Introduction
Asthma and chronic obstructive pulmonary disease (COPD)
are chronic respiratory diseases that affect millions of people
worldwide [1,2]. Asthma and COPD place a significant health
burden on patients and an economic burden on society [3-5].
Medication cannot cure these diseases but can reduce disease
symptoms and improve control, which, in turn, can positively
affect patients’ quality of life [6-9]. Unfortunately, nonadherence
to maintenance medication is common in patients with asthma
and COPD. Indeed, adherence rates have been found to vary
from 22% to 78% [7]. Nonadherence can have detrimental
effects on clinical outcomes for individuals with asthma and
COPD. Notably, it could negatively affect lung function, disease
control, exacerbation rate, health-related quality of life, and
work productivity [6,7,10]. In addition, nonadherence has been
associated with higher health care use and costs [6,7].
Factors related to nonadherence to inhaled medication are
multifaceted and can include intentional nonadherence (eg,
concerns about side effects and complexity of medication
regime) and unintentional nonadherence (eg, experiencing
difficulties with how or when to use medication or lacking skills
to use inhaler devices) [7,9,11-15]. Regarding incorrect use of
the inhalers, Lavorini et al [12] systematically investigated the
use of dry powder inhalers by patients with asthma or COPD.
The results showed that between 4% and 94% of the patients
did not use their inhalers correctly, with exact rates depending
on the type of inhaler and the assessment method used. As such,
these patients need additional care to support correct medication
usage, and effective intervention strategies are required.
A variety of strategies have been investigated that aim to tackle
the problem of nonadherence. Training and education on correct
inhaler technique are considered crucial in combating
nonadherence [9] and in effectively managing one’s asthma or
COPD [16]. A Cochrane systematic review demonstrated the
efficacy of interventions intended to improve adherence to
inhaled corticosteroids (ICS) among patients with asthma [17].
Adherence education, electronic trackers or reminders, and
simplified regimens were found to improve adherence by 20%,
19%, and 4%, respectively [17]. Recently, a meta-analysis by
Jeminiwa et al [18] also showed a positive effect of eHealth
strategies on improving adherence to ICS among people with
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asthma. However, according to the Cochrane systematic review,
clinical outcomes are often not improved with those
interventions [17].
In the Netherlands, the eHealth intervention SARA (Service
Apothecary Respiratory Advice; in Dutch, Service Apotheek
Raad en Advies) was developed to promote correct use of
inhalation medication for patients with asthma and COPD. The
goal of this self-management intervention is to reduce the burden
of lung disease and reduce exacerbations by stimulating correct
use and adherence of inhaler medication in patients with asthma
and COPD. SARA combines several interventions’ components,
including education, self-management strategies, and as-needed
follow-up care by a pharmacist.
This study aimed to investigate the effectiveness of SARA in
participants with asthma and COPD by comparing pharmacy
dispensing data over time, that is, before and after the
implementation of SARA, as well as between SARA participants
and a control group. The primary aim of this study was to
investigate the effect of SARA on exacerbation rates. The
secondary aims were to investigate the effect of SARA on
medication adherence and antimycotic treatment.

Methods
The SARA eHealth Intervention
The SARA eHealth intervention was developed by the Service
Pharmacy organization. The Service Pharmacy organization
supports independent but affiliated community pharmacies (ie,
Service Pharmacies) in their day-to-day business operations to
provide high-quality pharmaceutical care and provide offline
and online communication. The Service Pharmacy organization
developed SARA to support and prepare pharmacies for the
second dispensing of inhalation medication. Pilot studies were
then conducted with SARA and its corresponding questionnaire.
Relevant input on how to improve the intervention was gathered
by conducting two focus group interviews with pharmacists as
well as patients with asthma and COPD, gaining insight into
their needs and preferences. Their input was used to improve
the intervention where possible.
SARA aims to improve the correct use of inhalation medication
by providing information and supporting knowledge about this
type of medication. SARA is an online platform that contains
J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 2
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
the following: (1) comprehensive information about inhalation
medication, its usage, and side effects; (2) inhalation instruction
videos; (3) informational videos about asthma and COPD; (4)
a pollen forecast; and (5) a questionnaire that is emailed to
individuals on the 15th day after starting SARA. A 7-item
questionnaire was developed by the Service Pharmacy
organization, assessing patients’ inhalation medication usage
and related experiences, concerns and doubts, difficulties, and
side effects (Multimedia Appendix 1). The questionnaire was
based on the national Dutch guideline for pharmaceutical patient
consultation, specifically regarding the second dispensing of
inhalation medication, which was in development at the time
[19]. This consultation guideline aims to support the community
pharmacist in providing patient-centered care during
pharmaceutical consultations provided by the pharmacist to the
patient. The seven drafted questions were discussed in a focus
group with pharmacists, and the feedback was subsequently
used to improve the questionnaire to maximize its reliability.
The outcomes of the questionnaires are automatically forwarded
to the corresponding pharmacy. Next, the pharmacist can
provide as-needed follow-up care in case any important issues
are encountered, such as experiencing one or more severe side
effects. The type and intensity of follow-up care can be tailored
to the identified patient needs and preferences and the
pharmacist’s resources. Pharmacists are trained to identify
patients’ individual needs before delivering additional support,
especially because SARA identifies those with extra needs. The
follow-up care can entail additional detailed inhalation
instructions or training (eg, when a patient experiences
difficulties inhaling), providing additional information on how
to properly use the medication (eg, when a patient reports not
knowing when to take the medication or whether one can use
the medication in combination with other medication), or
providing additional information on the importance of taking
the medication and its effects (eg, when a patient reports not
having taken the medication because of doubts about whether
it will work). The follow-up care can be offered through extra
pharmacy visits, extra house visits, telephone calls, or digital
communication tools, such as chats.

Design
This study entailed a nonrandomized pre-post study design.
Pharmacy dispensing data were used to compare patient-level
medication dispensing data over time (ie, the year before versus
after implementation of SARA, hereafter often referred to as
“over time”) and between groups (ie, SARA versus control
participants).

Ethical Considerations
No ethics approval was applied for because this study was
declared to not fall within the scope of the Dutch Medical
Research Involving Human Subjects Act by the Medical Ethics
Committee (MEC) of the Leiden University Medical Center
(MEC No. G20.030).

