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Abstract

Background: The majority of middlie-aged to older patients with chronic conditions report forgetting to take medications as
prescribed. The promotion of patients smartphone medication reminder app (SMRA) use shows promise as a feasible and
cost-effective way to support their medication adherence. Providing training on SMRA use, guided by the technol ogy acceptance
model (TAM), could be a promising intervention to promote patients app use.

Objective: Theaim of thispilot study wasto (1) assessthe feasibility of an SMRA training session designed to increase patients
intention to use the app through targeting perceived usefulness of app, perceived ease of app use, and positive subjective norm
regarding app use and (2) understand the ways to improve the design and implementation of the training session in a hospital
Setting.

Methods: A two-group design was employed. A total of 11 patients older than 40 years (median=58, SD=9.55) and taking 3
or more prescribed medications took part in the study on one of two different dates as participants in either the training group
(n=5) or nontraining group (n=6). The training group received an approximately 2-hour intervention training session designed
to target TAM variables regarding one popular SMRA, the Medisafe app. The nontraining group received an approximately
2-hour control training session where the participants individually explored Medisafe app features. Each training session was
concluded with a one-time survey and a one-time focus group.

Results: Mann-Whitney U tests revealed that the level of perceived ease of use (P=.13) and the level of intention to use an
SMRA (P=.33) were higher in the training group (median=7.00, median=6.67, respectively) than in the nontraining group
(median=6.25, median=5.83). However, the level of perceived usefulness (U=4.50, Z=-1.99, P=.05) and the level of positive
subjective norm (P=.25) werelower in thetraining group (median=6.50, median=4.29) than in the nontraining group (median=6.92,
median=4.50). Focus groups revealed the following participants perceptions of SMRA use in the real-world setting that the
intervention training session would need to emphasize in targeting perceived usefulness and positive subjective norm: (1) the
participantswould find an SMRA to be useful if they thought the app could hel p address specific strugglesin medication adherence
intheir livesand (2) the participantsthink that their family members (or health care providers) might view positively the participants
SMRA usein primary care settings (or during routine medical checkups).

Conclusions: Intervention training session, guided by TAM, appeared feasible in targeting patients’ perceived ease of use and,
thereby, increasing intention to use an SMRA. Emphasizing the real-world utility of SMRA, the training session could better
target patients' perceived usefulness and positive subjective norm that are also important in increasing their intention to use the
app.
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Introduction

Background

Approximately 87.5 million middle-aged to older adultsin the
United States report having one or more chronic conditions[1],
and 68% report not taking or filling medications as prescribed
[2]. Medication adherence is critical to reducing negative
health-related outcomes such as increased hospitalization,
morbidity, and mortality [3-5].

Poor medication adherence among middle-aged to ol der patients
with chronic conditions often stems from forgetting [2].
Complex medication schedules for chronic condition
management (ie, polypharmacy) [6] might lead these patients
to struggle with remembering medi cation schedules and, thereby,
lead them to poorly adhere to medications [7,8].

Smartphone medication reminder apps (SMRAS) that enable
users to (1) record prescribed medication information (eg,
medication type and dosing schedule) in the app, (2) receive
reminders (eg, alarm and message) from the app at thetimeto
take medications, and (3) monitor medication adherence levels
via the app [9], show promise as a way to enhance adherence
for middle-aged to older patients with chronic conditions. Inan
experimental setting, a randomized control trial revealed that
the patients with a 3-month SMRA use reported higher levels
of medication adherence compared with those without app use
[9]. In the real-world setting, an SMRA is available to
smartphone owners at little to no cost [10], and thereisa high
rate of smartphone ownership within the middle-aged to older
population. For example, 74% of US adults aged between 50
and 64 years report having smartphones [11], which indicates
that an SMRA could be utilized with little to no cost by the
majority of these adults. In thisregard, the promotion of SMRA
use among middle-aged to ol der patientswith chronic conditions
could be a feasible and cost-effective way to support their
medication adherence.

Intervention and the Aims of Pilot Study

Patients' electronic health (eHealth) technology useislikely to
be challenged by age-related declinesin eHealth literacy [12-14]
or ability to incorporate eHealth technology useinto health care
[15]. As an intervention strategy to promote middle-aged to
older adults eHealth technology use, existing studies have
helped these adults to be capable of using the technologies
through training sessions [16,17].

