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Abstract
Background: Successful management of chronic diseases requires a trustful collaboration between healthcare professionals,
patients, and family members. Scalable conversational agents (CAs), designed to assist healthcare professionals, may play a
significant role in supporting this collaboration in a scalable way by reaching out into the everyday lives of patients and their
family members. Until now, however, it has not been clear whether CAs, in such a role, would be accepted and whether they can
support this multi-stakeholder collaboration.
Objective: With asthma in children representing a relevant target of chronic disease management, this work has two objectives:
(1) To describe the design of MAX, a CA-delivered asthma intervention that supports healthcare professionals targeting childparent teams in their everyday lives; (2) To assess the (a) reach of MAX, (b) CA-patient working alliance, (c) acceptance of
MAX, (d) intervention completion rate, (e) cognitive and behavioral outcomes, and (f) human effort and responsiveness of
healthcare professionals in primary and secondary care settings.
Methods: MAX was designed to increase cognitive skills (i.e. knowledge about asthma) and behavioral skills (i.e. inhalation
technique) in 10-15-year-olds with asthma and enables support by a health professional and a family member. To this end, three
design goals guided the development: (1) To build a CA-patient working alliance; (2) To offer hybrid (human- and CAsupported) ubiquitous coaching; (3) To provide an intervention with a high experiential value. An interdisciplinary team of
computer scientists, asthma experts, and young patients with their parents developed the intervention collaboratively. The CA
communicates with healthcare professionals via email, with patients via a mobile chat app and with a family member via SMS. A
single-arm feasibility study in primary and secondary care settings was conducted to assess MAX.
Results: indicate an overall positive evaluation of MAX with respect to its reach (49.5% (49 out of 99) of recruited and eligible
patient-family member teams participated), a strong patient-CA working alliance, and a high acceptance by all relevant
stakeholders. Moreover, MAX led to improved cognitive and behavioral skills and an intervention completion rate of 75.5%.
Family members supported the patients in 269 out of 275 (97.8%) coaching sessions. Most of the conversational turns (99.5%)
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were conducted between patients and the CA as opposed to between patient and healthcare professional, thus indicating the
scalability of MAX. In addition, it took healthcare professionals less than four minutes to assess the inhalation technique and
three days to deliver that feedback to the patients. Several suggestions for improvement were made.
Conclusions: For the first time, this work provides evidence that CAs, designed as mediating social actors involving healthcare
professionals, patients and family members, are not only accepted in such a “team player” role, but also show potential to
improve health-relevant outcomes in chronic disease management.
(JMIR Preprints 16/10/2020:25060)
DOI: https://doi.org/10.2196/preprints.25060
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Abstract
Background: Successful management of chronic diseases requires a trustful collaboration
between healthcare professionals, patients, and family members. Scalable conversational
agents (CAs), designed to assist healthcare professionals, may play a significant role in
supporting this collaboration in a scalable way by reaching out into the everyday lives of
patients and their family members. Until now, however, it has not been clear whether CAs, in
such a role, would be accepted and whether they can support this multi-stakeholder
collaboration.
Objective: With asthma in children representing a relevant target of chronic disease
management, this work has two objectives: (1) To describe the design of MAX, a CA-delivered
asthma intervention that supports healthcare professionals targeting child-parent teams in
their everyday lives; (2) To assess the (a) reach of MAX, (b) CA-patient working alliance, (c)
acceptance of MAX, (d) intervention completion rate, (e) cognitive and behavioral outcomes,
and (f) human effort and responsiveness of healthcare professionals in primary and secondary
care settings.
Method: MAX was designed to increase cognitive skills (i.e. knowledge about asthma) and
behavioral skills (i.e. inhalation technique) in 10-15-year-olds with asthma and enables
support by a health professional and a family member. To this end, three design goals guided
the development: (1) To build a CA-patient working alliance; (2) To offer hybrid (human- and
CA-supported) ubiquitous coaching; (3) To provide an intervention with a high experiential
value. An interdisciplinary team of computer scientists, asthma experts, and young patients
with their parents developed the intervention collaboratively. The CA communicates with
healthcare professionals via email, with patients via a mobile chat app and with a family
member via SMS. A single-arm feasibility study in primary and secondary care settings was
conducted to assess MAX.
Results: Results indicate an overall positive evaluation of MAX with respect to its reach (49.5%
(49 out of 99) of recruited and eligible patient-family member teams participated), a strong
patient-CA working alliance, and a high acceptance by all relevant stakeholders. Moreover, MAX
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led to improved cognitive and behavioral skills and an intervention completion rate of 75.5%.
Family members supported the patients in 269 out of 275 (97.8%) coaching sessions. Most of
the conversational turns (99.5%) were conducted between patients and the CA as opposed to
between patient and healthcare professional, thus indicating the scalability of MAX. In addition,
it took healthcare professionals less than four minutes to assess the inhalation technique and
three days to deliver that feedback to the patients. Several suggestions for improvement were
made.
Conclusion: For the first time, this work provides evidence that CAs, designed as mediating
social actors involving healthcare professionals, patients and family members, are not only
accepted in such a “team player” role, but also show potential to improve health-relevant
outcomes in chronic disease management.
Keywords: Digital health intervention; intervention design; mHealth; eHealth; chatbot;
conversational agent; chronic diseases; asthma; feasibility study

Introduction
Chronic conditions present a significant risk to the world population and cause substantial
financial and health related burdens resulting in low quality of life of those affected [1].
Affecting more than half of the population in the US in 2016, chronic diseases are already a
leading cause of death and their prevalence is expected to rise even further. [1]. In addition to
ongoing treatment and medical oversight, disease management is a key pillar for chronic
condition alleviation by aiming to minimize their symptoms, resulting functional impairments,
and related exacerbating risks [2].
Successful disease management often requires a trustful collaboration between healthcare
professionals, patients, and their family [3]. In addition, patients require specialized cognitive
and behavioral skills to deal with their condition [4,5]. This is especially important for affected
children who have to deal with their disease for their upcoming future [3,6].
An emerging tool for the management of chronic disease is the use of digital health
interventions, as they can educate and engage patients through a direct channel that supports
communication with physicians and healthcare professionals [7,8] and enables the scale-up of
personalized and behavioral interventions at low cost disorders [1,9]. They bring medical care
outside the clinical setting to provide ongoing support and communication in everyday
monitoring and management [1]. Indeed, several recent studies have provided some evidence
supporting the patient benefits of such digital interventions, particularly in children and
adolescents [10–14]. In addition, conversational agents (CAs), i.e. computer programs that
imitate interaction with human beings, show promising results with respect to patient
satisfaction [15], therapeutic alliance [16,17], and treatment success [18]. Digital health
interventions in the form of mobile applications can be particularly effective for children as
they provide an attractive channel for education and management through the possible
integration of multimedia content such as audio or video [19]. CAs as part of such interventions
can act as mediating social actors, i.e. they take over not only a significant amount of the
intervention delivery in a scalable way but also coordinate the communication between
healthcare professionals, family members, and patients if required.
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The present study focuses on asthma. Affecting approximately 235 million patients, asthma is
one of the most common chronic diseases worldwide [20]. Asthma is characterized by
reversible airway obstruction [21]. Its symptoms include wheezing, shortness of breath, and
coughing [22]. Asthma is associated with high financial and health costs, with total annual
asthma costs in the US estimated at 56 billion USD in 2011 [23]. Depending on the country, the
mean cost of asthma care per patient per year can range from 1900 USD in Europe to 3100 USD
in the United States [23]. Even though lack of medical treatment leads to significantly reduced
quality of life, the management of asthma still presents a daunting challenge because the exact
cause of asthma is not well-known and its appearance varies significantly between individuals
[24].
For asthma, specific cognitive skills required for disease management include knowledge about
asthma triggers and the importance of medication inhalation adherence as well as behavioral
skills in the form of e.g., the application of correct inhalation techniques. Further, asthma
education and health literacy are fundamental to self-management since better understanding
of their condition would help patients avoid the negative effects of poor asthma control [25–
27]. Studies have shown that low levels of health literacy have been linked with adverse health
outcomes like more frequent hospitalization and longer stays, even after controlling for
severity of illness and socioeconomic variables [28,29].
However, young patients still face problems related to both cognitive and behavioral skills that
hinder their ability to effectively administer asthma medications [30–35]. For example,
knowledge about asthma or important facets of asthma control such as importance of
medication adherence might change over time, making it necessary for patients to continuously
update their knowledge base [36–40]. Another common concern is poor technique during
medication inhalation, leading to reduced dispersion of the drug in the lungs and subsequent
decreased asthma stability and lowered clinical effectiveness of the delivered drug [41–44].
Numerous mobile applications have been developed for the management of asthma with
particular focus on tracking symptoms or medications [45]. Asthma apps targeted at children
often include a gamification component to increase engagement and familiarize them with
aspects of asthma monitoring and management like medication intake [46,47]. However, and in
addition to shortcomings of asthma management related to cognitive and behavioral skills,
children often face problems with such technological solutions when they are not integrated
into existing healthcare systems and do not allow for explicit support by healthcare
professionals or family members. Without a dedicated party or mediator, it often becomes a
challenge to integrate all these relevant stakeholders, i.e. healthcare professionals, family
members, and the patients themselves, into the disease management process.
Additionally, due to absent or insufficient motivation strategies such as interactivity, proper
incentives and rewards [48], and experiential value [49–51], the effects of the previously
reported digital interventions in asthma, such as the health condition of the young patients, are
prone to be negatively affected by the temporal decline in the patients’ engagement and
motivation [10,52–54]. The patient’s motivation to comply with digital interventions and
adhere to therapeutic tasks may be further diminished by various factors such as family
routines, child-raising issues, social issues [55], and trust, communication and empathy with
healthcare professionals [56]. Moreover, there is evidence that shared decision making and
collaboration between patients, parents, and healthcare professionals are key success factors in
guided asthma self-management programs with improved adherence and health outcomes
https://preprints.jmir.org/preprint/25060
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[55].
Against this background, our research questions are (1) whether CAs would be in general
adopted for developing a trustful collaboration between healthcare professionals, young
patients, and their family, and (2) whether they could have a positive impact on the
management of asthma in children. To answer these questions, the current work has three
objectives: (1) To describe the design of MAX, a CA-delivered asthma intervention that supports
healthcare professionals targeting children-parent teams in their everyday lives; (2) To assess
the (a) reach of MAX, (b) CA-patient working alliance, (c) acceptance of MAX, (d) intervention
completion rate, (e) cognitive and behavioral outcomes, and (f) human effort and
responsiveness of healthcare professionals in both primary and secondary care settings.