Participant Flow
From the beginning of 2017 onward, SARA has been
implemented in approximately 400 Service Pharmacies in the
Netherlands. Not all Service Pharmacies participated in SARA.
https://www.jmir.org/2022/6/e32396
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Some pharmacies could not participate in SARA because of
conflicting software programs, among other reasons. Other
pharmacies declined to participate in SARA due to personnel
problems, thereby resulting in not having the resources to
implement a different and new way of working.
In the participating pharmacies, individuals were offered SARA
during a pharmacy visit when collecting inhalation medication
for their asthma, COPD, bronchitis, or another indication. More
specifically, individuals were offered SARA when they were
dispensed medication for obstructive airway disease within the
R03 class of drug, according to the use of the Anatomical
Therapeutic Chemical (ATC) classification as developed by the
World Health Organization (WHO) [20]. The trigger for
pharmacists to invite a patient to participate in SARA was
dispensing of an R03 class of drug. However, pharmacists could
choose not to offer SARA to patients if they considered them
ineligible for participation in SARA, for example, those living
in a nursing home or those with very limited digital literacy
levels. When interested in SARA, participants were subsequently
enrolled in the intervention. Otherwise, they were asked to
indicate whether they were not interested in SARA at that
specific point in time or would never be interested. Patients’
choices were registered by the pharmacists in the pharmacy
dispensing database, as well as the date their choices were
registered, from here on referred to as the “registration date.”
If patients wanted to participate, they were enrolled by their
pharmacist in the SARA program, after which they were sent
a registration confirmation link and were able to start the
program accordingly. The process of registering patients’
choices in the database was sometimes delayed in daily practice,
with pharmacists conducting the formal registration in the
pharmacy dispensing database a while after the actual
dispensing. Patients who were interested and subsequently
agreed to participate in SARA were categorized as SARA
participants. Those who were not interested were categorized
as control participants. Additionally, patients who collected
their inhalation medication and who were never offered SARA
were categorized as control participants as well.
The index date was calculated using one of the following two
options: (1) if there was an R03-medication dispensing available
on the registration date, the registration date was defined as the
study index date, or (2) if there was no R03-medication
dispensing available on the registration date, the last dispensing
date before the registration date was defined as the study index
date. Subsequently, the index date was used to calculate the
specific period of analysis (ie, the year before as well as the
year after implementation of SARA) for each participant. More
specifically, the index date was coded as the starting date of the
year of analysis after the implementation of SARA. The exact
year of analysis before implementation of SARA was coded as
the year before the index date, not including the index date itself.
Figure 1 presents an example of the index date calculation using
option 2, in which case the registration date of the participant
was May 31, 2016. As no medication dispensing was available
for this date, the last dispensing date before the registration date
(ie, May 30, 2016) was taken as the index date. Subsequently,
May 30, 2016, was set as the starting date of the year after
implementation, whereas the year before implementation of
J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 3
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Figure 1. Operationalized analysis period for the year before the implementation of SARA. Step 1: the index date (ie, May 30, 2016) was used to
calculate the specific period of analysis (ie, the day before the index date = the end of the analysis period before the implementation of SARA). Step 2:
medication adherence scores were calculated based on the proportion of days covered with the "at least one" method. SARA: Service Apothecary
Respiratory Advice; in Dutch, Service Apotheek Raad en Advies.

Study Population
Medication dispensing data from January 2015 to September
2020, from 382 Service Pharmacies located in different regions
of the Netherlands, were obtained by information and
communications technology service provider NControl. Patients’
data in the NControl database are pseudonymized, meaning that
their data cannot be directly connected to the natural person (ie,
data subject) to whom they belong without the use of additional
information, which is kept separately, according to Article 4(5)
of the General Data Protection Regulation [21]. NControl
provided a selection of this pseudonymized data to the main
researchers of the Leiden University Medical Center, including
data on patient demographics (ie, year of birth and gender),
disease indication (ie, asthma, COPD, bronchitis, or other), the
name of the Service Pharmacy, and medication dispensing
records with detailed information on the type of the dispensed
medication, ATC codes, corresponding dispensing date, amount
dispensed, estimated covering days, and prescribed daily dosage.
These data were not attributable to specific data subjects; these
subjects were represented by personal identifier numbers that
could not be used to directly identify a natural person (ie, data
subject).
The study population consisted of individuals collecting R03
medication at one of the included 382 Service Pharmacies.
Eligibility criteria to be included in the analyses were as follows:
(1) patients aged 18 years or older at the time of their first
available dispensing date record, (2) patients registered as SARA
or control participants (ie, no missing data on SARA
participation status), and (3) the time between the index date
https://www.jmir.org/2022/6/e32396
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and the most recent R03-medication dispensing was a maximum
of 30 days. This third inclusion criterion was chosen because
SARA was always offered during a participant’s pharmacy visit
for collecting one’s R03 medication, and if the time between
this dispensing date and the registration date was more than 30
days, we considered it as a potential source of bias. We then
presumed that it indicated a significant delay in the pharmacists’
registration of SARA participation, which would result in
uncertainty about what period to operationalize as “before
implementation of SARA” and what period to operationalize
as “after implementation of SARA.” The fourth eligibility
criterion was that patients had to have a disease indication from
the pharmacy for asthma or COPD, excluding patients with
indications other than asthma or COPD. The fifth and final
eligibility criterion was that patients had to have at least one
medication dispensing record before starting the 2-year analysis
period and at least one record after, in order to ensure complete
and up-to-date dispensing data during the analysis period.
Besides the five eligibility criteria mentioned above, additional
outcome-specific eligibility criteria were in place for the
secondary outcomes of medication adherence and antimycotic
treatment (see the respective subsections in the Outcome
Measures section).

Outcome Measures
Exacerbation Rates
The primary outcome measure was the difference in
exacerbation rates over time (ie, before versus after
implementation of SARA) between SARA and control
participants. The medication dispensing data of short-course
J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 4
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prednisone and prednisolone, hereafter referred to as prednisone,
were used to estimate exacerbation rates, as prednisone is
prescribed to inhibit the inflammation of exacerbations.
Prescriptions with ATC codes H02AB06 (prednisolone) and
H02AB07 (prednisone) were used to estimate exacerbation
rates. The medication dispensing records were categorized as
exacerbations based on the Dutch College of General
Practitioners’ guidelines for asthma and COPD [22,23], that is,
in the case of a dispensing record reflecting a daily dosage of
30 or 40 mg of prednisone for a minimum of 5 days and a
maximum of 14 days. The mean number of exacerbations in
the year before and after implementation of SARA was summed
into a mean total score of exacerbations for each of these
analysis periods.