In the same vein, providing training on SMRA use shows
promise as an intervention strategy to promote middle-aged to
older patients app use. Existing studies haveindicated the utility
of training sessions (eg, demonstrating SMRA features to
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patients, having patients complete app-related tasks, and
providing patients with app-related education materials) in
enabling patients to use an SMRA [9,18,19]. However, little
attention has been paid to how to design an SMRA training
session to be more effective in promoting the patients’ app use,
such as which theoretical determinants of app use the training
session should focus on to ensure the patients will adopt the use
of the app.

The technology acceptance model (TAM) [20,21] provides a
useful theoretical framework for informing the design of an
SMRA training session, given its focus on the determinants of
technology use [20]. Specifically, TAM describes that users
positive perceptions of technology, such as perceived usefulness
and perceived ease of use, might lead to intention to use the
technology that might, in turn, lead to actual technology use
[22]. Furthermore, TAM describes that technology training
might lead usersto adopt the use of technology when thetraining
first increases users' levels of positive perceptions of technology
[22]. Although the more recent unified theory of acceptance
and use of technology (UTAUT) [23,24] that TAM is
incorporated into also describes technology training (ie,
facilitating condition) as the determinant of technology use, the
UTAUT describes that the training, independently of users
positive perceptions of technology, might lead users to adopt
the use of technology [23,24]. Considering this, when compared
with UTAUT, TAM may provide a clearer framework for
designing an SMRA training session that aims to ensure the
patients' app use by serving as ablueprint for tracking patients’
progressfrom receiving an SMRA training session to increasing
the levels of positive perceptions of app to adopting the use of

the app.

Among the positive perceptions of technology within TAM,
perceived usefulness is defined as the degree to which people
think their performance could be improved using a technology
[20]. Inthe case of medication adherence, performancein taking
medi cations as prescribed would beimproved using the SMRA.
Furthermore, existing studies have shown that perceived
usefulnessis positively related to intention to use a technology
[25-27]. On the basis of this prior research, it is likely that
training sessions designed to elicit perceived usefulness would
also affect intention to use an SMRA.

Another TAM variablerelated to positive perceptions, perceived
ease of use, is defined as the degree to which people think they
can use a technology with little effort [20]. Existing studies
have shown that perceived ease of use is positively related to
intention to use a technology [28-30], and the research shows
that an SMRA training session that affects patients’ perceptions
of ease at using the app islikely to lead them to use the app.
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Figure 1. Technology acceptance model (TAM) framework for a smartphone medication reminder app (SMRA) training session.
Target TAM Variables

Intervention

SMRA
Training Session

Existing studies [22,25,31,32] have extended TAM by adding
subjective norms or peopl€e’s perceptions of how others would
view the subject engaging in specific behaviors [33] such as
technology use [22]. These studies have shown that subjective
norms are positively related to intention to use a technology,
whichimpliesthat an SMRA training session that hel ps patients
to think that their family members or health care providers
would positively view the patients' app useislikely to lead the
patients to use the app. In sum, TAM could be a useful
theoretical framework guiding the design of an SMRA training
session that aims to ensure the patients' app use focusing on
the determinants of app use.

In addition to the guiding theoretical framework for the design
of the SMRA training session, addressing how to conduct the
training session in ways suitable to middle-aged to older patients
isimportant for an appropriate delivery of the training session.
Existing studies have indicated that middle-aged to older adults
might feel comfortable learning about new technology when
(2) training them in small peer groupsin a supportive location,
(2) providing them with instructions on technology use on a
large screen, and (3) providing them with hands-on experience
with technology [16,17,34]. In addition, existing studies have
indicated that an SMRA training session of approximately 2
hours might be sufficient to help patients become familiar with
app use [9,18]. Following these principles, such as conducting
an approximately 2-hour small-group SMRA training session
at ahospital, the location that advocates patients' need for health
care education [35], and where patients visit for chronic
condition management, the training session could be delivered
to patients in ways that would help them feel comfortable
learning about the app.