Methods
Conceptual model
Following the preparation phase of the multiphase optimization strategy for behavioral
interventions [57], we started with the design of the conceptual model of MAX (see (Figure 1)).
The design of the conceptual model was theoretically informed by related work covering
asthma management in children (see Introduction), information systems and technology
acceptance research [49–51,58], working alliance [59,60] linked to CAs [16,61–64], behavior
change techniques (BCTs) [65], and experiential learning theory [66]. Moreover, feedback from
four asthma experts of the Swiss Lung Association, two pediatric pneumologists of Swiss
children’s hospitals, young asthma patients and their parents, and lessons learnt from prior
work, in which we developed a CA for children with obesity [67,68], was used in the design
process. The resulting conceptual model reflects the causal chain triggered by intervention
components that target (1) the engagement of the young patients with the asthma app, the CA,
the healthcare professional and supporting family member (left part of (Figure 1)) and (2) the
outcomes of the intervention (right part of (Figure 1)).
Figure 1. Conceptual model of the intervention. Note: CA = conversational agent; Intervention
components are represented by black boxes; behavioral change technique numbers [65] are
listed in brackets for each intervention component
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Communication concept
The communication concept of the intervention allowed patients to engage with the asthma
app, the CA MAX, healthcare professionals, and family members via different communication
channels. The communication concept is depicted in (Figure 2). In line with self-determination
theory [69], which describes autonomy, i.e. the need to self-regulate one’s experiences and
actions as important predictor of engagement [70], the setup of this communication system
allowed patients to independently decide with whom to interact and when, to establish
relatedness to all involved stakeholders, and to ultimately increase their competence in the
form of improved asthma management.
The CA itself followed a pre-defined intervention schedule route (see (Multimedia Appendix 1
and 2)) to communicate with all participating groups, i.e., with healthcare professionals via
email, with patients via a mobile chat app and with a family member via Short Message Service
(SMS) (see (Figure 2)). On top of these channels, there was an on-demand option to
communicate via these and the other channels (e.g., phone call or face-to-face interaction when
required or triggered by parents, the patient, or the healthcare professional).
Besides the mobile app, the intervention offered a web-based cockpit (see (Multimedia
Appendix 3), which was only accessible to the participating healthcare professionals to interact
with their patients when required for a coaching session, for monitoring their performance, or
accessing their personal information such as patient ID. Patients first accessed the MAX app via
an QR code printed on a physical card, which was handed out to them by their healthcare
professional at the beginning of the intervention (see (Multimedia Appendix 4)). Each
participant was linked to a personalized code printed on this card. This connection between
patient and healthcare professional allowed the CA to know the treating health professional so
that it can link back to its assigned human in case needed.
Figure 2. Communication concept of social actors, i.e. MAX combines different communication
channels and incorporates family members, patients, and asthma experts into on-site and
remote counselling sessions.
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Intervention components triggering adoption of and adherence to MAX
To trigger engagement and in line with the theory of planned behavior [71], self-determination
theory [69], and technology acceptance research [49,50,58], perceived characteristics of the
asthma app (i.e. perceived usefulness, ease of use, enjoyment and control) and working alliance
with the CA (i.e. goal agreement, task agreement, and attachment bond) were hypothesized to
positively influence the behavioral intention to continue working with the CA.
To positively influence the perceived characteristics of the asthma app, healthcare
professionals, who aim to build a trustful relationship with their patients as this is central in
healthcare situations [72,73], were asked to demonstrate the app to their patients as a useful,
easy to use, gamified and autonomy supporting tool for their asthma management. They hereby
provided information on the consequences of behavior to the individual (BCT 2, [65]) and
aimed at goal setting (BCT 5, [65]) early on. They introduced patients to the overall
communication concept of MAX (see (Figure 2)), which allowed the integration of all involved
stakeholders and the realization of a hybrid ubiquitous coaching approach via on-site and
remote counselling sessions. It further aimed at attaining the perception of the CA as a
trustworthy social actor that complements the healthcare professional and family team.
Moreover, a gamified and socially supported point and lottery mechanism was implemented as
an intervention component to positively influence the patient’s perceived enjoyment of the app,
https://preprints.jmir.org/preprint/25060
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which was designed to influence the subsequent behavioral intention of patients to use the
asthma app. This intervention component was informed by BCTs 11 and 12 (i.e., Prompt review
of outcome goals and Prompt rewards contingent on effort or progress towards behavior, [65]).
In detail, patients received 10 points for each finished coaching session and could achieve 160
points in total, covering the 14 intervention coaching sessions as well as the onboarding
session and a pre-test health literacy quiz. An additional 10 points were rewarded for active
participation of a family member according to the session requirements (e.g., recording a video
of the inhaling patient to examine the inhalation technique). Here, 70 additional points could be
earned. Upon finishing the complete intervention program within 30 days, the total number of
points accumulated until then were doubled and patients received automatic reminders about
how many days they had left for qualifying to double their points during the program. Also, an
extra 100 points were awarded when the family member completed a final survey at the end of
the intervention and handed out a hereby created unique code to the young patient to
withdraw the bonus points. The final total amount of achieved points were converted into
chances for a lottery, whereas more points translated into more chances. Three winners were
drawn from each participating Swiss canton (for more details on the study design see section
Study design). Each winner received a gift voucher worth 50 USD for Apple’s App store, Google’s
Play store or a visit to local movie theatre.
To build up a working alliance, healthcare professionals were asked to introduce the CA as their
personal digital assistant (BCT 3 and 29, Provide information about others’ approval and Plan
social support/social change, [65]). In addition, we also designed the CA as an autonomy
supporting (e.g., patients were able to control and setup a date and time of the digital coaching
sessions) and empathetic digital assistant of the healthcare professional (e.g., the CA introduced
itself as the personal assistant of a healthcare professional by mentioning his/her name, and,
several times during the intervention, the CA asked the patients about their emotional state
and provided personalized feedback based on their answers) in accordance with BCTs 7 and 29
(Action planning and Plan social support/social change, [65]).
Moreover, app usage reminders were triggered by the CA as in-app notifications (after 1h, 1 day
and 3 days of no interaction) and through a separate communication channel, i.e. via SMS (after
5 days to the patient and after 7 to the family member’s smartphone), to positively influence
the intention of the patient to continue working with the CA. These reminders endorsed action
planning (BCT 7, [65]) and further supported the development of relatedness [69] between
patients and their parents as important participants of the intervention.

Intervention components triggering experiential learning and outcomes
Four distinct intervention components as depicted in (Figure 1) enabled an experiential
learning cycle [66] and were assumed to influence the outcomes of the intervention, i.e.,
perception of the coaching sessions (i.e., perceived usefulness and perceived enjoyment) and
the improvement of individual asthma management (i.e., increased knowledge about asthma
and triggers of asthma attacks, and improved inhalation technique). Experiential learning
describes learning as a process that is continously grounded in experience and understood as
holistic process that fosters adaptions of the learner to the surrounding reality [66]. The four
cyclic steps that describe this process – active experimentation, concrete experience, reflective
observation, and abstract conceptualization [66] – are triggered by the intervention
components.
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The story-driven and experiential learning-based coaching sessions moderated by the CA as
overarching intervention component fosters active experimentation [66], concrete experiences
[66], and implements several BCTs (7-9,21,22, see [65] for detailed description and
(Multimedia Appendix 1 and 2) for an overview of the coaching sessions). For patients,
coaching sessions were moderated by the CA MAX, which offered a relatively simple chat-based
interface with pre-defined answer-options to multiple-choice questions, free text input (e.g.,
asking for the participant’s nickname), or number input fields (e.g., asking about the
participant’s age), and a linguistic style that evoke interpersonal closeness as this is assumed to
be positively related to the attachment bond between patient and CA [59,74]. MAX mimicked
the behavior of a real human being chatting by using emojis and some humor to build up a
social relationship [75] and working alliance [61] when conversing with patients (see
(Multimedia Appendix 7) and (Multimedia Appendix 8). To address participants’
accountability, MAX referred to earlier tasks and activities and gave positive reinforcement.
The CA could also send out personalized messages every other day to initiate a conversation,
where it began the dialogue with a warm greeting, followed by questions about the
participants’ mood, such as “How are you today?”.
In total, the intervention consisted of 14 individual coaching sessions, whereas the topics of the
coaching sessions were designed to increase cognitive skills (i.e. knowledge about asthma) and
behavioral skills (i.e. inhalation technique). Patients could conduct a maximum of one coaching
session per day in order to reduce smartphone addiction [76], where each coaching session
was designed to last between 10 to 15 minutes. Several coaching sessions required the aid of
the supporting family member, for example, to film the patient performing an inhalation (for an
exemplary video clip, see (Multimedia Appendix 9). The family member was invited by the MAX
CA via a corresponding SMS at the time the patient made the appointment for that specific
coaching session. A detailed schedule of the intervention with an overview of the coaching
sessions is outlined in (Multimedia Appendix 1).
Assuming that the need to self-regulate one’s experiences and actions as important predictor of
engagement [70] as posited by self-determination theory is also true for digital interventions,
the intervention schedule was flexible, which is an innovative approach compared to other
interventions [17,77–80] and allowed accommodating to the patients’ needs like school stress
or sickness. Patients could individualize their intervention schedule since they had the
possibility to postpone exercises at their own discretion. This gave patients significant control
over the interaction progress and its overall duration. In theory, they could prolong their
intervention significantly, but above described point reward system incentivized the
completion of the program within 30 days by doubling all achieved points when patients
complied to this time frame.
The curriculum and storytelling aspects of the intervention were derived from a validated
Swiss health literacy comic for children with asthma published by the Swiss Lung Association
[81]. Based on this comic, one expert in digital media, didactics, and learning theories wrote a
digital health literacy storybook (see (Multimedia Appendix 10 and 11) including scripts for 11
health literacy video clips for children with asthma. The storybook was proofread and validated
by two asthma experts from the Swiss Lung Association and two paediatric pneumologists.
Additionally, already established video clips covering correct inhalation techniques for children
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with asthma were integrated into intervention coaching sessions. These video clips had been
produced under the direction of Swiss healthcare professionals and are currently used by a
number of Swiss hospitals and patient organizations in their health literacy programs (for links
to the video clips see (Multimedia Appendix 1 and 2)).
Concrete learning experiences [66] were enabled through the intervention component of
behavioral experiments with social support (family member) moderated by CA. This design
allowed patients to relate to the CA and to their social support person. The behavioral
experiments addressed asthma management and aimed at improving patients’ competence
with asthma management [69]. In addition, they enabled environmental restructuring (BCT 24,
[65]) and planning of social support/social change (BCT 29, [65]).
During onboarding, healthcare professionals checked inclusion criteria with the help of a study
recruitment assessment sheet (see (Multimedia Appendix 5 and 6) when patients were
interested in participating. When patients decided not to participate in the study, healthcare
professionals noted down the corresponding reasons. Further, patients chose their supporting
family member and provided their own and their parent’s mobile phone numbers to enable
communication via the asthma app and mobile phone. Family members provided support to
young patients as intervention component by. For example, they were asked to record a short
video clip during inhalation as part of a coaching session or fill out a final intervention survey
that enabled the young patients to gain more points for the above described lottery. (Figure 3)
depicts an exemplary workflow of the integration of the different stakeholders into the MAX
intervention in the course of a behavioural intervention with social support. See (Multimedia
Appendix 9) for an exemplary video clip. The family member and the patient are notified over
their respective communication channels (i.e., SMS and in-app) about an upcoming task. Upon
completing the task (here: recording the patient during inhalation to evaluate any inhalation
mistakes), the CA MAX uploads the video on a secure server and triggers an email notification
to the child’s healthcare professional to review the video. Then, the healthcare professional
assesses the inhalation according to pre-defined inhalation guidelines (e.g., was there a
correctly executed exhalation before drug inhalation?) with the tags “correct”, “not-correct” or
“not visible in the video”. According to these assessments, an automated feedback message is
generated, which could be personalized by the healthcare professional. In a last step, the
healthcare professional sends the personalized feedback message via the web-based cockpit
and the patient receives it as an in-app notification in a separate “healthcare professional” chat
channel. Depending on the severity of the inhalation mistakes, indicated by the healthcare
professional with an additional yes/no tag, the MAX CA would ask the patient and supporting
family member to redo the video recording of the inhalation technique at the beginning of the
next coaching session.
Figure 3. The MAX intervention integrates patients, family members, and healthcare
professionals and allows a ubiquitous experiential learning experience. Here, session 1 is
shown, in which patients were prompted by the MAX CA to record a video of them during
inhalation with the help of their support family member, who were additionally informed about
the task via SMS. Once patients had created and uploaded the video to a secure server,
healthcare professionals received an email to assess the video clip with regards to inhalation
mistakes. Patients received their final feedback with comments via in-app notification. For an
exemplary video clip see (Multimedia Appendix 9).
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The