Medication Adherence
One of the secondary outcomes was the difference in medication
adherence over time between SARA and control participants.
In addition to the general eligibility criteria as mentioned in the
Study Population section, another inclusion criterion was
formulated for this outcome measure. Participants needed to
have at least three dispensing records of R03 medication during
the 2-year analysis period in order to exclude fully nonadherent
participants and validate the method of calculating medication
adherence. In this way, participants with early cessation were
excluded from the calculation, and only patients who were
pharmacologically treated were included in the analyses.
The WHO definition of adherence was used to operationalize
medication adherence, that is, the extent to which a person’s
behavior corresponds with the agreed-upon recommendations
from a health care provider [15]. Studying medication adherence
using medication dispensing records of pharmacies is a common
method for assessing adherence [24]. Relevant groups of
inhalation medication according to the WHO ATC classification
included R03 medication, that is, medication for obstructive
airway diseases [25]. All medication dispensings of the
maintenance R03 medications represented by the following
codes were included in the database: R03BA01, R03BA02,
R03BA05, R03BA08, R03AK06, R03AK07, R03AK08,
R03AK10, R03AK11, R03AL03, R03AL04, R03AL05,
R03AL08, R03AL09, R03AC18, R03AC13, R03AC12,
R03BB04, R03BB05, R03BB06, and R03BB07. These included
ICS, long-acting beta agonists, long-acting muscarinic
antagonists, and fixed-dose combinations. Nebulizers were
excluded from the analyses.
Medication adherence was operationalized as the proportion of
days covered (PDC). The PDC is the preferred method for
calculating adherence at a population level and has been
operationalized by the Pharmacy Quality Alliance [26]. In this
study, the PDC was defined as the ratio of the number of days
that a patient had medication available for at least one type of
R03 medication during exactly 1 analysis year (ie, before and
after the implementation of SARA, respectively) to the total
number of days that the patient was dispensed the medication
during that same period (ie, estimated covering days of the
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medication). Hence, the PDC reflected the proportion of days
that the individual had at least one type of R03 medication
available during the corresponding year of analysis.
More specifically, the “at least one” method was applied, which
is a standardized method for measuring concurrent adherence
to multiple related medications, in this case, the broad class of
R03 medications. When the estimated coverage period of
dispensed R03 medication did not precisely cover all 365 days
of the 1-year analysis period, the data from the first available
R03-medication dispensing record before or after the analysis
period, respectively (ie, depending on whether it concerned the
analysis period before or after implementation of SARA), was
used to determine the coverage of days belonging to the analysis
period. Two assumptions were made in this process: (1)
participants would only come to collect R03 inhalation
medication once they finished their previously collected
medication; in this way, the stock was not taken into account,
and (2) participants would fully adhere to the prescribed dosage
from the dispensing date onward until the end of the prescribed
covering days. The above-mentioned methods and flow of this
calculation of the PDC is presented in Figure 1.
Looking at Figure 1, a patient’s analysis period before
implementation of SARA started on May 30, 2015, but no
medication dispensing was available for this date. The last
dispensing before the start of this analysis period was on May
20, 2015, with an estimated coverage of 15 days, that is, the
period of May 20 to June 3, 2015. The period from June 4, 2015,
onward to the day before the next medication dispensing on
June 18, 2015 (ie, the period from June 4 up to and including
June 17, 2015), would be coded as “not covered.” Similarly,
looking at Figure 2, for example, a patient’s analysis period
after implementation of SARA ended on May 30, 2017, and the
last available dispensing record concerned a dispensing of R03
medication on April 15, 2017, with an estimated coverage of
15 days. This last dispensing thus covered the period from April
15 to 29, 2017. No records of dispensing data were available
for the period from April 30 to May 30, 2017; hence, this period
was coded as “not covered.” Medication adherence scores could
range from 0 to 100, where 100 would reflect all 365 days of
the analysis year being covered.
As it is commonly a cutoff point for good adherence, the PDC
of 0.8 was used [26,27]. If it could not be determined whether
or not a patient was covered by medication for a specific day
of the year, a PDC could not be calculated; this would be
considered a missing value.
The analyses were performed separately for new users and
chronic users of R03 medication because different behaviors
were expected for these two groups [28]. New users refer to
participants starting with inhalation medication, operationalized
as zero R03 dispensing records in the year before the index date.
Chronic users refer to those already using R03 medication,
operationalized as having at least one R03 dispensing record in
the year before the index date.
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Figure 2. Operationalized analysis period for the year after the implementation of SARA. Step 1: the index date (ie, May 30, 2016) was used to calculate
the specific period of analysis (ie, index date = the start of the analysis period after the implementation of SARA). Step 2: medication adherence scores
were calculated based on the proportion of days covered with the "at least one" method. SARA: Service Apothecary Respiratory Advice; in Dutch,
Service Apotheek Raad en Advies.

Antimycotic Treatment
Antimycotic treatment was operationalized as the difference
over time in dispensed antimycotics between the SARA and
control participants. The prevalence of oral candidiasis,
potentially associated with ICS use, was estimated based on
dispensing data of antimycotics in the subpopulation of
participants who were dispensed ICS during the analysis period.
Therefore, an additional inclusion criterion was formulated:
participants needed to have at least one medication dispensing
record of ICS (ie, ATC code R03BA01, R03BA02, R03BA05,
or R03BA08) during the analysis period. If a participant was
dispensed antimycotics (ie, ATC code J02AC01 [fluconazole],
J02AC02 [itraconazole], A07AA02 [nystatin], A07AA07
[amphotericin B], or A07AC01 [miconazole]) during the
analysis period, the outcome was coded as 1 (“yes”); if not, the
outcome was coded as 0 (“no”). Next, the percentage of
participants with an antimycotic dispensing was calculated per
study condition and subsequently compared before and after
the implementation of SARA.

Statistical Analyses
The study population characteristics, per outcome measure,
were summarized by descriptive statistics: means and SDs for
continuous variables, and counts and percentages for
dichotomous and categorical variables. Potential differences
between SARA and control participants were analyzed using t
tests for normally distributed continuous variables and
chi-square tests for categorical variables.
Differences in the outcome measures of exacerbation rates and
medication adherence were analyzed using independent t tests
to examine potential differences between the two study groups
https://www.jmir.org/2022/6/e32396
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over time. More specifically, difference scores were calculated
per patient by subtracting the outcome scores (ie, exacerbation
rates and PDC sores for the subpopulation of chronic users of
inhalation medication) of the year before implementation of
SARA and the scores in the year after. Additionally, for the
subpopulation of new users of inhalation medication, an
independent-samples t test was conducted to investigate
differences in medication adherence in the year after
implementation of SARA between SARA and control
participants. The potential effects of covariates (ie, age and
gender) were tested by means of analysis of covariance. The
results of these analyses were only presented in the case of
significant effects of covariates.
A mixed-effects logistic regression was conducted to analyze
the change over time between the two study groups regarding
the relative number of patients who were dispensed
antimycotics. In this analysis, an interaction term of time (ie,
before and after the index date) and the study condition (ie,
SARA vs control) was included to analyze the change over time
across groups. The potential effects of covariates (ie, age and
gender) were tested by adding those as interaction terms to the
model. The results of these analyses were only presented in the
case of significant effects of covariates.
All analyses were conducted in the total population consisting
of both patients with asthma and those with COPD. For
exploratory purposes, separate analyses for the subpopulations
of patients with asthma and those with COPD were conducted.
For all the analyses, a significance level of P≤.05 was used, and
a Cohen d was calculated to measure effect sizes. All analyses
were conducted in SPSS Statistics for Windows (version 25.0;
IBM Corp).
J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 6
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Results
Study Population
The flow of included patients is presented in Figure 3. The total
study population comprised of 9452 individuals with either
asthma or COPD. Of those, 25.39% (n=2400) were enrolled in
SARA, 25.73% (n=2432) indicated that they were not interested
in using SARA, and 48.88% (n=4620) were not invited to
participate or indicated that they did not want to start using
SARA at that particular moment in time. As the inclusion criteria

Schnoor et al
differed per outcome measure, the demographic characteristics
are presented separately for each outcome measure (Table 1).
Overall, the mean age of the study population was 60.8 (SD
15.0) years, and almost two-thirds of the study population were
female. In all the different subpopulations, the mean age of
patients using SARA was significantly lower than that of
patients in the control group. In general, there was a significantly
larger proportion of men in the control group as compared to
the SARA group. Table S1 in Multimedia Appendix 2 shows
the characteristics of the study samples separately per disease
indication for asthma and COPD.