The study reported here, guided by TAM, aimed to (1) assess
the feasibility of an SMRA training session designed to target
patients perceived usefulness of app, perceived ease of app
use, and positive subjective norm regarding app use that might
lead to their intention to use the app (Figure 1) and (2) gain
insight into how to refine the training session in preparation for
alarger main study focusing on these theoretical determinants,
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as well as the practica implications of designing and
implementing the training session in a hospital setting.

Methods

Pilot Study Design

To meet thefirst aim of this pilot study, the researchers decided
to employ atwo-group design with asurvey method to (1) have
one group receive an SMRA training session designed to target
TAM variables (intervention training session) and have another
group receive the training session without targeting TAM
variables (control training session) and (2) assessthe differences
in outcome measures (eg, perceived usefulness of SMRA)
between the groups [36] so that precisely quantifying whether
or not the intervention training session is feasible in targeting
TAM variables could be possible [37]. To meet the second aim
of the study, the researchers decided to conduct a focus group,
whichisan appropriate method for exploring shared experiences
among a similar group of people [38], to assess why the
intervention training session is (or is not) feasible in targeting
TAM variables (eg, whether the training session content
adequately helped participants perceive the usefulness of
SMRA) by exploring participants communal perceptions of
the SMRA in relation to TAM variables at the end of each
training session.

Therefore, in this study, one group, as training group, received
an intervention training session that was concluded with a
one-time survey and a one-time focus group on one of two
different study dates. Another group, as nontraining group,
received a control training session that was concluded with a
one-time survey and a one-time focus group on another date.
The details of intervention and control training sessions are
described in the following sections.

Development of an SMRA Training Session

Theresearchers sel ected the Medisafe app (Figure 2) developed
by Medisafe Inc for SMRA training sessions. This app was
selected because it is available as a free app for both iPhone
operating system (i0S, Apple Inc) and Android devices, making
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it cost-effective and accessible to most smartphone users.
Additionally, this app has existing evidence of success with
middle-aged to older patientswith chronic conditionswho used
the Medisafe app for 6 months, reporting higher levels of
medication adherence compared with those without app use
[39].

The training sessions for both the training and nontraining
groupswere devel oped following the principles deemed suitable

Park et a

for training middle-aged to older patients to use new
technologies in general [16,17,34] and SMRA in particular
[9,18]. Specifically, the researchers decided to (1) train
participants in small groups at their local hospital, (2) use
Microsoft PowerPoint slides to provide them with instructions
on Medisafe app use, (3) provide them with hands-on experience
with the app, and (4) schedule each training session to be
approximately 2 hours.

Figure 2. Screenshots of the Medisafe app: virtua pill box (left) and reminder (right) features.
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Figure 3. Screenshot of the intervention training session PowerPoint side.
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Regarding intervention training on content for the training
group, based on middle-aged to older patients' perceptions and
experiences of SMRA use that previous studies have reported
[9,18,19], the researchers developed the content to increase
participants’ levels of perceived usefulness of Medisafe app,
perceived ease of app use, and positive subjective norm
regarding app use. In addition, as iPhone and Android phones
differ in the layout of Medisafe app, the researchers devel oped
the content for iPhone users and for Android phone users
separately to prevent participants from being confused by
instructions on app use that do not correspond with their
smartphone version of app (eg, different location of app feature
buttons; Figure 3). Regarding control training session content
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for the nontraining group, the researchers developed content
designed to lead participants to explore Medisafe app features
on their own (Table 1).

Sample and Procedures

Infall 2016, thispilot study was conducted at arural midwestern
community hospital after approval was obtained from the
university’sinstitutional review board (IRB) and the hospital’s
IRB. To recruit participants, adesignated hospital staff member
distributed recruitment materials (ie, study description and
contact information to pass on to interested patients) via email
to hedth care providers and staff members throughout the
hospital.
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Table 1. Descriptions of intervention training session and control training session.