intervention components personalized feedback on inhalation technique by healthcare
professional, asthma quiz moderated by CA, and educational video clips delivered by (a) CA (firsttime only) and (b) media library allowed for reflective observation [66]. In particular, healthcare
professionals assessed the inhalation technique based on video clips record by a patients’
family member, provided individual feedback to the patients, and provided normative
information about others’ behavior (BCT 4, [65]). This was done via a dedicated chat-channel
in the web-based MAX cockpit for healthcare professionals and the mobile MAX application
(see (Figure 3)) and during on-site visits. This interaction setup extended the dyadic
interaction between patient and CA resulting in a ubiquitous experiential learning experience
besides fostering the relatedness between patients and healthcare professionals as relevant
interaction partners [69].
Healthcare quizzes were an integral part of the intervention. Patients took a healthcare quiz at
the beginning and end of the intervention as well as short quizzes that were integrated into the
conversational turns with the CA MAX. These elements of gamification aimed to increase
cognitive skills and provided information on consequences of behavior both in general as well
as to the individual (BCT 1 and 2, [65]). Participants could choose between multiple answers
and received feedback depending on the accuracy of their chosen answer. In line with selfdetermination theory, the quizzes and educational video clips, which were informed by BCT 21
and 22 (Provide instruction on how to perform the behavior and Model/Demonstrate the
behavior, [65]) aimed at strengthening the individual competence of the young patients for
managing their health condition [69].
The intervention component coping planning tasks with social support (family member)
moderated by CA closed the experiential learning cycle. It allowed patients to engage in
abstract conceptualization [66] of the behavioral and cognitive skills that they had learned
before. Also, this intervention component supported the improvement of asthma management
as the intervention outcome. In line with self-determination theory [69], it further allowed
patients to acquire overall increased competence via the integration of BCTs 7-9 (Action
planning, Barrier identification/problem solving, and Set graded tasks, [65]).
Finally, we assume that there is a positive / negative reinforcement link that connects the
outcomes of the conceptual model with the perceived characteristics of the app and working
alliance with the CA. This encourages patients to continue working with the CA and increases
engagement behavior, especially for young patients. That is, if neither the coaching sessions are
perceived useful and joyful nor improvements of asthma management can be observed as a
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result of actual participation in the intervention the expectations, then engagement in the
intervention will likely decrease, which has been shown in related interventions [82,83].

Technical implementation
The intervention was developed with the open-source software platform MobileCoach
(www.mobile-coach.eu) [68,84], which has been already used successfully for various clinical
and public health interventions [17,67,77,79,80,85,86] and ecological momentary assessments
[87–89]. MobileCoach is available under the academia- and industry-friendly open-source
Apache 2.0 license. MobileCoach-based interventions are delivered via the short-message
service (SMS), email messages, and mobile applications for the Android and iOS operating
systems. Moreover, MobileCoach-based interventions use a CA for intervention delivery.
MobileCoach client applications for iOS and Android use in-app encryption of user data. This
included password protected access to the MobileCoach Designer, a web-based interface for
intervention authors, and a web-based cockpit for chat interactions with human health
coaches. Additionally, Secure Sockets Layer (SSL) encoding was implemented to ensure privacy
and safety of any data transfer between the mobile apps, the web-based cockpit, MobileCoach
Designer, and the MobileCoach server.

Costs of intervention components
Assessing the costs of each intervention component is relevant for real-life implementations
[57]. Therefore, economic factors (e.g., budgets of hospitals or healthcare professionals’ time
allocations) also need to be taken into consideration. The development costs of the MAX
intervention, which is currently not classified as software as medical device in Switzerland and
which is still a prototype and not a product, sums up to circa 250.000 USD. This includes costs
for the storybook, software development, project management, artwork, and production of
video clips and the personalized QR code cards. Moreover, other costs per participant are
linked to intervention components that involve either incentives (see above) or efforts by
healthcare professionals. Regarding the latter, there are three such intervention components in
the MAX intervention. First, healthcare professionals carry out the onboarding of patients,
which encompasses two intervention components (i.e. (1) Demo of the asthma app by a trustful
healthcare professional as a useful, easy to use, gamified and autonomy-supporting tool and (2)
Introduction of the CA by a trustful healthcare professional as his/her digital personal assistant
(see (Figure 1)). Associated costs with these two intervention components are time needed for
preparation, conduction, and potential post-processing of this task. Second, providers were
involved at the assessment of short video clips send by the participants as described by the
intervention component Personalized feedback on inhalation technique by healthcare
professional (see (Figure 3) for detailed explanation and illustration of this task and the
according process). Here, associated costs concerned the time needed to assess the video clip
and compile their feedback. This process was costly due to the economic costs of healthcare
professionals but could be reduced to a certain extent by automatically providing a video
tutorial showing how to perform the inhalation assessment with the web-based MAX cockpit.
Since the video tutorial was integrated into every email that triggered an assessment, access to
the tutorial was straightforward and thus low-cost. All other intervention components have low
running costs as they are scalable due to their digital setup (e.g., interaction over mobile app
and with CA, digital lottery, coaching sessions moderated by CA, etc.).
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Evaluation of the Intervention
Study design
MAX was assessed in a single-arm feasibility study in two home care settings offered by the
Swiss Lung Association and four secondary care settings at hospitals in the German-speaking
part of Switzerland. The study was approved by the institutional review board of ETH Zurich
(reference number: EK 2018-N-59).
Sample size considerations
The primary objective of this single-arm feasibility study was to develop, implement, and test
the MAX intervention. Therefore, the study was exploratory by nature and thus did not include
a detailed power analysis to determine a particular sample size. However, to identify a relevant
amount of usability problems, at least 20 participants were required according to heuristics in
usability engineering [90]. Moreover, to assess the potential reach of the intervention we
decided to approach between 90 and 100 participants.
Inclusion criteria
The following inclusion criteria were defined and outlined in the corresponding intervention
flyer (see (Multimedia Appendix 12 and 13)):
(1) 10- to 15-year-old German-speaking patients diagnosed with asthma who have access to a
smartphone with Google’s Android (Version 4.1 or higher) or Apple’s iOS (9.3 or higher)
operating system and Internet access via a data contract (3G/LTE) or wireless LAN (WIFI)
to watch the health literacy video clips, to interact with the CA, and to fill out the online
surveys.
(2) Availability of a German-speaking family member of the patient (usually mother, father, or
older sibling) who has access to a smartphone with Internet access via a data contract (3G/
LTE) or wireless LAN (WIFI) to be able to e.g. to receive the SMS from MAX and to fill out the
online survey at the end of the intervention. This supporting family member must be
motivated to support the young patient every second intervention day.
There were no exclusion criteria.
Recruitment and management of study participants
The participants were recruited during a three-month period from January to March April 2019
via participating healthcare professionals at six study sites in Switzerland. The study sites were
two home care settings offered by the Swiss Lung Association (one in the canton Bern and one
in the canton Thurgau) and four secondary care settings at hospitals in the German-speaking
part of Switzerland. The healthcare professionals received instructions on how to install and
use the mobile app before the start of the intervention. Additionally, healthcare professionals
were provided with study instructions so they could consistently recruit and manage their
patients during the study (see (Multimedia Appendix 14 and 20)). This document (and every
triggered email when a inhalation video clip was submitted) also included a link to a video
tutorial (https://vimeo.com/301853805/55ffddc87b) that shows how to perform the
inhalation assessment with the web-based MAX cockpit. They were also trained to introduce
the MAX CA as their personal digital assistant. The healthcare professionals recruited patients
with a flyer that was personalized for each healthcare expert during their consultation hour
(see (Multimedia Appendix 12 and 13) for an example of a personalized flyer), or via by email,
by post, or via telephone. Additionally, participants could access a website (https://www.maxasthmacoach.ch/) for more information on the intervention (e.g. with a demonstration video
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clip showing chatting with the MAX CA), study participation, and frequently asked questions. If
a candidate was interested in participating, inclusion criteria were checked by the healthcare
professional, or, if the patient was not interested, corresponding reasons were noted down to
better understand patient’s decisions (see (Multimedia Appendix 5 and 6). After reading a
more detailed study information (see (Multimedia Appendix 15 for the German version) and
signing the consent form (see (Multimedia Appendix 16) for the German version), the
healthcare professionals gave the patients his/her personal MAX intervention card in the form
of a business card with a QR code (see (Multimedia Appendix 4)). The QR-Code could be used
with the standard photo app of a smartphone (capable of reading QR codes) and automatically
forwarded the patient to either the Android or Apple store, depending on the type of their
smartphone, to download the mobile app.
Measures
For assessing the various aspects of the intervention, we used basic demographic, asthma- and
intervention-related information (i.e. age, gender, years since asthma diagnosis, the supporting
family member during the intervention (e.g. mother), usage of mobile operating system, and
perceived uncertainty with asthma management (CA saying: “I have been taught some things
about asthma by my development team, but I am still unsure from time to time. I'm sure you
feel the same?” answer options are “No, I am an asthma expert” (1), “I know quite well how to
manage my asthma” (2), “Every now and then I feel insecure too.” (3), “Yes, I have been
uncertain a lot before.” (4))). In addition, the following metrics and instruments were assessed.
The reach of the intervention was measured by the ratio of approached participants to those
who started to interact with the CA MAX on the mobile app. Reasons for non-participation were
also gathered.
Working alliance between the patient and the CA MAX was assessed with a German-adapted
version of the Session Alliance Inventory [91] after coaching sessions 2, 8, and 14 (e.g., “MAX
and I respect each other” with answers anchored on a 7-point Likert scale ranging from “never”
(1) to “always” (7) (see (Multimedia Appendix 17)).
Acceptance of the intervention was assessed in several ways. First, perceived usefulness (“The
app helped me to increase my knowledge about my asthma”), ease of use (“The app was easy to
use”), enjoyment ( “I found the app enjoyable.”), control (“I could control many aspects of the
app”) and usage intention (“How much would you like to continue working with Max?”) were
assessed by patients at the end of the intervention with instruments adapted from information
systems research [50,92]. Single-item measures were used to reduce the burden of the
intervention and answers were anchored on 7-point Likert scales ranging from “strongly
disagree” (1) to “strongly agree” (7). Second, to get a more granular assessment for each
coaching session, perceived usefulness (“Did you learn something new?” with answer options
“No, I knew everything” (1), “Yes, some new aspects” (2), and “Yes, a lot of new aspects” (3))
and perceived enjoyment (“Did you enjoy today’s lesson?” with answer options anchored on a
5-point Likert scale ranging from “strongly disagree” (1) to “strongly agree” (5)) were assessed
at the end of each of the 14 coaching sessions randomly. A random assessment procedure with
a maximum chance of 50% was implemented, again, to reduce the burden of the intervention. If
a participant had assessed the previous session, no assessment was triggered. Third,
participation of the supporting family member (“Have you been supported today by the person
you indicated?” with answer options “yes” and “no, unfortunately not”) was measured at the
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end of each coaching session which asked for social family support, i.e. in sessions 1, 3, 5, 7, 8,
9, and 12. Fourth, during the setup procedure of the mobile app we measured which of the two
gender-specific characters of the MAX CA (either the female Maxime or male Maximilian) was
selected. Fifth, based on app usage data, we measured when participants drop out of the
intervention, i.e. did not use it anymore for 60 days. Sixth, we assessed the number of
conversational turns between patients, healthcare professionals, and the CA MAX. Finally, we
also collected positive aspects of the intervention (“What did you really like about the
intervention?”) and suggestions for improvement ("What needs to be definitely changed in a
future version?”) from patients (via an in-app conversation with the MAX CA), the supporting
family member (via a web-based survey for which the MAX CA sent a link via SMS to the family
member) and healthcare professionals (via a personal interview conducted by co-author SH).
All interview items are available in (see (Multimedia Appendix 17).