Figure 3. Flow of participants for the different outcome measures and corresponding analyses. SARA: Service Apothecary Respiratory Advice; in
Dutch, Service Apotheek Raad en Advies.
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Table 1. Demographic characteristics of the study populations analyzed for the different outcome measures.
SARAa participants
(n=2400)

Control participants
(n=7052)

Total population
(N=9452)

P valueb

Male

882 (36.75)

2851 (40.43)

3733 (39.49)

.002

Female

1504 (62.67)

4173 (59.17)

5677 (60.06)

Unknown

14 (0.58)

28 (0.40)

42 (0.44)

57.7 (13.8)

61.9 (15.3)

60.8 (15.0)

<.001

.01

Outcome measure and characteristics

Exacerbation rate
Gender, n (%)

Age (years), mean (SD)
Medication adherence

Total group (SARA: n=1879; control: n=5460; total: n=7339)
Gender, n (%)
Male

693 (36.88)

2200 (40.29)

2893 (39.42)

Female

1175 (62.53)

3239 (59.32)

4414 (60.14)

Unknown

11 (0.58)

21 (0.38)

32 (0.44)

60.9 (13.4)

65.1 (14.5)

64.0 (14.4)

<.001

.38

Age (years), mean (SD)

Subgroup: new usersc (SARA: n=354; control: n=1084; total: n=1438)
Gender, n (%)
Male

128 (36.16)

420 (38.74)

548 (38.11)

Female

225 (63.56)

658 (60.70)

883 (61.40)

Unknown

1 (0.28)

6 (0.55)

7 (0.49)

59.4 (14.2)

62.7 (16.5)

61.9 (16.0)

.002

.02

Age (years), mean (SD)

Subgroup: chronic usersd (SARA: n=1525; control: n=4376; total: n=590)
Gender, n (%)
Male

565 (37.05)

1780 (40.68)

2345 (39.74)

Female

950 (62.29)

2581 (58.98)

3531 (59.84)

Unknown

10 (0.66)

15 (0.34)

25 (0.42)

61.3 (13.1)

65.7 (14.0)

64.6 (13.9)

.04

.04

Age (years), mean (SD)

Antimycotic treatment (SARA: n=626; control: n=1707; total: n=2333)
Gender, n (%)
Male

196 (31.31)

612 (35.85)

808 (34.63)

Female

428 (68.37)

1090 (63.85)

1518 (65.07)

Unknown

2 (0.32)

5 (0.29)

7 (0.30)

55.1 (14.2)

59.0 (16.2)

58.0 (15.8)

Age (years), mean (SD)
a

<.001

SARA: Service Apothecary Respiratory Advice; in Dutch, Service Apotheek Raad en Advies.

b

P values represent comparisons between the SARA group and the control group; for characteristics with multiple subcategories (ie, gender), values
for the group are reported in the top row of the group.
c

New users are participants with zero R03 dispensing records in the year before the index date.

d

Chronic users are participants with at least one R03 dispensing record in the year before the index date.

Exacerbation Rates
In the year before the implementation of SARA, 63.00%
(5955/9452) of the total study population had 0 exacerbations
(range 0-12). In the year after the implementation of SARA,
56.00% (5293/9452) of the study population had 0 exacerbations
(range 0-14). In both study groups, the mean rate of
https://www.jmir.org/2022/6/e32396
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exacerbations was higher in the year after the implementation
of SARA (SARA: mean 0.73; control: mean 0.82) than in the
year before (SARA: mean 0.68; control: mean 0.67). Yet, as
shown in Table 2, there was a significant difference between
the SARA and control participants regarding the exacerbation
rate over time, showing that the increase in exacerbations was
significantly less in the SARA group (P=.002). The results of
J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 8
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the exploratory analyses are presented in Table S2 in Multimedia
Appendix 2. In both participants with asthma and those with
COPD, the mean exacerbation rate increased over time in both
the SARA group (asthma: mean increase 0.07; COPD: mean
increase 0.03) and the control group (asthma: mean increase
0.17; COPD: mean increase 0.12). As presented in Table S2 in
Multimedia Appendix 2, among the asthma participants, the
difference in exacerbation rates differed significantly between
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study groups (P=.003), indicating that SARA participants had
a significantly lower increase in exacerbation rates over time
in comparison to the control participants. No significant
difference between the SARA and control participants was
found in the COPD population regarding the change in
exacerbation rate over time (Table S2 in Multimedia Appendix
2).

Table 2. Outcome results in terms of exacerbation rates.
Study group and periodsa

Exacerbation rate, mean Difference scoreb
(SD)

Participants (N=9452),
n (%)

t test (df)c P valuec

95% CIc

Cohen dc

1 year before

0.67 (1.2)

7052 (74.61)

3.10
(9450)

0.0370.163

0.06

1 year after

0.82 (1.3)

Control

0.15

.002

7052 (74.61)

SARA
1 year before

0.68 (1.2)

1 year after

0.73 (1.2)

2400 (25.39)
0.05

2400 (25.39)

a

The study periods were 1 year before and 1 year after the implementation of SARA (Service Apothecary Respiratory Advice; in Dutch, Service Apotheek
Raad en Advies).
b

The difference score was calculated as the exacerbation rate the year after SARA minus the rate the year before SARA; values are only reported in the
“1 year after” rows.
c

Statistics comparing study groups are reported only in the top row of values.

Medication Adherence
In both study groups, the mean PDC in the subpopulation of
chronic users was higher in the year after compared to the year
before implementation of SARA for both SARA participants
(after: mean 77.26; before: mean 70.53) and control participants
(after: mean 77.77; before: mean 73.29). However, there was a
significant difference in change over time between the SARA
and the control groups, showing that the increase in medication
adherence was significantly higher in the SARA group (Table
3).
The exploratory results, repeating the analyses for the chronic
user subgroup of participants with asthma and participants with
COPD, are presented in Table S3 in Multimedia Appendix 2.
For patients with asthma who were chronic users, there was an
increase in medication adherence with no significant difference
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between the SARA and control participants. Gender was found
to be a significant covariate for the patients with COPD who
were chronic users. Splitting the analyses for men and women
within this subpopulation showed that the increase in medication
adherence for men was significantly higher for SARA
participants than for control participants. For women, there was
no significant difference between SARA and control participants
over time in terms of medication adherence.
When comparing medication adherence in the year after
implementation of SARA between the study groups for new
users with COPD, this population showed significantly higher
medication adherence in the SARA group as compared to the
control group (Table S4 in Multimedia Appendix 2). No
significant difference between the study groups was found in
the subpopulation of new users with asthma.
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Table 3. Outcome results in terms of medication adherence among the chronic user subpopulation.
Study group and periodsa

PDCb, mean
(SD)

Days covered,
mean (SD)

73.29 (28.3)

267.50 (103.4)

Difference
scorec

Participants
t test (df)d P valued
(n=5888),n (%)

95% CId

Cohen dd

4368 (74.18)

–3.856 to
–0.839

–0.07

Control
1 year before

–2.74
(5886)

1 year after

77.77 (25.2)

283.86 (91.8)

1 year before

70.53 (29.8)

257.45 (108.6)

1 year after

77.26 (25.0)

282.01 (91.1)

4.48

.01

4368 (74.18)

SARA
1520 (25.82)
6.73

1520 (25.82)

a

The study periods were 1 year before and 1 year after the implementation of SARA (Service Apothecary Respiratory Advice; in Dutch, Service Apotheek
Raad en Advies).
b

PDC: proportion of days covered.

c

The difference score was calculated as the PDC 1 year after SARA minus 1 year before SARA; values are only reported in the “1 year after” rows.

d

Statistics comparing study groups are reported only in the top row of values.

Antimycotic Treatment
As shown in Table 4, the relative mean number of participants
who had been dispensed antimycotics was higher after the
implementation of SARA as compared to the year before for
both SARA participants (6.4% vs 5.4%) and control participants
(6.1% vs 4.7%). Results showed no significant differences in

the relative number of participants who had been dispensed
both ICS and antimycotics between the SARA and control
groups (P=.82). Additionally, in the exploratory results, no
significant differences were found with respect to antimycotic
treatment over time between SARA and the control participants
in the subgroups of participants with asthma and COPD (Table
S5 in Multimedia Appendix 2).