Training session schedule

Training session content and activity

I ntervention training session for the training group (up to 2 hours)

Introduction of SMRA?® (10 min)

Targeting TAM byariables (20 min)
Perceived usefulness

Positive subjective norm

Perceived ease of use (hands-on experience
with SMRA)

Survey (10 min)

Focus group (1 hour)

Content: introduction of what an SMRA isin general and what the Medisafe app isin partic-
ular (eg, who the developer is, where and at what cost and in which languages the app is
availableto use)

Rationalefor content: patients reported satisfaction with SMRA that visually (eg, medication
pictures) supports correct medication taking [9]; patients described SMRA as useful as it
reminds of and helps set up medication routines [19]

Content: (to increase participants’ levels of perceived usefulness of SMRA) introduction of
virtual pill box (ie, feature for visually keeping track of medication list) and reminder (ie,
feature for being reminded of taking and refilling medications in a timely fashion) features
of the Medisafe app

Rationale for content: patients' perceptions of others who support patients' medication ad-
herence matter to patients’ continuous SMRA use [19]

Content: (to increase participants’ levels of positive subjective norm regarding SMRA use)
introduction of the Medfriend feature (ie, feature for notifying co-app users such as family
membersif apatient missed areminder from the app so that they could call or text the patient
to additionally remind of medication taking) of the Medisafe app

Rationale for content: patients often struggled with navigating SMRA features by missing
or misinterpreting app feature buttons [ 18]

Content: provision of step-by-step instructions on how to use virtual pill box (eg, adding
either prescribed or hypothetical medications to the app) and reminder (eg, scheduling re-
minders and receiving them from the app) features of the Medisafe app

Activity: (to increase participants' levels of perceived ease of SMRA use) participants
practice the above features following step-by-step instructions; participants repeat the practice
on their own to ensure their competency in app use

Activity: participants complete a survey measuring TAM variables

Activity: participants describe their perceptions of the Medisafe app in relation to TAM
variables

Control training session for the nontraining group (up to 2 hours)

Introduction of SMRA (10 min)

Hands-on experience with SMRA
(20 min)

Survey (10 min)

Focus group (1 hour)

Content: introduction of what an SMRA isin general and what the Medisafe app isin partic-
ular

Activity: participants explore any Medisafe app features on their own

Activity: participants complete a survey measuring TAM variables

Activity: participants describe their perceptions of the Medisafe app in relation to TAM
variables

8SMRA: smartphone medication reminder app.
bTAM: technol ogy acceptance model.

Eligible participants for the study were patients who had been
managing a chronic condition for at least 3 months preceding
the study, were taking at least 3 prescribed medications, were
aged 40 yearsor older, use asmartphone, and had no experience
of SMRA use. Hospitalized patients, patients with limited
English proficiency, and patients unable to travel to the study
location during the study period were excluded.

Interested patients contacted 2 researchers (DP and KH) to
participate in the study, and 11 participants were recruited as
the fina sample. The researchers (DP and KH) asked
participants to take part in the study on either of two different
study dates at their convenience; they were invited to a private

http://formative.,jmir.org/2017/1/e5/

room at the hospital on the date they had chosen. One date was
for the intervention training session (for training group) and
another date wasfor the control training session (for nontraining
group); participants were not informed which date was for the
intervention or control training session.

Participants arrived for their group training session, and after
obtaining informed consent, the researchers asked participants
to download the Medisafe app to their smartphones. After the
participants successfully downloaded the Medisafe app to their
smartphones, they either participated in theintervention training
session (led by researchers DP and EG on one study date) or
the control training session (led by researchers DP and KH on
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another study date). There was no incentive for the completion
of training sessions.

Data Collection

Survey

Following thefirst part of training sessions (hands-on experience
with SMRA), the parti cipants compl eted a survey questionnaire
related to demographics and TAM variables (Multimedia
Appendix 1). The following TAM variables were measured on
a 7-point Likert-type scale ranging from “strongly disagree’
(scorel) to “strongly agree” (score 7), and item scoresfor each
variable were summated and averaged to create variable scales
(eg, perceived usefulness scale) for data analysis. perceived
usefulness (6 items adapted from Davis's[20] study; mean=6.73,
median=6.83, SD=0.35), perceived ease of use (6 items adapted
from Davis's [20] study; mean=6.05, median=6.33, SD=1.51),
subjective norm (7 items adapted from Charng et a’s[40] study;
mean=4.55, median=4.43, SD=1.17), and intention to use an
SMRA (3 items adapted from Venkatesh et al’s [23] study;
mean=6.03, median=6.00, SD=0.81). Cronbach alpha was
calculated to assess an internal consistency of each variable
scale, and scores on perceived usefulness (Cronbach alpha=.79),
perceived ease of use (Cronbach alpha=.99), subjective norm
(Cronbach a pha=.88), and intention to usean SMRA (Cronbach
alpha=.97) were deemed acceptable.