Knowledge about asthma (i.e. cognitive skill) was assessed at the beginning of the intervention
(i.e. at the end of the introductory chat with the CA MAX) and in the last session by a validated
health literacy quiz for children with asthma with a quiz score ranging from 0 (no knowledge)
to 11 (good knowledge) [81,93] (see (Multimedia Appendix 18)).
The inhalation technique of each patient (i.e. behavioral skill) was systematically assessed by
the patient’s responsible healthcare professional with the help of pre-defined evaluation
criteria (see (Table 3)). These criteria were developed by healthcare professionals of the Swiss
Lung Association and the participating pediatric pneumologists (for details see (Multimedia
Appendix 17)). The number of mistakes were counted and it was decided for each assessment
and healthcare professional whether there was a serious, potentially life-threatening,
inhalation mistake.
Intervention completion rate was assessed by dividing the number of participants who finished
the intervention within 60 days by the number of participants who started to interact with the
CA MAX.

Finally, we measured human effort and responsiveness of healthcare professionals to better
understand the costs per patient related to the intervention. Here, these costs refer to (1) the
onboarding time per patient including a demo of the app and an introduction of the CA MAX
including the time needed for preparation, conduction, and potential post-processing of this
task, (2) the assessment of video clips with the time needed to assess the video clip and
compile their feedback, and (3) the number of conversational turns in the manual / humanmanaged chat channel of the MAX app. For the first cost aspect, we asked the healthcare
professionals after the intervention to estimate the average onboarding time. For the second
cost aspect, we objectively measured the duration required to review the video clips by
healthcare professionals, the technical quality of the video clips (e.g. “Did [patient] exhale
enough before inhalation?”). For the third cost aspect, we counted and compared the number of
conversational turns between the patient and (a) the MAX CA and (b) the healthcare
professionals to better understand the extent to which the intervention can be delivered in a
scalable way. In addition, we measured the number of SMS reminders sent to patients and the
supporting family member, since these also trigger costs.
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Finally, we measured the time until patients received their feedback, i.e. from the moment the
video clip was submitted via the mobile app until the feedback was provided as further aspect
of human effort and responsiveness of healthcare professionals.

Results
The descriptive statistics of the study are shown in (Table 1). Out of the 49 participants who
started interacting with MAX, 33 were male with an average of 12 years and 5.5 years since
asthma diagnosis. Only 13 of the participants indicated that they were uncertain a lot (N=2) or
every now and then (N=11) with managing their asthma. The majority (63.3%) chose their
mother as supporting family member and iOS was used slightly more often than the Android
operating system.
The flow chart of the MAX intervention including details for non-participation and dropouts is
shown in (Figure 4). Reach was 49.5% with 49 out of 99 approached patients downloading the
app and starting to interact with the MAX CA. Availability of a smartphone was the major
reason for non-participation (N=14, 14%), and the most frequent dropouts happened during
the onboarding (N=3) and Coaching Session 6 (N=3). To better understand sessions after which
participants no longer interacted with the MAX CA (i.e. they dropped out), (Figure 5) indicates
the key task involved in each “drop out session”. It can be thought that the effort to complete a
specific coaching session and disclosing personal information (e.g. recording the inhalation
technique with the face of the patient) may have led to a dropout. Participants who finished the
intervention (N=37) did so on average within three weeks which was within the incentivized
duration of four weeks.
Figure 4. Subject acquisition and participation flow chart.

Figure 5. Participants for each coaching session and potential reasons for dropouts.
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The session alliance inventory indicated high working alliance ratings between the young
patients and the MAX CA from the very beginning of the intervention until the end (Table 1).

Technology acceptance perceptions of the young patients regarding the mobile app are shown
in (Table 1). All mean values lie clearly above the neutral scale value of four indicating positive
evaluations of the mobile app. Moreover, patients learned new aspects about asthma
management and enjoyed the coaching sessions. Out of 275 coaching sessions, in which a
family member was asked to support the young patients, patients indicated 269 times (97.8%)
that they were supported by a family member. For the gender-specific choices of the MAX CA,
all male/female participants chose the male/female CA character.

Table 1. Descriptive statistics of the patient-derived quantitative measures. Note: the % in
brackets indicate the percentage out of the 49 app installations

Construct

N (%)

Mean (SD)

Demographic and asthma related data
Females
Males
Age
Years since asthma diagnosis
Perceived uncertainty with asthma (measured in
Coaching Session 4)

16 (32.65%)
33 (67.35%)
49 (100%)
39 (79.59%)

n/a
n/a
12.04 (1.54)
5.61 (4.17)

44 (89.80%)

2.05 (0.81)

Mobile operating systems
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Android
iOS

22 (44.90%)
27 (55.10%)

n/a
n/a

Supporting family member
Mother
Father
Older brother
Older sister
Other

31 (63.27%)
9 (18.37%)
2 (4.08%)
3 (6.12%)
3 (6.12%)

n/a
n/a
n/a
n/a
n/a

Patient-MAX CA working alliance
Coaching Session 2
Coaching Session 8
Coaching Session 14

44 (89.80%)
39 (79.59%)
36 (73.47%)

6.34 (0.73)
6.14 (0.96)
6.34 (0.87)

Technology acceptance of mobile app
Perceived Usefulness
Perceived Ease of Use
Perceived Enjoyment
Perceived Control
Intention to continue working with the MAX CA

36 (73.47%)
36 (73.47%)
36 (73.47%)
36 (73.47%)
36 (73.47%)

6.42 (1.09)
6.75 (0.65)
6.47 (1.06)
5.53 (1.78)
5.58 (1.73)

Perceived usefulness of coaching session
Coaching Session 1
Coaching Session 2
Coaching Session 3
Coaching Session 4
Coaching Session 5
Coaching Session 6
Coaching Session 7
Coaching Session 8
Coaching Session 9
Coaching Session 10
Coaching Session 11
Coaching Session 12
Coaching Session 13
Coaching Session 14
Total

22 (44.90%)
10 (20.41%)
12 (24.49%)
14 (28.57%)
13 (26.53%)
14 (28.57%)
13 (26.53%)
13 (26.53%)
12 (24.49%)
16 (32.65%)
11 (22.45%)
13 (26.53%)
16 (32.65%)
13 (26.53%)
192 (100%)

1.91 (0.68)
2.50 (0.53)
2.58 (0.67)
2.36 (0.74)
2.54 (0.78)
2.29 (0.73)
2.38 (0.77)
2.31 (0.77)
2.58 (0.67)
2.50 (0.73)
1.82 (0.75)
2.38 (0.87)
1.88 (0.62)
2.15 (0.80)
2.28 (0.74)

Perceived Enjoyment of Coaching Session
Coaching Session 1
Coaching Session 2
Coaching Session 3
Coaching Session 4
Coaching Session 5
Coaching Session 6
Coaching Session 7
Coaching Session 8

22 (44.90%)
10 (20.41%)
12 (24.49%)
12 (24.49%)
13 (26.53%)
14 (28.57%)
13 (26.53%)
13 (26.53%)

4.91 (0.29)
4.70 (0.48)
4.83 (0.39)
4.83 (0.39)
4.69 (1.11)
4.79 (0.58)
5.00 (0.00)
4.69 (0.48)
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12 (24.49%)
16 (32.65%)
11 (22.45%)
13 (26.53%)
16 (32.65%)
13 (26.53%)
190 (100%)

Duration
to
complete
the
intervention
/
(based on data from participants finishing the intervention)
Average duration in days
37 (75.51%)
Average days per coaching session
37 (75.51%)
Conversational turns between the patients and the MAX CA
Participants finishing the intervention
37 (75.51%)
Participants not finishing the intervention
12 (24.48%)

4.83 (0.39)
4.81 (0.54)
4.64 (0.92)
4.69 (0.85)
4.75 (0.58)
5.00 (0.00)
4.81 (0.56)
one

coaching

session

21.46 (11.55)
1.43 (0.77)

365.49 (11.85)
129.58 (59.86)

Conversational turns between the patients and healthcare professionals
Participants finishing the intervention
37 (75.51%)
1.68 (1.68)
Participants not finishing the intervention
12 (24.49%)
1.00 (1.35)
In-app (free of cost) and SMS reminders sent to patients and supporting family member
Participants finishing the intervention
37 (75.51%)
11.57 (8.46)
Participants not finishing the intervention
12 (24.49%)
20.75 (15.88)
SMS reminders sent to patients after 5 days of non-activity
Participants finishing the intervention
37 (75.51%)
Participants not finishing the intervention
12 (24.49%)

0.24 (0.86)
2.50 (1.68)

SMS reminders sent to supporting family member after 7 days of non-activity
Participants finishing the intervention
37 (75.51%)
0.14 (0.67)
Participants not finishing the intervention
12 (24.49%)
2.00 (1.28)
Asthma knowledge (cognitive skills)
Asthma quiz score onboarding (pre-test)
Asthma quiz score coaching session 14 (post-test)
(last observation carried forward, i.e. the pre-test
value was used for 11 participants)
Asthma Quiz Score Coaching Session 14 (posttest) (complete cases, no missing values)

48 (97.96%)
48 (97.96%)

7.73 (2.24)

37 (75.51%)

9.43 (1.76)

8.79 (2.27)

The detailed qualitative feedback with exemplary quotes is provided in (Multimedia Appendix
19) and summarized as follows. First, patients liked the educational content of the intervention
and the text-based features of the CA the most. Second, supporting family members also
highlighted the educational content besides the experiential value of the intervention. Third,
healthcare professionals positively emphasized the perceived ease of use and the significant
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supporting role of family members in this intervention. For improvement suggestions to the
intervention, patients indicated that there was too much predefined text. This concern was also
shared by supporting family members. Healthcare professionals indicated that lack of access to
smartphones, especially for young patients, was a limiting factor to further increase the reach
of the intervention. In addition, healthcare professionals indicated the following features to be
considered in a future version. First, they would prefer an adaptation of the inclusion criteria,
especially regarding the age range in order to be able to further address younger and older
patients.. Second, they suggested cooperating with pneumologists and GPs to expand the
intervention to other health related topics or diseases (e.g. eating disorders or diseases with
similar complexity as asthma). Third, they suggested integrating further interaction between
the healthcare professionals and patients (e.g. follow-up questions).
Asthma knowledge (cognitive skills) scores at the beginning and end of the MAX intervention
are shown in (Table 1). Paired sample t-tests revealed a significant increase in scores and large
effects with two approaches, a complete case analysis (N = 37, t = -3.68, df = 36, p < 0.001, d =
1.19), and with the baseline observation carried forward (N=48, t = -3.54, df = 47, p < 0.001,
d=0.91).