Table 4. Results of the mixed-effects logistic regression regarding dispensed antimycotics among participants who were dispensed ICS.
Study group and periodsa

Participants dispensed antimycotics, n (%)

Participants dispensed ICSb, t test (df)c
n (%)

P valuec

95% CIc

Cohen dc

1 year before

80 (4.69)

1707 (73.17)

.82

–0.461 to
0.584

0

1 year after

104 (6.09)

1707 (73.17)

1 year before

34 (5.43)

626 (26.83)

1 year after

40 (6.39)

626 (26.83)

Control (n=1707)
0.23 (4662)

SARA (n=626)

a

The study periods were 1 year before and 1 year after the implementation of SARA (Service Apothecary Respiratory Advice; in Dutch, Service Apotheek
Raad en Advies).
b

ICS: inhaled corticosteroids; percentages are based on total participants in both groups (n=2333).

c

Statistics comparing study groups are reported only in the top row of values.

Discussion
Principal Findings
This study investigated the effectiveness of the pharmacy-based
eHealth intervention SARA by comparing pharmacy dispensing
data between SARA and control participants over time before
and after the implementation of SARA. The results showed a
smaller increase in exacerbation rates over time for SARA
participants as compared to control participants. Furthermore,
in the SARA group, chronic users of inhalation medication had
a significantly larger increase in medication adherence over
time as compared to control participants. Finally, no significant
differences between the study groups were found with respect
to antimycotic treatment over time.
https://www.jmir.org/2022/6/e32396
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Although the observational data do not entirely allow for causal
conclusions, the significantly smaller increase in exacerbation
rates over time among SARA participants may suggest a
beneficial effect of SARA. Earlier clinical intervention studies
comprising a behavioral intervention and integrated disease
management program have also found positive effects on
exacerbation rates among asthma participants [29,30]. Yet,
SARA has the potential to help control exacerbations in a less
invasive and less time-consuming way; this is potentially
apparent in reduced material and immaterial costs, such as less
time spent conducting follow-ups by pharmacists.
The results regarding medication adherence showed that chronic
users of inhalation medication in the SARA group had a
significantly higher increase in medication adherence as
J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 10
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compared to control participants. This finding aligns with a
previous meta-analysis examining eHealth strategies to improve
medication adherence in ICS users [18]. However, it is essential
to note that the mean medication adherence was lower for SARA
participants than control participants, both before and after the
implementation of SARA. A potential explanation is selection
bias. Patients with more severe symptoms may have been more
likely to be invited to participate in the SARA intervention by
the pharmacists because they may visit the pharmacy more
often, and patients with more severe symptoms typically show
lower medication adherence [10]. On the other hand, patients
with more severe symptoms may simply have been more
interested in participating in the SARA intervention considering
their higher disease burden, which may have, in turn, biased
the results. The finding that new users of inhalation medication
generally had lower medication adherence scores than chronic
users emphasizes the importance of analyzing those two patient
groups separately, as they appear to have different adherence
patterns.
An interesting difference between men and women was found
in the analysis of patients with COPD who were chronic users
of inhalation medication. The results suggested that men within
this subpopulation benefitted more from SARA (ie, increased
medication adherence in comparison to controls) than women
(ie, no differences between SARA and control participants).
Little research is available on gender-associated differences in
response to self-management interventions. A narrative review
did discuss some evidence that women have more trouble with
using inhalation medication correctly [31]. Furthermore, a
systematic review discussed mixed results regarding
gender-associated differences in response to pulmonary
rehabilitation [32]. Thus, there appears to be some evidence of
gender-associated differences that could explain our finding;
however, more research is needed to investigate individual
differences of patients regarding adherence based on their
characteristics, beliefs, and attitudes to adherence.
With respect to antimycotic treatment for oral candidiasis in a
subpopulation of ICS users, no difference was found between
the study groups over time. These results should be interpreted
carefully because the included sample was small, possibly
limiting the power to detect statistical significance. To our
knowledge, this was the first study that analyzed the effect of
an eHealth intervention for patients with asthma and COPD on
antimycotic treatment. The exploratory analyses showed a more
favorable course of exacerbation rates over time for SARA
versus control participants in the subpopulation of patients with
asthma. This effect was not found in the subpopulation of
patients with COPD. Our results are in line with previous
research investigating a clinic-based intervention aiming to
improve inhaler techniques, which only showed a positive effect
in patients with asthma but not in patients with COPD [33]. It
might be that patients with asthma benefit more from the
educational intervention elements than patients with COPD.
Alternatively, it might be due to more difficulties in managing
COPD symptoms as the disease progresses, or the fact that
COPD often results from smoking and that smoking cessation
is quite challenging.
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Furthermore, exploratory results showed that new users of
inhalation medication had higher medication adherence in the
year after SARA implementation among SARA participants as
compared to control participants, but only in the subpopulation
of patients with COPD and not in patients with asthma. In
addition, patients with COPD generally had higher medication
adherence than patients with asthma. This is in line with
literature showing that patients with COPD generally have better
adherence rates than patients with asthma, and there are multiple
explanations for this [34]. First, it can be related to the different
disease courses; in patients with asthma, the use of medication
can, for example, be more dependent on the season than in
patients with COPD [34]. Second, patients with COPD generally
experience more consistent and severe disease symptoms [34].
Third, older age is associated with being more adherent, and
patients with COPD are generally older than patients with
asthma [35].
The findings of this study should be interpreted in light of
several strengths and limitations. A major strength of this study
pertains to the large amount of pharmacy dispensing data
stemming from thousands of patients from hundreds of
pharmacies geographically located throughout different areas
in the Netherlands. This is likely to benefit the generalizability
of the study results. In addition, these kinds of trials can
contribute to external validity more than a randomized controlled
trial [36]. Furthermore, the data set allowed for longitudinal
research comparing data before and after the implementation
of SARA with continuous enrollment of patients instead of
during a specific period of time. For that reason, the impact of
seasonal effects or national guidelines are expected to have been
limited. Regarding the study limitations, the study results were
based on retrospective pharmacy dispensing data. This design
has several limitations, such as data that were not originally
designed to answer specific research questions. Indeed,
pharmacy dispensing data were limited in terms of not providing
information about actual usage of the medication, more
specifically if, when, and how often dispensed medication was
used. Still, dispensing data are commonly used as a proxy for
medication adherence [37,38]. Future studies could consider
including other measures of medication adherence, for example,
self-reports of medication use, smart inhaler devices, or
measurements of metabolite levels [37,39-41]. Another study
limitation is related to the commonly used “at least one” method
to calculate the PDC as an indicator of medication adherence.
This methodology does not take into account potential overuse
of medication. Besides, the PDC can slightly differ when using
the highest stock records of medication [42,43]. In addition, our
assumption when interpreting the results was that better
medication adherence was a consequence of better
self-management skills. However, it could be the case that lower
medication adherence is a sign of good self-management, as
the patients may only take their medication when actually
needed. This is an interesting topic for future research. In
addition, future research could combine multiple methods to
calculate medication adherence to provide a more
comprehensive picture of this outcome measure. A recent
publication by Menditto et al [43] proposes measuring
persistence as a pragmatic and informative measure of
medication adherence behaviors, which would allow for
J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 11
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benchmarking of adherence strategies. Such strategies would
thus facilitate cross-study comparisons and might help to
identify a gold standard for calculating medication adherence
[37,38,44]. This pragmatic trial only allowed for adherence
measures based on pharmacy dispensing data. More specifically,
the PDC is a preferred method of assessing medication
adherence in case of treatment with multiple types of
medications. An alternative metric such as the medication
possession ratio (MPR) would be unable to cover multiple
medication treatments since its numeration is the sum of days
supplied in the period. In case of multiple medications, the MPR
has to be averaged for each individual medication, leading to
skewed results with possibilities of invalid ratios over 100%.
So there are biases, such as not taking into account overuse and
stockpiling, but using the PDC was a well-considered choice.
Another study limitation was that it was unknown what kind or
intensity of support was offered by pharmacists. Hence, different
pharmacists may have provided different types of support to
patients. Even though this is inherent to tailored interventions,
it would be worthwhile to investigate what type of support has
the most beneficial effect. This also includes identifying when,
how, and how much support should be offered. Addressing these
questions can help to develop and strengthen evidence-based
interventions [45]. A final study limitation that needs to be
mentioned was the difference in demographic characteristics
between the SARA and control participants. More specifically,
SARA participants were generally younger and more often
female. Even though such differences are not unusual in
nonrandomized studies, they may have created selection bias
[46]. However, SARA was, in principle, offered to all kinds of
participants with varying degrees of symptoms. Therefore, the
possibly biased selection of participants in the SARA group is
likely to be representative of the group of potential future users
of eHealth interventions for these groups. An important aspect
to also take into account is that the questionnaire for the SARA
intervention might increase patients’ awareness for medication
adherence, but it is unlikely that this strongly affected adherence
behavior directly. In future research, this could be something
to take into account. More research is needed to draw firm
conclusions on the effectiveness of SARA. A randomized
controlled trial is needed to allow causal conclusions, which
can then be used for a cost-effectiveness analysis as well, where,
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next to pharmacy dispensing data, other data can be collected,
such as the following: (1) other sources that measure medication
adherence, (2) objective data regarding exacerbation rates, (3)
the actual and correct use of inhalation medication, and (4)
health system characteristics that may impact adherence (eg,
patient-provider interaction quality and procedural elements)
[46]. In addition, qualitative research would allow for more
insight into user experiences and could subsequently be used
to optimize the intervention. In parallel, it would be interesting
to investigate patients’ acceptability and effectiveness of the
different components of the SARA intervention (eg, education
materials and online support by a pharmacist). Also, it would
be worthwhile to get a better understanding of the pharmacist
perspective, for instance, what is their attitude toward eHealth
in general and SARA specifically, what is the usability of
SARA, and how is SARA used in the pharmacy (ie, does it add
to the efficiency of care processes?)? Another recommendation
for future research is to analyze the long-term effectiveness of
SARA.
This research shows that SARA has the potential to help patients
in decreasing exacerbation rates and improving medication
adherence. Before large-scale implementation, it would be
valuable to investigate both the patient and pharmacist
perspective more thoroughly, both quantitatively and
qualitatively. In this way, the full potential of the intervention
can be maximized, making sure the intervention fits the needs
and preferences of both of these stakeholders. Implementation
barriers and facilitators can be investigated and taken into
account when considering implementation strategies, such as
integration of SARA into the workflow of pharmacists as well
as the capacities of pharmacists to offer tailored follow-up care
[47,48].