Focus Groups

A focus group followed the survey. Participants were asked to
describe their perceptions of the SMRA in relation to TAM
variablesin depth; asemistructured interview guide focused on
(1) participants genera struggles related to medication
adherence, (2) past strategiesto addressthese struggles, and (3)
perceptions about using the SMRA both during the study, as
well as how they might use it in their real lives. The focus
groups were audio-recorded and then transcribed using a
transcription service; after transcription was completed, 2
researchers (DP and EG) checked the accuracy of transcripts.
The researchers removed any identifying information from the
transcripts and replaced participants’ nhames with pseudonyms.

Data Analysis

Quantitative data was analyzed using SPSS 16.0 (SPSS Inc).
Asthe assumption for normal distribution of the datawas unmet
(eg, histogram), aMann-Whitney U test was conducted to assess
whether the training group and nontraining group differ in TAM
variables.

http://formative.,jmir.org/2017/1/e5/
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The transcripts were analyzed using a first- and second-level
coding method [38] to identify the themes reflecting
participants' perceptions of the SMRA in relation to TAM
variables. Two researchers coded the transcripts independently
and compared and combined codes. Following the consolidated
criteria for reporting qualitative research guidelines [41], the
other two researchers reviewed the codes to minimize bias in
coding. In addition, the researchers discussed whether and
concluded that saturation had been reached.

Results

Participant Characteristics

Of the 11 participants, 45% (5/11) were part of the training
group and 55% (6/11) were a part of the nontraining group. All
participants were white, and the mgjority of them were female
(73%, 8/11). Participants’ ages ranged from 45 to 70 years
(median=58, SD=9.55). The magjority of participants reported
education level s of bachelor’sdegree or higher (64%, 7/11) and
annual householdincomelevels of US $90,000 or greater (73%,
8/11). All but one participant reported they had never used an
SMRA before. Chi-square tests and Mann-Whitney U tests
revealed that there were no significant differences in
demographics between training group and nontraining group
(Table 2).

Differencesin TAM Variables Between Training
Group and Nontraining Group

Mann-Whitney U tests revealed differencesin TAM variables
between the training group and nontraining group (Table 3).
Although there was no significant difference between the groups
(P=.33), thetraining group (median=6.67) reported higher levels
of intention to use an SMRA than the nontraining group
(median=5.83). In addition, athough there was no significant
difference between the groups (P=.13), the training group
(median=7.00) reported higher levels of perceived ease of use
than the nontraining group (median=6.25).

The training group (median=6.50) reported lower levels of
perceived usefulnessthan the nontraining group (median=6.92)
at the marginally significant level (U=4.50, Z=-1.99, P=.05).
In addition, although there was no significant difference between
the groups (P=.25), the training group (median=4.29) reported
lower levels of positive subjective norm than the nontraining
group (median=4.50).

JMIR Formativ Res 2017 | vol. 1|iss. 1|€5|p. 7
(page number not for citation purposes)


http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR FORMATIVE RESEARCH Park et a

Table 2. Demographic profile of the participants.

Demographics Training group (n=5) Nontraining group (n=6) P value®?

Agein years, median (SD) 58 (9.33) 60 (10.57) >.992

Gender, n (%) 06°
Female 5 (100) 3(50)
Male 0(0) 3(50)

Ethnicity, n (%) 34°
Non-Hispanic or Latino 5 (100) 5(83)
Unknown 0(0) 1(17)

Race, n (%) -
White 5 (100) 6 (100)

Education, n (%) >.998
Some college, no degree 1(20) 0(0)
Associate degree (eg, occupational) 0(0) 1(17)
Associate degree (academic) 1(20) 0(0)
Bachelor’s degree 1(20) 3(50)
Master's degree 1(20) 1(17)
Professional school degree 1(20) 0(0)

Income (USD), n (%) 762
$70,000-$79,999 0(0) 1(17)
$80,000-$89,999 0(0) 1(17)
$90,000-$99,999 2 (40) 1(17)
Greater than $100,000 2 (40) 3(50)