The intervention completion rate was 75.5%, i.e. 37 out the 49 patients finished the
intervention.
Overall, 42 inhalation video clips were recorded and submitted to the healthcare professionals
(Table 2). All of these clips had sufficient technical quality for evaluation. The majority of
inhalant medications used were dry powder inhaler and metered-dose inhaler. The health
professional’s assessments of the inhalation techniques (behavioral skills) based on these video
clips are listed in (Table 3). In summary, healthcare professionals identified 0.9 inhalation
mistakes in each video clip (N=42). For two video clips, three serious inhalation mistakes were
identified, eliciting a feedback to re-send a corrected video clip. After resubmission, no severe
inhalation mistakes could be identified in the second video clip.
For the human effort and responsiveness of healthcare professionals (i.e. to better understand the
per-patient costs related to the intervention), the average time of the app onboarding process
(excluding study-specific discussions) was circa 15 minutes. Moreover, it took healthcare
professionals an average duration of 221s to assess the videos clips with a clear difference
between healthcare settings (average of 410s in primary care setting and 127s in secondary
care setting, see (Table 2)). For the responsiveness of healthcare professionals, patients received
feedback on their submitted video clips after an average of ca. 2.4 days (Table 2). In contrast to
the assessment time, there were no differences between the healthcare professionals of the
primary and secondary care settings. For the distribution of conversational turns, 99.5%
(15,078 out of 15,152) took place between patients and the MAX CA, and only 0.5% (74 out of
15,152) occurred between patients and healthcare professionals (Table 1). This indicates a
very low amount of human effort (i.e. between 1 and 1.7 conversational turns between a
healthcare professional and patient, see Table 1). Finally, between 0.1 and 2.5 SMS reminders
were sent out on average per patient by the MAX CA (Table 1), in addition to the seven SMS that
were sent out to invite the supporting family members to join the seven “social support”
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coaching sessions.

The depersonalized data can be found on the Open Science Framework
(https://osf.io/dpw9f/?view_only=3ddcfbc2007d4b36ae611f8b1dc9a5b5) for replication
purposes and future analyses (the link will be replaced with a permanent link after acceptance
of the manuscript). It should be noted that not all data can be published due to ethical
considerations and to protect the privacy of the participants of this study.
Table 2. Descriptive statistics of inhalation video clip assessments (N=42)
Variable

N (%)

Mean (SD)

Inhalant
Dry powder inhaler – Turbuhaler
Metered-dose inhaler
Dry powder inhaler – Diskus

17 (40.48%)
16 (38.10%)
9 (21.43%)

n/a
n/a
n/a

Duration of video clip assessments in seconds
2 primary care providers
14 (33.34%)
4 secondary care providers
28 (66.67%)
Total
42 (100%)

409.51 (346.48)
126.94 (102.80)
221.13 (251.39)

Inhalation mistakes identified per submitted video clip
2 primary care providers
14 (33.34%)
4 secondary care providers
28 (66.67%)
Total
42 (100%)

0.93 (0.83)
0.93 (1.30)
0.93 (1.16)

Days until feedback was provided (including weekends)
2 primary care providers
14 (33.34%)
4 secondary care providers
28 (66.67%)
Total
42 (100%)

2.25 (1.83)
2.40 (1.81)
2.34 (1.80)

Table 3. Inhalation technique assessments by healthcare professionals. Note: _ indicates the
name of the patient during the assessments
#

1
2
3
4
5

Assessment question

Questions for all assessments (N=42)
Has _ the correct posture, i.e. an upright upper
body, during inhalation?
Did _ load / prepare the device correctly?
Did _ exhale enough before inhalation?
Did _ inhale deeply and long enough through
the mouth during inhalation?
Did _ hold his breath for 5-10 seconds? OR an
alternative for the metered-dose inhaler: Were

https://preprints.jmir.org/preprint/25060

N (%)

Yes

No

Not visible
on the video

42 (100%)
30 (71.43%)
30 (71.43%)

0 (0%)
4 (9.52%)
8 (19.05%)

0 (0%)
8 (19.05%)
4 (9.52%)

34 (80.95%)

7 (16.67%)

1 (2.38%)

38 (90.48%)

4 (9.52%)

0 (0%)
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8
9
1
0
1
1
1
2
1
3
1
4

1
5

10 calm breaths taken via the upstream
chamber?
Did _ exhale slowly afterwards?
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33 (78.57%)

Additional metered-dose inhaler questions (N=16)
Has the cap of the dosing aerosol been
removed?
13 (81.25%)
Was the metered dose aerosol shaken before
inhalation?
10 (62.50%)
Was the upstream chamber used?
15 (93.75%)
Was the upstream chamber clean? (N=15, see
9)
14 (93.34%)
Was the age-appropriate upstream chamber
used? (mouthpiece, mask) (N=15, see 9)
15 (100%)
Was there a whistling sound of the upstream
chamber during inhalation? (inhaled too
strongly and quickly) *reverse coded (N=15,
see 9)
11 (73.34%)
Did _ trigger the device at the right time during
inhalation?
15 (100%)
Additional dry powder inhaler question (N=26)
Was exhaled incorrectly into the powder
inhaler so that there is a risk of clumping?
*reverse coded
22 (84.62%)

5 (11.90%)

4 (9.52%)

0 (0%)

3 (18.75%)

2 (12.50%)
1 (6.25%)

4 (25.00%)
0 (0.0%)

0 (0.0%)

1 (6.67%)

0 (0.0%)

0 (0%)

3 (20.00%)

1 (6.67%)

0 (0%)

0 (0%)

3 (11.54%)

1 (3.85%)

Additional question if the inhalant contained cortisol (N=32)
Has _ rinsed his mouth with water after
inhalation or eaten anything?
7 (21.88%)
2 (6.25%)

23 (71.88%)

Discussion
Primary findings
In this work we described the design of MAX, a smartphone-based and CA-delivered asthma
intervention that supports healthcare professionals targeting children-parent dyads in their
everyday lives. Although there have been recent review papers discussing CAs in healthcare
[94–100], the current CA is the first (to the best of the authors’ knowledge) that takes over the
role of a scalable social actor framed as a scalable assistant of a healthcare professional that
mediates communication among various relevant stakeholders in the context of chronic disease
management. For this purpose, the MAX CA uses several communication channels (e.g. in-app
chat, email, and SMS) and, therefore, “lives” not only on a smartphone in the pocket of a patient
but is rather omnipresent, i.e. MAX appears also on the phones of family members (e.g. via
SMS) or on desktop or tablet computers of healthcare professionals (e.g. via emails and via the
web-based MAX cockpit). It is also the very first time that this type of mediating CA was
assessed not only in the lab, as many other CAs [94], but in a realistic longitudinal intervention
field study in a complex socio-technical system with various stakeholders.
The design of MAX was driven by an interdisciplinary effort that resulted in a conceptual model
with intervention components informed by human behavior and experiential learning theories
[61,65,66], findings from technology acceptance research [49,51,58,101], and prior
experiences of the authors with CAs that support healthcare professionals and young
adolescent patients [67,68].
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The results of a first feasibility study indicate an overall positive evaluation with respect to the
reach of the intervention (i.e., 49.5% of 99 young patients approached did install the app and
started to interact with the MAX CA), the strong working alliance between patients and the
MAX CA, and a high acceptance of the intervention by all relevant stakeholders (i.e. healthcare
professionals, young patients and their supporting family members). Compared to very similar
CA research targeting childhood obesity [67], physical inactivity [77], or the management of
chronic pain [17], the current intervention resulted in a high overall therapeutic goal
achievement rate (75.5%) but also in improved asthma knowledge test scores and behavioral
skills (i.e. no identified inhalation mistakes anymore after the feedback from healthcare
professionals). Moreover, the MAX CA was able to motivate family members to support the
young patients most of the time when asked (97.8%). In terms of human effort and
responsiveness of healthcare professionals, it can be concluded that the MAX intervention is
scalable since most of the conversational turns (99.5%) were conducted by the patients and the
MAX CA. After the app onboarding process of which takes an average of 15 minutes, healthcare
professionals had, on average, only one conversational turn with the patients via the manual
chat channel of the MAX app when they provided their personalized feedback regarding the
inhalation technique. In addition, it took them less than four minutes to assess the inhalation
technique and three days to deliver that feedback to the patients. For each patient, this
intervention involved an average of 20 min of human effort, 10 automated SMS including 3
reminders, and additional costs for gift vouchers including lottery winnings. We minimized the
risk for smartphone addiction [76] by limiting the amount of possible sessions to one per day
and further including active exercises outside the digital environment of the app to increase
social interaction and to counteract increasing smartphone usage among children [102].
The qualitative feedback suggested a number of valued and important features, as well as
challenges and potential improvements, of the intervention. Combining results from each
question of the quantitative analysis and considering the importance and frequency mentioned,
several aspects must be discussed and eventually improved in future versions. First, technical
issues should be limited as the reach and effectiveness of such intervention is dependent on a
problem-free operation. This requires, based on the experience gathered with the MAX
intervention, a better understanding and analysis of the technical infrastructure of the
healthcare professionals’ institutions (e.g. simple-to-use patient access to broadband Internet
via WIFI in hospitals). Even though the text-based CA was perceived as positive and engaging,
participants indicated that the CA had too many pre-defined answer options. It was suggested
[103] that CAs can be influential and engaging for young patients and that open text answers
are much appreciated. However, privacy issues with CAs and open text answers were pointed
out by prior work [104] as CAs that are responsive to such inputs could potentially and
unintentionally retrieve more and more personal information.