Conclusions
This was the first study that assessed the effectiveness of a
multi-component eHealth intervention stimulating correct use
of medication. The results suggest that such an intervention has
the potential to decrease exacerbation rates and improve
medication adherence. This could subsequently have important
clinical implications and lead to better patient outcomes and
potentially reduced health care costs.

Acknowledgments
Funding for this study was provided by Service Apotheek Beheer BV; this funding body had no role in the analysis or interpretation
of the findings in this paper.

Conflicts of Interest
RB is an employee of Service Apotheek Beheer BV, who also funded the study but had had no role in the analysis or interpretation
of the findings in this paper. During the last 3 years, JFMvB has received consultancy fees, research funding, or both from Aardex;
AstraZeneca; Chiesi; COST Action CA19132 “ENABLE,” funded by COST (European Cooperation in Science and Technology);
GSK; Novartis; Nutricia; Pfizer; Pill Connect; Teva; and Trudell Medical to consult, give lectures, provide advice, and conduct
independent research, all unrelated to this study and all paid to his institution, the University Medical Center Groningen.

Multimedia Appendix 1
The 7-item questionnaire included in the SARA eHealth intervention. SARA: Service Apothecary Respiratory Advice; in Dutch,
Service Apotheek Raad en Advies.
https://www.jmir.org/2022/6/e32396

XSL• FO
RenderX

J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 12
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Schnoor et al

[DOCX File , 15 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Results of exploratory analyses.
[DOCX File , 41 KB-Multimedia Appendix 2]

References
1.
2.
3.
4.
5.

6.

7.

8.

9.
10.

11.
12.

13.
14.

15.
16.

17.
18.

19.
20.