Experience of SMRA € use, n (%) 25P
Yes 19 (20) 0(0)
No 4(80) 6 (100)

Chronic condition, n (%)
Acid reflux 0(0) 1(17) 3P
Anxiety 0(0) 1(17) 34b
Arthritis 2 (40) 4 (67) 3gP
Asthma 1(20) 0(0) b
Back pain 1(20) 2(33) 62°
Diabetes 1(20) 2(33) &b
Epilepsy 1(20) 0(0) 2gP
Heart disease 1(20) 1(17) 89
High blood pressure 2 (40) 4(67) 38°
High cholesterol 0(0) 1(17) 3P
Ulcer or stomach disease 1(20) 0(0) 250

Number of chronic condition, n (%) 182
1 0(0) 1(17)
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Demographics Training group (n=5) Nontraining group (n=6) P value®?
2 5 (100) 1(17)
3 0(0) 3(50)
4 0(0) 1(17)
Number of prescribed medication, n (%) 692
3 2(40) 2(33)
4 1(20) 0(0)
5 1(20) 1(17)
6 1(20) 0(0)
8 0(0) 1(17)
Presence of a caregiver, n (%) 750
Yes 1(20) 1(17)
No 3(60) 5(83)

8 values calculated using Mann-Whitney U tests.
bp values calculated usi ng chi-square tests.
CSMRA: smartphone medication reminder app.

dall participants reported having no experience of SMRA use during the participant recruitment but one of them reported she previously tried and
stopped using another SMRA (different from the Medisafe app) during the focus group.

Table 3. Differencesin technology acceptance model (TAM) variables between training group and nontraining group.

Variables Interquartilerange  Training group (n=5) Nontraining group (n=6) P value
Median Mean (SD) Median Mean (SD)

Intention to use an SMRA® 5.00-7.00 6.67 6.33(0.85) 5.83 5.78 (0.75) .33

Perceived usefulness 6.50-7.00 6.50 6.50 (0.42) 6.92 6.92 (0.09) 05

Perceived ease of use 6.00-7.00 7.00 6.73 (0.43) 6.25 5.47 (1.88) 13

Positive subjective norm 4.14-5.29 4.29 4.09 (1.34) 4.50 4.93 (0.96) .25

8SMRA: smartphone medication reminder app.

Participants Perceptions of the SMRA in Relation to
TAM Variables

Throughout the focus groups, participants described their
perceptions of the SMRA inrelationto TAM variablesincluding
perceived usefulness, perceived ease of use, positive subjective
norm, and intention to use the app.

Perceived Usefulness

Participants described the real-world utility of the SMRA in
addressing specific struggles in medication adherence in their
lives. Furthermore, participants’ intention to use an SMRA was
based upon the degree to which their perceived usefulness was
positively rated.

Real-World Utility of SMRA in Medication Adherence

Participants described the utility of the SMRA in medication
adherence in terms of struggles encountered in the real-world
setting. For example, one of participants described her struggle
in remembering to take her medicationsin the evening, saying:

http://formative.,jmir.org/2017/1/e5/

My bedtime one | forget a lot, just because it’s, you
know, it’s later in the evening or whatever and | get
busy and | forget that one.

Regarding this struggle, she described the fact that SMRA users
would receive reminders from the app as helpful for
remembering medication taking, noting:

You always have your phone with you...so, the fact
that, you know, it would...vibrate [to remind of
medication taking] or do whatever you set it to, |
mean, | think that would be very helpful.

Another of the participants described strugglesin remembering
to take medications when traveling, particularly to places with
adifferent time zone. As Susanna said:

If you're travelling, you know, and you're in [name
of place] where the time changes so
drastically...Should | take it at, what | would have
taken in [name of place] or do | switch it?

Regarding this struggle, she noted that an SMRA feature that
reminds of medication taking based on local time would be
helpful as she continued:
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Then the app would go off [to remind of medication
taking] .
Yet another participant described her struggle to remember to
refill her prescriptionsin atimely fashion:

| thought | had some left but | didn’'t have any |eft.
So thenit's like, ok, you gotta call your friends over
at the pharmacy, and say, help!

This participant found the Medisafe app feature that reminds
users of their medication refilling schedule to be particularly
helpful:

The fact that it's gonna remind meisa, isa big help
to me, especially when you get 3 months out it’s, you
know;, your mind kind of goes, so.