Limitations and future work
The present study was designed as a feasibility study with a limited number of participants. It
therefore provides the basis, not the end solution, for future activities in the field. Based on our
limited sample, it is clear that the results are not representative and must be interpreted with
caution. Further, only healthcare professionals from four hospitals (e.g. pediatric
pneumologists) and two cantonal patient organizations of the Swiss Lung Association
participated in this study. That is, it is not clear whether and to which degree the MAX
intervention would work the same way with other relevant healthcare professionals, such as a
general practitioner. These non-specialized healthcare experts may require significantly more
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time for the assessment of the inhalation video clips or would not have the expertise to do so
without additional educational efforts. Another limitation of the current study pertains to the
inductive open coding of the interviews was performed by one author only (SH), resulting in a
certain bias of the qualitative results. Also, since the social support assessment was selfreported by the young patients and linked to additional points for the MAX intervention (to
increase chances to be among the winners), it can be assumed that the supportive involvement
of family members was overestimated. Finally, the MAX cockpit and, with it, the patient data,
was not integrated into hospital information systems or the information system of the patient
organization. Specifically, some data had to be stored in a redundant way (e.g. contact number,
names of the patient) in the MAX system and, thus, probably resulted in an overestimation of
efforts (e.g. the duration of the onboarding process).
The MAX intervention itself can be improved in several ways. First and foremost, as a next step
according to the multi-phase optimization strategy [57], we suggest conducting optimization
trials to identify intervention components that have a positive and significant impact on the
cognitive and behavioral skills. Here, we suggest assessing those components that are more
costly, i.e. intervention components that involve human effort. The resulting “effective”
intervention package should then be assessed in a final RCT with relevant distal health
outcomes, such as asthma control or quality of life. Moreover, we suggest incorporating a digital
biomarker that is able to predict life-threatening events (e.g. asthma attacks). For example,
there is evidence that the number of nocturnal cough events is negatively correlated with
asthma control [105,106], and that nocturnal cough in adult asthma patients can be detected
reliably with the microphone of a smartphone [89,107]. Having such a digital biomarker may
also help to further develop the MAX intervention as a just-in-time adaptive intervention
(JITAI) [108,109]. In such an intervention, after the basic psychoeducational coaching sessions
are finished, the MAX CA would message patients only when a specific state of vulnerability
[89] and state of receptivity is identified [110]. In addition, and consistent with the JITAI
approach, one may also consider an intervention component that monitors medication intake
and sends out medication reminders in case no inhalation events were detected. The systematic
assessment of inhalation video clips by healthcare professionals can also be used as a label for the
correct use of inhalation devices. Additionally, taking advantage of those labels and the latest
advances in video classification methods for activity detection [111] may enable the automatic
assessment of inhalation technology. As a consequence, this may reduce the time required to
assess the inhalation technique and may even increase the quality of the assessments.
Furthermore, since there was a clear difference in the assessment time of the inhalation video
clips between the primary and secondary care settings, a dedicated and specialized expert may
be considered for this task. However, this addition may undermine the working alliance
between the patient and the primary point of contact, i.e. the healthcare professional who takes
care of that patient. Finally, future deployments of MAX must consider a robust, technical
infrastructure with a clear focus on the easiest WIFI access possible during on-site
consultations to guarantee an efficient download of the app and onboarding process.
In case none of these additional intervention components or studies are considered, estimates
of the MAX project team indicate that the development of the current MAX intervention into a
“product” would cost another 100,000 USD. General ongoing costs include keeping intervention
content updated according to recent asthma management guidelines (costs approximately
10,000 USD every three years) and maintaining technical software (costs approximately 10,000
USD per year).
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Comparison with prior work
Digital health interventions for asthma include numerous mobile health applications that
provide patients with information and help them track symptoms or medications, often using a
gamification component [45–47]. A systematic review of 15 different digital interventions for
pediatric asthma management showed that 87% improved medication and behavioral
adherence while 53% demonstrated improved health outcomes [112]. Although these mobile
health apps offer a range of features (e.g. automated personalized texts, interactive websites
and online modules) to inform patients about asthma, they have not included scalable textbased healthcare CAs to support communication with healthcare professionals. Previous
studies in other health domains have demonstrated promising results in using CAs to improve
outcomes, such as promoting physical activity for childhood obesity [103,113]. By applying a
scalable CA for asthma specifically, the MAX intervention can provide greater healthcare
professional interaction at reduced cost, which has been a key concern in past asthma
interventions [112]. A unique advantage of MAX is its use of a three-component intervention
that involves healthcare professionals, the digital assistant MAX, and family members to
support young patients as they work on specific tasks to expand asthma knowledge and
improve behavioral skills.

Conclusions
In this study, we have shown that CAs framed as digital assistants of healthcare professionals
have the potential to improve cognitive and behavioral skills in chronic disease management,
with asthma in children as one specific example. We have demonstrated that CAs can take over
the role of a mediating social actor in a complex healthcare setting with various stakeholders
and deliver a digital health intervention in a scalable way into the everyday life of patients and
their family members. Consistent with the novel JITAI approach, this study provides further
insights into the use of CAs that, in the future, may “listen into” states of vulnerability and states
of receptivity and, as a result, direct relevant information to appropriate individuals, be it the
patient itself, a romantic partner, family member, a nurse or medical doctor. We therefore
envision a future in which scalable CAs act like a grand maestro, who dynamically directs an
orchestra through a symphony of life based on what the various musicians offer and he or she
perceives and, with each repetition, gets better and better in doing so.
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MMA 6: Study recruitment assessment (English)
MMA 7: Screenshots MAX App
MMA 8: Video Onboarding, quiz, in-app video
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MMA 20: Videoclip explanation inhalation videoclip assessment

Bibliography
1.
2.
3.
4.

Kvedar J, Fogel A, Elenko E, Zohar D. Digital medicine's march on chronic disease. Nat
Biotechnol. 2016;34(3):239-246. PMID:26963544
Frey U, Suki B. Complexity of chronic asthma and chronic obstructive pulmonary disease:
implications for risk assessment, and disease progression and control. Lancet.
2008;372(9643):1088–1099. PMID: 18805337
DiMatteo MR. The role of effective communication with children and their families in
fostering adherence to pediatric regimens. Patient Educ Couns. 2004;55(3):339–344.
PMID: 15582339
Mackey, Laura; Doody, Catherine; Werner, Erik L.; Fullen BM. Self-Management Skills in
Chronic Disease Management: What Role Does Health Literacy Have? Med Decis Mak.
2016;36(6):741–759. PMID: 27053527

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

5.
6.
7.
8.
9.

10.
11.
12.

13.
14.

15.
16.
17.
18.
19.
20.
21.

Kowatsch et al

Hill-Briggs F. Problem solving in diabetes self-management: A model of chronic illness
self-management behavior. Ann Behav Med. 2003;25(3):182–193. PMID: 12763713
Barlow JH, Ellard DR. Psycho-educational interventions for children with chronic disease,
parents and siblings: An overview of the research evidence base. Child Care Health Dev.
2004;30(6):637–645. PMID: 15527474
Voruganti T, Grunfeld E, Makuwaza T, Bender JL. Web-Based Tools for Text-Based PatientProvider Communication in Chronic Conditions: Scoping Review. J Med Internet Res.
2017;19(10):e366. PMID: 29079552
Alpert JM, Dyer KE, Lafata JE. Patient-centered communication in digital medical
encounters. Patient Educ Couns. 2017;100(10):1852–1858. PMID: 28522229
Brigden A, Anderson E, Linney C, Morris R, Parslow R, Serafimova T, et al. Digital
behaviour change interventions for younger children with chronic health conditions:
which ones work and why? A systematic review (Preprint). J Med Internet Res.
2020;22(7).
Stukus DR, Farooqui N, Strothman K, Ryan K, Zhao S, Stevens JH, et al. Real-world
evaluation of a mobile health application in children with asthma. Ann Allergy, Asthma
Immunol. 2018;120(4):395-400.e1. PMID: 29452259
Mosnaim G, Li H, Martin M, Richardson D, Belice PJ, Avery E, et al. A Tailored Mobile
Health Intervention to Improve Adherence and Asthma Control in Minority Adolescents. J
Allergy Clin Immunol Pr. 2015;3(2):288–290. PMID: 25609351
Morton RW, Elphick HE, Rigby AS, Daw WJ, King DA, Smith LJ, et al. STAAR: A randomised
controlled trial of electronic adherence monitoring with reminder alarms and feedback
to improve clinical outcomes for children with asthma. Thorax. 2017;72(4):347–354.
PMID: 27815524
Kenyon CC, Chang J, Wynter S-A, Fowler JC, Long J, Bryant-Stephens TC. Electronic
Adherence Monitoring in a High-Utilizing Pediatric Asthma Cohort: A Feasibility Study.
JMIR Res Protoc. 2016;5(2):e132. PMID: 27335355
Chan AHY, Stewart AW, Harrison J, Camargo CA, Black PN, Mitchell EA. The effect of an
electronic monitoring device with audiovisual reminder function on adherence to
inhaled corticosteroids and school attendance in children with asthma: A randomised
controlled trial. Lancet Respir Med. 2015;3(3):210–219. PMID: 25617215
Bickmore TW, Mitchell SE, Jack BW, Paasche-Orlow MK, Pfeifer LM, O’Donnell J. Response
to a relational agent by hospital patients with depressive symptoms. Interact Comput.
2010;22(4):289–298. PMID: 20628581
Bickmore TW, Picard RW. Establishing and Maintaining Long-Term Human-Computer
Relationships. ACM Transactions on Computer-Human Interaction (TOCHI). 2005; 12(2),
293-327.
Hauser-Ulrich S, Künzli H, Meier-Peterhans D, Kowatsch T. A smartphone-based health
care chatbot to promote self-management of chronic pain (SELMA): Pilot randomized
controlled trial. JMIR mHealth uHealth. 2020;8(4). PMID: 32242820
Ma T, Sharifi H, Chattopadhyay D. Virtual Humans in Health-Related Interventions: A
Meta-Analysis. Extended Abstracts of the 2019 CHI Conference on Human Factors in
Computing Systems. 2019: 1-6.
Bickmore TW, Paasche-Orlow MK. The role of information technology in health literacy
research. J Health Commun. 2012;17(SUPPL. 3):23–29. PMID: 23030559
WHO
Asthma
factsheet
[https://www.who.int/en/news-room/fact-sheets/detail/asthma]. 2017.
Patadia MO, Murrill LL, Corey J. Asthma. Symptoms and presentation. Otolaryngol Clin
North Am. 2014;47(1):23–32. PMID: 24286676

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

22.
23.
24.
25.
26.
27.
28.
29.
30.

31.
32.
33.
34.
35.
36.
37.
38.
39.
40.