The Global Asthma Report 2018. Auckland, New Zealand: Global Asthma Network; 2018. URL: http://globalasthmareport.
org/resources/Global_Asthma_Report_2018.pdf [accessed 2022-05-30]
Chronic obstructive pulmonary disease (COPD). World Health Organization. 2022 May 19. URL: https://www.who.int/
news-room/fact-sheets/detail/chronic-obstructive-pulmonary-disease-(copd) [accessed 2022-05-30]
Ehteshami-Afshar S, FitzGerald JM, Doyle-Waters MM, Sadatsafavi M. The global economic burden of asthma and chronic
obstructive pulmonary disease. Int J Tuberc Lung Dis 2016 Jan;20(1):11-23. [doi: 10.5588/ijtld.15.0472] [Medline: 26688525]
Quaderi SA, Hurst JR. The unmet global burden of COPD. Glob Health Epidemiol Genom 2018;3:e4 [FREE Full text]
[doi: 10.1017/gheg.2018.1] [Medline: 29868229]
Prince MJ, Wu F, Guo Y, Gutierrez Robledo LM, O'Donnell M, Sullivan R, et al. The burden of disease in older people
and implications for health policy and practice. Lancet 2015 Mar 07;385(9967):549-562. [doi:
10.1016/S0140-6736(14)61347-7] [Medline: 25468153]
van Boven JFM, Chavannes N, van der Molen T, Rutten-van Mölken MPMH, Postma M, Vegter S. Clinical and economic
impact of non-adherence in COPD: A systematic review. Respir Med 2014 Jan;108(1):103-113 [FREE Full text] [doi:
10.1016/j.rmed.2013.08.044] [Medline: 24070566]
Mäkelä MJ, Backer V, Hedegaard M, Larsson K. Adherence to inhaled therapies, health outcomes and costs in patients
with asthma and COPD. Respir Med 2013 Oct;107(10):1481-1490 [FREE Full text] [doi: 10.1016/j.rmed.2013.04.005]
[Medline: 23643487]
Dekhuijzen R, Lavorini F, Usmani O, van Boven JFM. Addressing the impact and unmet needs of nonadherence in asthma
and chronic obstructive pulmonary disease: Where do we go from here? J Allergy Clin Immunol Pract 2018;6(3):785-793.
[doi: 10.1016/j.jaip.2017.11.027] [Medline: 29339126]
George M, Bender B. New insights to improve treatment adherence in asthma and COPD. Patient Prefer Adherence
2019;13:1325-1334 [FREE Full text] [doi: 10.2147/PPA.S209532] [Medline: 31534319]
Murphy AC, Proeschal A, Brightling CE, Wardlaw AJ, Pavord I, Bradding P, et al. The relationship between clinical
outcomes and medication adherence in difficult-to-control asthma. Thorax 2012 Aug;67(8):751-753. [doi:
10.1136/thoraxjnl-2011-201096] [Medline: 22436168]
Rubin BK. What does it mean when a patient says, "my asthma medication is not working?". Chest 2004 Sep;126(3):972-981.
[doi: 10.1378/chest.126.3.972] [Medline: 15364781]
Lavorini F, Magnan A, Dubus JC, Voshaar T, Corbetta L, Broeders M, et al. Effect of incorrect use of dry powder inhalers
on management of patients with asthma and COPD. Respir Med 2008 Apr;102(4):593-604 [FREE Full text] [doi:
10.1016/j.rmed.2007.11.003] [Medline: 18083019]
Chorão P, Pereira A, Fonseca J. Inhaler devices in asthma and COPD--An assessment of inhaler technique and patient
preferences. Respir Med 2014 Jul;108(7):968-975 [FREE Full text] [doi: 10.1016/j.rmed.2014.04.019] [Medline: 24873873]
van Boven JF, Trappenburg JC, van der Molen T, Chavannes NH. Towards tailored and targeted adherence assessment to
optimise asthma management. NPJ Prim Care Respir Med 2015 Jul 16;25:15046 [FREE Full text] [doi:
10.1038/npjpcrm.2015.46] [Medline: 26181850]
Sabaté EE. Adherence to Long-Term Therapies: Evidence for Action. Geneva, Switzerland: World Health Organization;
2003. URL: http://apps.who.int/iris/bitstream/handle/10665/42682/9241545992.pdf?sequence=1 [accessed 2022-05-30]
Melani AS, Bonavia M, Cilenti V, Cinti C, Lodi M, Martucci P, Gruppo Educazionale Associazione Italiana Pneumologi
Ospedalieri. Inhaler mishandling remains common in real life and is associated with reduced disease control. Respir Med
2011 Jun;105(6):930-938 [FREE Full text] [doi: 10.1016/j.rmed.2011.01.005] [Medline: 21367593]
Normansell R, Kew KM, Stovold E. Interventions to improve adherence to inhaled steroids for asthma. Cochrane Database
Syst Rev 2017 Apr 18;4:CD012226 [FREE Full text] [doi: 10.1002/14651858.CD012226.pub2] [Medline: 28417456]
Jeminiwa R, Hohmann L, Qian J, Garza K, Hansen R, Fox BI. Impact of eHealth on medication adherence among patients
with asthma: A systematic review and meta-analysis. Respir Med 2019 Mar;149:59-68 [FREE Full text] [doi:
10.1016/j.rmed.2019.02.011] [Medline: 30803887]
Consultvoering. KNMP. URL: https://www.knmp.nl/dossiers/consultvoering [accessed 2022-05-30]
WHO Collaborating Centre for Drug Statistics Methodology. Guidelines for ATC Classification and DDD Assignment
2022. Oslo, Norway: WHO Collaborating Centre for Drug Statistics Methodology; 2021. URL: https://www.whocc.no/
filearchive/publications/2022_guidelines_web.pdf [accessed 2022-05-30]

https://www.jmir.org/2022/6/e32396

XSL• FO
RenderX

J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 13
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
21.

22.
23.
24.
25.
26.
27.

28.

29.

30.

31.
32.

33.

34.

35.

36.

37.
38.

39.
40.

41.

42.

Garritsen F, van den Heuvel JM, Bruijnzeel-Koomen CAFM, Maitland-van der Zee AH, van den Broek MPH, de Bruin-Weller
MS. Use of oral immunosuppressive drugs in the treatment of atopic dermatitis in the Netherlands. J Eur Acad Dermatol
Venereol 2018 Aug;32(8):1336-1342. [doi: 10.1111/jdv.14896] [Medline: 29485224]
Smeele I, Barnhoorn MJM, Broekhuizen BDL, Chavannes NH, In ’t Veen JCCM, Van der Molen T, et al. NHG-Standaard
Astma bij volwassenen (derde herziening). Huisarts Wet 2015;58(3):142-154.
Snoeck-Stroband JB, Schermer TRJ, Van Schayck CP, Muris JW, Van der Molen T, In ’t Veen JCCM, et al. NHG-Standaard
COPD (derde herziening). Huisarts Wet 2015;58(4):198-211.
Bourbeau J, Bartlett SJ. Patient adherence in COPD. Thorax 2008 Sep;63(9):831-838 [FREE Full text] [doi:
10.1136/thx.2007.086041] [Medline: 18728206]
ATC/DDD Index 2022. WHO Collaborating Centre for Drug Statistics Methodology. URL: https://www.whocc.no/atc_ddd
_index/ [accessed 2022-06-01]
Nau DP. Proportion of days covered (PDC) as a preferred method of measuring medication adherence. Yahoo. 2012. URL:
http://ep.yimg.com/ty/cdn/epill/pdcmpr.pdf [accessed 2022-05-30]
Chaudhry B, Wang J, Wu S, Maglione M, Mojica W, Roth E, et al. Systematic review: Impact of health information
technology on quality, efficiency, and costs of medical care. Ann Intern Med 2006 May 16;144(10):742-752 [FREE Full
text] [doi: 10.7326/0003-4819-144-10-200605160-00125] [Medline: 16702590]
van Boven JFM, Koponen M, Lalic S, George J, Bell J, Hew M, et al. Trajectory analyses of adherence patterns in a real-life
moderate to severe asthma population. J Allergy Clin Immunol Pract 2020 Jun;8(6):1961-1969.e6. [doi:
10.1016/j.jaip.2019.12.002] [Medline: 31857262]
Baptist AP, Hao W, Song PX, Carpenter L, Steinberg J, Cardozo LJ. A behavioral intervention can decrease asthma
exacerbations in older adults. Ann Allergy Asthma Immunol 2020 Mar;124(3):248-253.e3 [FREE Full text] [doi:
10.1016/j.anai.2019.12.015] [Medline: 31877361]
Jain V, Allison R, Beck S, Jain R, Mills P, McCurley J, et al. Impact of an integrated disease management program in
reducing exacerbations in patients with severe asthma and COPD. Respir Med 2014 Dec;108(12):1794-1800 [FREE Full
text] [doi: 10.1016/j.rmed.2014.09.010] [Medline: 25294691]
Matera MG, Ora J, Calzetta L, Rogliani P, Cazzola M. Sex differences in COPD management. Expert Rev Clin Pharmacol
2021 Mar;14(3):323-332. [doi: 10.1080/17512433.2021.1888713] [Medline: 33560876]
Robles PG, Brooks D, Goldstein R, Salbach N, Mathur S. Gender-associated differences in pulmonary rehabilitation
outcomes in people with chronic obstructive pulmonary disease: A systematic review. J Cardiopulm Rehabil Prev
2014;34(2):87-97. [doi: 10.1097/HCR.0000000000000018] [Medline: 24280903]
Maricoto T, Madanelo S, Rodrigues L, Teixeira G, Valente C, Andrade L, et al. Educational interventions to improve
inhaler techniques and their impact on asthma and COPD control: A pilot effectiveness-implementation trial. J Bras Pneumol
2016 Dec;42(6):440-443. [doi: 10.1590/s1806-37562016000000098]
Covvey JR, Mullen AB, Ryan M, Steinke DT, Johnston BF, Wood FT, et al. A comparison of medication
adherence/persistence for asthma and chronic obstructive pulmonary disease in the United Kingdom. Int J Clin Pract 2014
Oct;68(10):1200-1208. [doi: 10.1111/ijcp.12451] [Medline: 24797899]
Rand C, Nides M, Cowles M, Wise R, Connett J. Long-term metered-dose inhaler adherence in a clinical trial. The Lung
Health Study Research Group. Am J Respir Crit Care Med 1995 Aug;152(2):580-588. [doi: 10.1164/ajrccm.152.2.7633711]
[Medline: 7633711]
Price D, Bateman ED, Chisholm A, Papadopoulos NG, Bosnic-Anticevich S, Pizzichini E, et al. Complementing the
randomized controlled trial evidence base. Evolution not revolution. Ann Am Thorac Soc 2014 Feb;11(Supplement
2):S92-S98. [doi: 10.1513/annalsats.201308-276rm]
Anghel LA, Farcas AM, Oprean RN. An overview of the common methods used to measure treatment adherence. Med
Pharm Rep 2019 Apr;92(2):117-122 [FREE Full text] [doi: 10.15386/mpr-1201] [Medline: 31086837]
Torres-Robles A, Wiecek E, Cutler R, Drake B, Benrimoj SI, Fernandez-Llimos F, et al. Using dispensing data to evaluate
adherence implementation rates in community pharmacy. Front Pharmacol 2019;10:130 [FREE Full text] [doi:
10.3389/fphar.2019.00130] [Medline: 30863308]
Burgess S, Wilson S, Cooper D, Sly P, Devadason S. In vitro evaluation of an asthma dosing device: The smart-inhaler.
Respir Med 2006 May;100(5):841-845 [FREE Full text] [doi: 10.1016/j.rmed.2005.09.004] [Medline: 16216485]
van Boven JFM, Cushen B, Sulaiman I, Greene G, MacHale E, Mokoka M, et al. Personalising adherence-enhancing
interventions using a smart inhaler in patients with COPD: An exploratory cost-effectiveness analysis. NPJ Prim Care
Respir Med 2018 Jun 27;28(1):24 [FREE Full text] [doi: 10.1038/s41533-018-0092-8] [Medline: 29950601]
Stirratt MJ, Dunbar-Jacob J, Crane HM, Simoni JM, Czajkowski S, Hilliard ME, et al. Self-report measures of medication
adherence behavior: Recommendations on optimal use. Transl Behav Med 2015 Dec;5(4):470-482 [FREE Full text] [doi:
10.1007/s13142-015-0315-2] [Medline: 26622919]
Arnet I, Kooij MJ, Messerli M, Hersberger KE, Heerdink ER, Bouvy M. Proposal of standardization to assess adherence
with medication records: Methodology matters. Ann Pharmacother 2016;50(5):360-368. [doi: 10.1177/1060028016634106]