Some of participants described struggling to manage changing
medications. For example, William said:

[11 can identify some of them, but, every few years
they change...in the last, 3or 4 months I’ ve, noticed
that, there have been a time or two | forgot them.

He went on to acknowledge the potential value of the SMRA
in helping him overcome this struggle:

If me and this phone can become friends we might be
able to set up where it could remind me pretty good.

In addition, Emily described an SMRA feature that enables
recording medications in the app in visually precise ways (ie,
virtual pill box) as helpful for managing varying medications,
asshesad:

| did like how that had, um, the pills you could put
the color and the shape...I thought that was nice.
Especially because they do change so often.

A final medication adherence struggle participants identified
was managing temporary medications. Although participants
described using specific tools (eg, Pill box and Outlook
calendar) or setting up rules or habits (eg, brushing teeth after
medication taking) as ways to support medication adherence,
they agreed that managing temporary medications could be
particularly challenging. For example, Avery noted:

One of those things that | don’t normally take, I'll
writeright onthe bottle...all the dates [ for medication
taking]...it works but if you have a lot of them it
doesn’t.

She perceived the potential value of the app as a convenient
way to manage temporary medications, noting:

It'd be alot more convenient to haveit set upin there

as a temporary, you know, a temporary dosage.
Intention to Usean SMRA

Some of participants described their intention to use an SMRA
in relation to perceived useful ness, as William said, when asked
if the participants would be willing to use the app in future:

Oh, I think it would be helpful.

More specifically, Grace described her intention to use the
reminder feature because it seems helpful for remembering
medication taking on weekends when she often ended up second

http://formative.,jmir.org/2017/1/e5/
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guessing (eg, “Did | take those before we left the house, | don’t
remember”). She explained:

Because weekends are hard for me and busy with kids

and doing thingsand so...I think 1’1l get in theroutine

of clicking those reminders...it will be a big help.
In sum, the focus groups revealed the utility of SMRA in
real-world medication adherence and indicated a potential
positive link between perceived usefulness and intention to use
the app.
Perceived Ease of Use
The nontraining group described more strugglesin SMRA use
than the training group. Furthermore, participants’ intention to

use an SMRA was based upon the degree to which their
perceived ease of use was positively rated.

Challengein SMRA Use by Nontraining Group
The nontraining group, which was given 20 min to explore
Medisafe features on their own, described difficulty in using
SMRA features that the training group was able to use after 20
min of training that involved step-by-step instruction on app
features. Nontraining group participant Emma said:

You can't sit here in 10,15 minutes and understand
what’s going on with that app.

Michael agreed:

I think 1’d need more than 20 minutes to really get a
fedl for it.

Olivia observed:

| had a little trouble navigating...one of the pills [
recorded in the app] was the wrong shape so | had
togoinand change...and it didn’t change for meright
away.

William said:
| tried to program it [reminder schedule] to 3 a day,
but, uh, the milligrams of it [regarding dosing
schedule] or whatever, um, never would let me put
thosein.

In addition, the nontraining group was unaware of SMRA
featuresthat were introduced to the training group. Emily said:
| clicked on that [ Medfriend feature] but didn’t-didn’t

know what it was so | just got out of it.
Michael observed:

| didn’t pay attention to that [virtual pill box].

Nontraining group members also had several unanswered
questions for the researchers. Emma, for instance, wanted to
know:

What kind of sound doesit make when you miss your
pill?
Andrew asked:

Can you set the reminders for different days of the
week? The times?
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Intention to Use an SMRA

Some of participants described that their intention to use an
SMRA depends on perceived ease of use, as Avery said:

W, [if] it's not easy then I’m not gonna deal with

it. Forget it.
In addition, Hannah described that she previously tried another
SMRA (different from the Medisafe app) and stopped using it
because “it wasn't as user friendly.”

In sum, focus groupsindicated the challengesin SMRA use by
the nontraining group and a potential positive link between
perceived ease of use and intention to use the app.

Positive Subjective Norm

Participants described their perceptions of others who might
view positively the participants SMRA use in the real-world
setting, such as family members or heath care providers.
Furthermore, participants’ intention to usean SMRA was based
upon the degree to which their subjective norm was positively
rated.