Kowatsch et al

Barrios RJ, Kheradmand F, Batts LK, Corry DB. Asthma: Pathology and pathophysiology.
Arch Pathol Lab Med. 2006;130(4):447–451. PMID: 16594736
Nunes C, Pereira AM, Morais-Almeida M. Asthma costs and social impact. Asthma Res
Pract. 2017;3(1):1–11. PMID: 28078100
Eder W, Ege M, von Mutius E. The asthma epidemic. N Engl J Med. 2006;355(10):2226–
35. PMID: 17124020
Haughney J, Price D, Kaplan A, Chrystyn H, Horne R, May N, et al. Achieving asthma
control in practice: Understanding the reasons for poor control. Respir Med.
2008;102(12):1681–1693. PMID: 18815019
DeWalt DA, Berkman ND, Sheridan S, Lohr KN, Pignone MP. Literacy and health
outcomes: A systematic review of the literature. J Gen Intern Med. 2004;19(12):1228–
1239. PMID: 15610334
Wang KY, Chu NF, Lin SH, Chiang IC, Perng WC, Lai HR. Examining the causal model
linking health literacy to health outcomes of asthma patients. J Clin Nurs. 2014;23(13–
14):2031–2042. PMID: 24329740
Lindquist LA, Go L, Fleisher J, Jain N, Friesema E, Baker DW. Relationship of health
literacy to intentional and unintentional non-adherence of hospital discharge
medications. J Gen Intern Med. 2012;27(2):173–178. PMID: 21971600
Jaffee EG, Arora VM, Matthiesen MI, Meltzer DO, Press VG. Health literacy and hospital
length of stay: An inpatient cohort study. J Hosp Med. 2017;12(12):969–973. PMID:
29236095
Miles C, Arden-Close E, Thomas M, Bruton A, Yardley L, Hankins M, et al. Barriers and
facilitators of effective self-management in asthma: Systematic review and thematic
synthesis of patient and healthcare professional views. npj Prim Care Respir Med.
2017;27(1):1–21. PMID: 28993623
Chang C. Asthma in children and adolescents: A comprehensive approach to diagnosis
and management. Clin Rev Allergy Immunol. 2012;43(1–2):98–137. PMID: 22187333
Walia M, Paul L, Satyavani A, Lodha R, Kalaivani M, Kabra SK. Assessment of inhalation
technique and determinants of incorrect performance among children with asthma.
Pediatr Pulmonol. 2006;41(11):1082–1087. PMID: 16989001
Wade SL, Holden G, Lynn H, Mitchell H, Ewart C. Cognitive-behavioral predictors of
asthma morbidity in inner-city children. J Dev Behav Pediatr. 2000. p. 340–346. PMID:
11064961
Vaidyam AN, Wisniewski H, Halamka JD, Kashavan MS, Torous JB. Chatbots and
Conversational Agents in Mental Health: A Review of the Psychiatric Landscape. Can J
Psychiatry. 2019. p. 456–464. PMID: 30897957
Blake K V. Improving adherence to asthma medications: Current knowledge and future
perspectives. Curr Opin Pulm Med. 2017;23(1):62–70. PMID: 27755160
Searle A, Jago R, Henderson J, Turner KM. Children’s, parents’ and health professionals’
views on the management of childhood asthma: A qualitative study. Prim Care Respir
Med. 2017;27(1):1–6. PMID: 28894094
Kuprys-Lipinska I, Kolacinska-Flont M, Kuna P. New approach to intermittent and mild
asthma therapy: Evolution or revolution in the GINA guidelines? Clin Transl Allergy.
2020;10(1):1–14. PMID: 32514334
Potter PC. Current guidelines for the management of asthma in young children. Allergy,
Asthma Immunol Res. 2010;2(1):1–13. PMID: 20224672
Brand PLP. Key issues in inhalation therapy in children. Curr Med Res Opin Suppl.
2005;21(4):27–32. PMID: 16138942
de Benedictis D, Bush A. Asthma in adolescence: Is there any news? Pediatr Pulmonol.

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.

53.
54.
55.
56.
57.
58.

Kowatsch et al

2017;52(1):129–138. PMID: 27273858
Melani AS, Bonavia M, Cilenti V, Cinti C, Lodi M, Martucci P, et al. Inhaler mishandling
remains common in real life and is associated with reduced disease control.
2011;105(6):930–938. PMID: 21367593
Giraud V, Roche N. Misuse of corticosteroid metered-dose inhaler is associated with
decreased asthma stability. Eur Respir J. 2002;19(2):246–251. PMID: 11866004
Lavorini F, Magnan A, Christophe Dubus J, 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;102(4):593–604. PMID: 18083019
Harris K, Mosler G, Grigg J. Theory-based self-management intervention to improve
adolescents’ asthma control: A cluster randomised controlled trial protocol. BMJ Open.
2019;9(4). PMID: 31015270
Huckvale K, Morrison C, Ouyang J, Ghaghda A, Car J. The evolution of mobile apps for
asthma: An updated systematic assessment of content and tools. BMC Med.
2015;13(1):1–15. PMID: 25857569
Grossman B, Conner S, Mosnaim G, Albers J, Leigh J, Jones S, et al. Application of Human
Augmentics: A Persuasive Asthma Inhaler. J Biomed Inform. 2017;67:51–58. PMID:
28193465
Tinschert P, Jakob R, Barata F, Kramer J-N, Kowatsch T. The Potential of Mobile Apps for
Improving Asthma Self-Management: A Review of Publicly Available and Well-Adopted
Asthma Apps. JMIR mHealth uHealth. 2017;5(8):e113. PMID: 28768606
King P, Tester J. The landscape of persuasive technologies. Commun ACM.
1999;42(5):31–38.
Venkatesh V, Thong JYL, Xu X. Consumer Acceptance and Use of Information Technology:
Extending the Unified Theory of Acceptance and Use of Technology. MIS Q.
2012;36(1):157–178.
Van Der Heijden H. User Acceptance of Hedonic Information Systems. MIS Q.
2004;28(4):695–704.
Liu D, Santhanam R, & Webster J. Toward Meaningful Engagement: A Framework for
Design and Research of Gamified Information Systems. MIS Q; 2017, 41(4).
Sanders C, Rogers A, Bowen R, Bower P, Hirani S, Cartwright M, et al. Exploring barriers
to participation and adoption of telehealth and telecare within the Whole System
Demonstrator trial: A qualitative study. BMC Health Serv Res. 2012;12(1):1–12. PMID:
22834978
Sánchez-Morillo D, Crespo M, León A, Crespo Foix LF. A novel multimodal tool for
telemonitoring patients with COPD. Informatics Heal Soc Care. 2015;40(1):1–22. PMID:
24380372
Sanchez-Morillo D, Fernandez-Granero MA, Leon-Jimenez A. Use of predictive algorithms
in-home monitoring of chronic obstructive pulmonary disease and asthma: A systematic
review. Chron Respir Dis. 2016;13(3):264–283. PMID: 27097638
Klok T, Kaptein AA, Brand PLP. Non-adherence in children with asthma reviewed: The
need for improvement of asthma care and medical education. Pediatr Allergy Immunol.
2015;26(3):197–205. PMID: 25704083
Keim-Malpass J, Letzkus LC, Kennedy C. Parent/caregiver health literacy among children
with special health care needs: A systematic review of the literature. BMC Pediatr.
2015;15(1).
Collins LM. Optimization of Behavioral, Biobehavioral, and Biomedical Interventions.
Springer. 2018.
Venkatesh V, Morris MG, Davis GB, Davis FD. User Acceptance of Information Technology:

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

59.
60.
61.
62.
63.
64.
65.

66.
67.

68.
69.
70.
71.
72.
73.
74.
75.
76.
77.

Kowatsch et al

Toward a Unified View. MIS Q. 2003;27(3):425–478.
Horvath AO, Greenberg LS. Development and Validation of the Working Alliance
Inventory. J Couns Psychol. 1989;36(2):223–233.
Flückiger C, Del AC, Wampold BE, Horvath AO. The Alliance in Adult Psychotherapy: A
Meta-Analytic Synthesis. Psychotherapy. 2018;55(4):316–340.
Bickmore T, Gruber A, Picard R. Establishing the computer-patient working alliance in
automated health behavior change interventions. Patient Educ Couns. 2005;59(1):21–30.
PMID: 16198215
Provoost S, Lau HM, Ruwaard J, Riper H. Embodied conversational agents in clinical
psychology: A scoping review. J Med Internet Res. 2017;19(5). PMID: 28487267
ter Stal S, Kramer LL, Tabak M, op den Akker H, Hermens H. Design Features of Embodied
Conversational Agents in eHealth: a Literature Review. Int J Hum Comput Stud. 2020;138.
Cassell J, Sullivan J, Prevost S, Churchill E. Embodied Conversational Agents. MIT Press.
2000.
Michie S, Ashford S, Sniehotta FF, Dombrowski SU, Bishop A, French DP. A refined
taxonomy of behaviour change techniques to help people change their physical activity
and healthy eating behaviours: The CALO-RE taxonomy. Psychol Heal.
2011;26(11):1479–1498. PMID: 21678185
Kolb DA. Experiential learning: experience as the source of learning and development.
Upper Sadle River: Prentice Hall.1984.
Kowatsch T, Nißen M, Shih C-HI, Rüegger D, Filler A, Künzler F, et al. Text-based
Healthcare Chatbots Supporting Patient and Health Professional Teams : Preliminary
Results of a Randomized Controlled Trial on Childhood Obesity. Proc 17th Int Conf Intell
Virtual Agents, IVA 2017:1–10.
Kowatsch T, Volland D, Shih I, Rüegger D, Künzler F, Barata F, et al. Design and Evaluation
of a Mobile Chat App for the Open Source Behavioral Health Intervention Platform
MobileCoach. Int Conf Des Sci Res Inf Syst Technol. 2017;485–489.
Bouffard L, Ryan RM, Deci EL. Self-determination theory. Basic psychological needs in
motivation, development and wellness. New York, NY : Guilford Press. Rev québécoise
Psychol. 2017;38(3):231.
Deci EL, Olafsen AH, Ryan RM. Self-Determination Theory in Work Organizations: The
State of a Science. Annu Rev Organ Psychol Organ Behav. 2017;4(1):19–43.
Icek A. The Theory of Planned Behavior. Organ Behav Hum Decis Process.
1991;50(2):179–211.
Thom DH, Hall MA, Pawlson LG. Measuring patients’ trust in physicians when assessing
quality of care. Health Aff. 2004;23(4):124–132. PMID: 15318572
Birkhäuer J, Gaab J, Kossowsky J, Hasler S, Krummenacher P, Werner C, et al. Trust in the
health care professional and health outcome: A meta-analysis. PLoS One. 2017;12(2):1–
13. PMID: 28170443
Aron A, Aron EN, Smollan D. Inclusion of Other in the Self Scale and the Structure of
Interpersonal Closeness. J Pers Soc Psychol. 1992;63(4):596–612.
Nass C, Steuer J, Tauber ER. Computer are social actors. Conf Hum Factors Comput Syst.
1994;72–78.
Haug S, Paz Castro R, Kwon M, Filler A, Kowatsch T, Schaub MP. Smartphone use and
smartphone addiction among young people in Switzerland. J Behav Addict.
2015;4(4):299–307. PMID: 26690625
Kramer J-N, Künzler F, Mishra V, Smith SN, Kotz D, Scholz U, et al. Which Components of a
Smartphone Walking App Help Users to Reach Personalized Step Goals? Results From an
Optimization Trial. Ann Behav Med. 2020;54(7):518–528. PMID: 32182353

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

78.

79.

80.

81.
82.
83.
84.

85.
86.

87.
88.
89.

90.
91.
92.