https://www.jmir.org/2022/6/e32396

XSL• FO
RenderX

Schnoor et al

J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 14
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
43.

44.

45.
46.

47.

48.

Schnoor et al

Menditto E, Cahir C, Malo S, Aguilar-Palacio I, Almada M, Costa E, et al. Persistence as a robust indicator of medication
adherence-related quality and performance. Int J Environ Res Public Health 2021 May 03;18(9):4872 [FREE Full text]
[doi: 10.3390/ijerph18094872] [Medline: 34063641]
Malo S, Aguilar-Palacio I, Feja C, Lallana MJ, Rabanaque MJ, Armesto J, et al. Different approaches to the assessment of
adherence and persistence with cardiovascular-disease preventive medications. Curr Med Res Opin 2017 Jul;33(7):1329-1336.
[doi: 10.1080/03007995.2017.1321534] [Medline: 28422521]
Johansson R, Andersson G. Internet-based psychological treatments for depression. Expert Rev Neurother 2012
Jul;12(7):861-869; quiz 870. [doi: 10.1586/ern.12.63] [Medline: 22853793]
Khan R, Socha-Dietrich H. Investing in Medication Adherence Improves Health Outcomes and Health System Efficiency:
Adherence to Medicines for Diabetes, Hypertension, and Hyperlipidaemia. OECD Health Working Papers No. 105. Paris,
France: OECD Publishing; 2018. URL: https://www.oecd-ilibrary.org/deliver/8178962c-en.pdf?itemId=%2Fcontent%2
Fpaper%2F8178962c-en&mimeType=pdf [accessed 2022-05-30]
Versluis A, van Luenen S, Meijer E, Honkoop PJ, Pinnock H, Mohr DC, et al. SERIES: eHealth in primary care. Part 4:
Addressing the challenges of implementation. Eur J Gen Pract 2020 Dec;26(1):140-145 [FREE Full text] [doi:
10.1080/13814788.2020.1826431] [Medline: 33025820]
Powell BJ, Waltz TJ, Chinman MJ, Damschroder LJ, Smith JL, Matthieu MM, et al. A refined compilation of implementation
strategies: Results from the Expert Recommendations for Implementing Change (ERIC) project. Implement Sci 2015 Mar
12;10:21 [FREE Full text] [doi: 10.1186/s13012-015-0209-1] [Medline: 25889199]

Abbreviations
ATC: Anatomical Therapeutic Chemical
COPD: chronic obstructive pulmonary disease
COST: European Cooperation in Science and Technology
ICS: inhaled corticosteroids
MEC: Medical Ethics Committee
MPR: medication possession ratio
PDC: proportion of days covered
SARA: Service Apothecary Respiratory Advice; in Dutch, Service Apotheek Raad en Advies
WHO: World Health Organization

Edited by T Leung; submitted 28.07.21; peer-reviewed by YM Huang, R Halkes; comments to author 01.11.21; revised version received
10.02.22; accepted 12.05.22; published 08.06.22
Please cite as:
Schnoor K, Versluis A, Bakema R, van Luenen S, Kooij MJ, van den Heuvel JM, Teichert M, Honkoop PJ, van Boven JFM, Chavannes
NH, Aardoom JJ
A Pharmacy-Based eHealth Intervention Promoting Correct Use of Medication in Patients With Asthma and COPD: Nonrandomized
Pre-Post Study
J Med Internet Res 2022;24(6):e32396
URL: https://www.jmir.org/2022/6/e32396
doi: 10.2196/32396
PMID:

©Kyma Schnoor, Anke Versluis, Robbert Bakema, Sanne van Luenen, Marcel J Kooij, J Maurik van den Heuvel, Martina Teichert,
Persijn J Honkoop, Job F M van Boven, Niels H Chavannes, Jiska J Aardoom. Originally published in the Journal of Medical
Internet Research (https://www.jmir.org), 08.06.2022. 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 the Journal of Medical Internet Research, is properly
cited. The complete bibliographic information, a link to the original publication on https://www.jmir.org/, as well as this copyright
and license information must be included.

https://www.jmir.org/2022/6/e32396

XSL• FO
RenderX

J Med Internet Res 2022 | vol. 24 | iss. 6 | e32396 | p. 15
(page number not for citation purposes)