Kowatsch et al

Kowatsch T, Nißen M, Shih C-HI, Rüegger D, Filler A, Künzler F, et al. Text-based
Healthcare Chatbots Supporting Patient and Health Professional Teams : Preliminary
Results of a Randomized Controlled Trial on Childhood Obesity. Persuas Embodied
Agents Behav Chang Work. 2017;1:1–10.
Haug S, Paz Castro R, Meyer C, Filler A, Kowatsch T, Schaub MP. A Mobile Phone-Based
Life Skills Training Program for Substance Use Prevention Among Adolescents: Pre-Post
Study on the Acceptance and Potential Effectiveness of the Program, Ready4life. JMIR
mHealth uHealth. 2017;5(10):e143. PMID: 28978498
Haug S, Castro RP, Kowatsch T, Filler A, Dey M, Schaub MP. Efficacy of a Web- and Text
Messaging-Based Intervention to Reduce Problem Drinking in Adolescents: Results of a
Cluster-Randomized Controlled Trial. J Consult Clin Psychol. 2017;85(2):147–159. PMID:
27606700
Schnyder M A, Santschi R. Auf Spurensuche im Ferienlager. Ein Lerncomic über Asthma.
Lungenliga.
2012.
https://www.lungenliga.ch/uploads/tx_pubshop/Lerncomic_Spurensuche.pdf
Zarouali B, Van Den Broeck E, Walrave M, Poels K. Predicting Consumer Responses to a
Chatbot on Facebook. Cyberpsychology, Behav Soc Netw. 2018;21(8):491–497. PMID:
30036074
Perski O, Crane D, Beard E, Brown J. Does the addition of a supportive chatbot promote
user engagement with a smoking cessation app? An experimental study. Digit Heal.
2019;5. PMID: 31620306
Filler A, Kowatsch T, Haug S, Wahle F, Staake T, Fleisch E. MobileCoach: A novel open
source platform for the design of evidence-based, scalable and low-cost behavioral
health interventions: Overview and preliminary evaluation in the public health context.
Wirel Telecommun Symp. 2015;1-6.
Stieger M, Wepfer S, Rüegger D, Kowatsch T, Roberts BW, Allemand M. Becoming More
Conscientious or More Open to Experience? Effects of a Two-Week Smartphone-Based
Intervention for Personality Change. Eur J Pers. 2020;34(3):345–366.
Haug S, Paz Castro R, Scholz U, Kowatsch T, Schaub MP, Radtke T. Assessment of the
Efficacy of a Mobile Phone-Delivered Just-in-Time Planning Intervention to Reduce
Alcohol Use in Adolescents: Randomized Controlled Crossover Trial. JMIR mHealth
uHealth. 2020;8(5):e16937. PMID: 32452818
Lüscher J, Kowatsch T, Boateng G, Santhanam P, Bodenmann G, Scholz U. Social support
and common dyadic coping in couples’ dyadic management of type II diabetes: Protocol
for an ambulatory assessment application. J Med Internet Res. 2019;21(10).
Boateng G, Sels L, Kuppens P, Lüscher J, Scholz U, Kowatsch T. Emotion Elicitation and
Capture among Real Couples in the Lab. ACM CHI Conference on Human Factors in
Computing Systems. 2020.
Barata F, Tinschert P, Rassouli F, Steurer-Stey C, Fleisch E, Puhan MA, et al. Automatic
recognition, segmentation and sex assignment of nocturnal asthmatic cough and cough
epochs in smartphone-based audio recordings: Results from an observational field study.
J Med Internet Res. 2020;22. PMID: 32459641
Nielsen J, Landauer TK. Model of the Finding of Usability Problems. Proc Interact and CHI
conf on human factors in comp syst. 1993;206–213.
Falkenström F, Hatcher RL, Skjulsvik T, Larsson MH, Holmqvist R. Development and
Validation of a 6-item Working Alliance Psychotherapy. Psychol Assess. 2014;(27):169–
183. PMID: 25346997
Kamis A, Koufaris M, Stern T. Using an Attribute-Based Decision Support System for UserCustomized Products Online: An Experimental Investigation. MIS Q. 2008;32(1):159–

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

93.
94.
95.
96.
97.
98.
99.
100.
101.
102.
103.
104.

105.
106.
107.
108.
109.

110.

Kowatsch et al

177.
Schnyder M. Begleitbericht Zur Entwicklung eines Lernmittels für Asthmakinder im Alter
von 7 bis 12 Jahren. Dissertation. 2014. Universität Bern.
Schachner T, Keller R, Wangenheim F Von. Artificial Intelligence based Conversational
Agents for Chronic Conditions: A Systematic Literature Review. J Med Internet Res. 2020;
22(9):e20701. PMID: 32924957
ter Stal S, Kramer LL, Tabak M, op den Akker H, Hermens H. Design Features of Embodied
Conversational Agents in eHealth: a Literature Review. Int J Hum Comput Stud. 2020;138.
Ma T, Chattopadhyay D, Sharifi H. Virtual humans in health-related interventions: A metaanalysis. Conf Hum Factors Comput Syst. 2019;1–6.
Tudor Car L, Dhinagaran DA, Kyaw BM, Kowatsch T, Joty S, Theng Y-L, et al.
Conversational Agents in Health Care: Scoping Review and Conceptual Analysis. J Med
Internet Res. 2020;22(8):e17158. PMID: 32763886
Laranjo L, Dunn AG, Tong HL, Kocaballi AB, Chen J, Bashir R, et al. Conversational agents
in healthcare: A systematic review. J Am Med Informatics Assoc. 2018;25(9):12481258.PMID: 30010941
Kocaballi AB, Berkovsky S, Quiroz JC, Laranjo L, Tong HL, Rezazadegan D, et al. The
personalization of conversational agents in health care: Systematic review. J Med Internet
Res. 2019; 21(11):e15360 PMID: 31697237
Montenegro JLZ, da Costa CA, da Rosa Righi R. Survey of conversational agents in health.
Expert Syst Appl. 2019. p. 56–67.
Van Der Heijden H. User Acceptance of Hedonic Information Systems. MIS Q.
2004;28(4):695–704.
Rideout V. Measuring time spent with media: The Common Sense census of media use by
US 8- to 18-year-olds. J Child Media. 2016;10(1):138–144.
Stephens TN, Joerin A, Rauws M, Werk LN. Feasibility of pediatric obesity and
prediabetes treatment support through Tess, the AI behavioral coaching chatbot. Transl
Behav Med. 2019;9(3):440–447. PMID: 31094445
Thompson D, Baranowski T. Chatbots as extenders of pediatric obesity intervention: An
invited commentary on “feasibility of Pediatric Obesity & Pre-Diabetes Treatment
Support through Tess, the AI Behavioral Coaching Chatbot.” Transl Behav Med.
2019;9(3):448–450. PMID: 31094432
Hirai K, Enseki M, Tabata H, Nukaga M, Matsuda S, Kato M, et al. Objective measurement
of frequency and pattern of nocturnal cough in children with asthma exacerbation. Ann
Allergy Immunol. 2016;117(2):169–174. PMID: 27372657
Marsden PA, Satia I, Ibrahim B, Woodcock A, Yates L, Donnelly I, et al. Objective Cough
Frequency, Airway Inflammation, and Disease Control in Asthma. Chest.
2016;149(6):1460–1466. PMID: 26973014
Barata F, Kipfer K, Weber M, Tinschert P, Fleisch E, Kowatsch T. Towards device-agnostic
mobile cough detection with convolutional neural networks. 2019 IEEE Int Conf Healthc
Informatics, ICHI. 2019;1-11.
Nahum-Shani I, Hekler EB, Spruijt-Metz D. Building health behavior models to guide the
development of just-in-time adaptive interventions: A pragmatic framework. Heal
Psychol. 2015;34(0):1209–1219. PMID: 26651462
Nahum-Shani I, Smith SN, Spring BJ, Collins LM, Witkiewitz K, Tewari A, et al. Just-in-time
adaptive interventions (JITAIs) in mobile health: Key components and design principles
for ongoing health behavior support. Ann Behav Med. 2018;52(6):446–462. PMID:
27663578
Künzler F, Mishra V, Kramer J-N, Kotz D, Fleisch E, Kowatsch T. Exploring the State-of-

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

Kowatsch et al

Receptivity for mHealth Interventions. Proc ACM Interactive, Mobile, Wearable
Ubiquitous Technol. 2019;3(4):1–27.
111. Heilbron FC, Escorcia V, Ghanem B, Niebles JC. ActivityNet: A large-scale video
benchmark for human activity understanding. Proc IEEE Comput Soc Conf Comput Vis
Pattern Recognit. 2015;961–970.
112. Ramsey RR, Plevinsky JM, Kollin SR, Gibler RC, Guilbert TW, Hommel KA. Systematic
Review of Digital Interventions for Pediatric Asthma Management. J Allergy Clin
Immunol Pract. 2020;8(4):1284–1293. PMID: 31870809
113. Kramer J-N, Künzler F, Mishra V, Presset B, Kotz D, Smith S, et al. Investigating
Intervention Components and Exploring States of Receptivity for a Smartphone App to
Promote Physical Activity: Protocol of a Microrandomized Trial. JMIR Res Protoc.
2019;8(1):e11540. PMID: 30702430

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

Kowatsch et al

Supplementary Files

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

Kowatsch et al

Figures

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

Kowatsch et al

Drop outs.

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

Kowatsch et al

Adherence Rate and Therapeutic Goal Achievement.

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

Kowatsch et al

Session Example.

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

Kowatsch et al

Stakeholders.

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

Kowatsch et al

Conceptual Model.

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

Kowatsch et al

Multimedia Appendixes

https://preprints.jmir.org/preprint/25060

[unpublished, non-peer-reviewed preprint]

JMIR Preprints

Kowatsch et al

Study information for healthcare professionals (German).
URL: https://asset.jmir.pub/assets/3957149024c10d01aaaacc635909daae.pdf
Videoclip explanation inhalation videoclip assessment.
URL: https://asset.jmir.pub/assets/c809dac6f617da826fedef98b77abb64.mp4
Qualitative Feedback.
URL: https://asset.jmir.pub/assets/22d9c95530b55f10df687c8dbd64bf50.pdf
Health Literacy quiz items (English).
URL: https://asset.jmir.pub/assets/0ccab02e9067e9aa1812d49e2a58fba9.pdf
Survey instruments.
URL: https://asset.jmir.pub/assets/acc96417e103665e2aaab1dee80965e8.pdf
Study consent patient and family member (German).
URL: https://asset.jmir.pub/assets/2f532f9236a253da34759ce97523102b.pdf
Study information patients and family member (German).
URL: https://asset.jmir.pub/assets/ce85418bbf160558747801224ca2b53a.pdf
Overview intervention coaching sessions and schedule (long).
URL: https://asset.jmir.pub/assets/3afb908768c4c286135834ee265a7325.pdf
Overview intervention coaching sessions and schedule (short) .
URL: https://asset.jmir.pub/assets/1fc0d60bb346bead3ba42d854dc370dc.pdf
Study flyer original (German).
URL: https://asset.jmir.pub/assets/1e9bfe81c56964cacc8ddd852fcf6e48.pdf
Screenplay MobileCoach Asthma (English).
URL: https://asset.jmir.pub/assets/7a6f6d4154264d2e4b4c48d3c8e24d67.pdf
Screenplay MobileCoach Asthma (German).
URL: https://asset.jmir.pub/assets/570f0eee747a47aeaf711e3f3e0a540a.pdf
Videoclip patient inhalation (German).
URL: https://asset.jmir.pub/assets/5fb6842ce2e5594f27cb6c5fbf4ddd84.mp4
Video Onboarding, quiz, in-app video.
URL: https://asset.jmir.pub/assets/e3749212b4bff2f22acab27859c56bc8.mp4
Screenshots MAX App.
URL: https://asset.jmir.pub/assets/9d290d5406e0ce300023165812740505.pdf
Study recruitment assessment (English).
URL: https://asset.jmir.pub/assets/7e35628bbbe8306ebf6213c7e5d38177.pdf
Study recruitment assessment (German).
URL: https://asset.jmir.pub/assets/e24c206474f2c97ff54ca2847e0d466f.pdf
Physical onboarding card.
URL: https://asset.jmir.pub/assets/c5ba9bc830d7865657173d88b1653dd5.pdf
Cockpit for healthcare professionals.
URL: https://asset.jmir.pub/assets/c1bbd486dafe2fde6c9aab836951b4e8.pdf
Study flyer (English).
URL: https://asset.jmir.pub/assets/c1c22189b14ce61da85c80a7ce8a5935.pdf

https://preprints.jmir.org/preprint/25060

Powered by TCPDF (www.tcpdf.org)

[unpublished, non-peer-reviewed preprint]