Family Membersand Health Care Providers

Participants described several situations in which they thought
others would positively view participants SMRA use. Some
of participants described that doctors could find patients SMRA
use to be positive. For example, Emily explained:

When you go to a doctor, they want to know, you
know, what all medicines are you on. | can never
remember...that [SMRA feature helping find
medication names] will be a very, very nice feature
to have.

Furthermore, some participants described that family members
could find patients’ SMRA use to be positive. Emily said:

For loved ones too, if anything ever happens to me,
they could take my phone...if | end up in the
emergency room...they’ [I know everything that | take,
will be right there on my phone.

In addition, Andrew described that his daughters could find
using the Medfriend feature with him to be positive, admitting:

I think my 2 daughterswould appreciate knowing that
I’mtaking my medication.

Intention to Use an SMRA

Some of participants described their intention to use an SMRA
in relation to subjective norm. For example, Grace described
her intention to use an SMRA feature that enables recording a
medication list in the app because she thought her doctor would
perceive it to be helpful. She said:

| would useit...if | go to an appointment or something,
you know, what are you on? |- can never remember
the dosages and things like that so to have it on my
phone, it'll be nice.

In contrast, Chloe described her intention to not use the
Medfriend feature because others might feel bothered by using
the feature with her, as she said:

http://formative.,jmir.org/2017/1/e5/

Park et a

No, | don't think I would need anybody to call me
because...they would get, uh, tired of saying, hey, take
your medicine. I’'m gonna take my medicine, | have
to take my medicine.

In sum, focus groupsindicated specific health care settings (eg,
primary care and routine medical checkups) in which the
participantsthink their family membersor health care providers
would find value in the participants SMRA use. Furthermore,
focus groupsindicated apotential positivelink between positive
subjective norm and intention to use an SMRA.

Discussion

Feasibility of the Intervention Training Session

One of the primary aims of this pilot study was to assess the
feasibility of an SMRA training session designed to increase
patients intention to use the app through targeting TAM
variables. The findings from this pilot study indicated that the
intervention training session was feasible in increasing an
intention to use an SMRA through targeting perceived ease of
use.

Results revealed that the level of perceived ease of use and the
level of intention to use an SMRA were higher in the training
group than in the nontraining group, and the focus groups
indicated that perceived ease of use might lead to intention to
use the app. These findings are consistent with existing studies
that have ascertained the path from technology training to
perceived ease of useto intention to usethetechnology [28,42].
In addition, these findings expand existing studies on
middle-aged to older patients SMRA use[9,18,19] by indicating
not only the utility of atraining session in promoting patients
app use but the type and focus of atraining session that could
be a promising intervention to promote patients app use: a
scheduled small-group training session in a hospital setting
focused on helping patients feel at ease navigating and using
the app by providing them with step-by-step instructions on and
hands-on experience with app features.

Limitationsand Plansfor the Future Study

The second aim of this pilot study was to understand how to
better design and implement the training session in a hospital
setting for the larger main study. There are a couple of
limitations of this pilot study that will be addressed in designing
the main study.

Asthefirst limitation of this pilot study, the findings indicated
that the intervention training session was not feasible in
increasing intention to use an SMRA through targeting perceived
usefulness and positive subjective norm. Participants indicated
in the focus groups that, not surprisingly, the perceived
usefulness and positive subjective norm might lead to intention
to use an SMRA, consistent with findings from existing TAM
literature[22,25,26,28,31,32,43]. However, quantitative results
revealed that the level of perceived usefulness and the level of
positive subjective norm in the training group did not surpass
those in the nontraining group. Understanding the reasons for
these findingsisimportant in moving forward to the main study.
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First, it may be that the intervention training session did not
adequately address perceived usefulness and positive subjective
norm, suggesting a need to refine the content of the training
session. Beyond the nonsignificant quantitative results related
to perceived usefulness and positive subjective norm, the focus
group findings may provide some insight. The focus groups
revealed that the intervention training session did not include
content that would help target perceived usefulness and positive
subjective norm.

Regarding perceived usefulness, whereas the intervention
training session focused on introducing participants to the
technical utility of SMRA in medication adherence (eg, the
virtual pill box as a visual aid for correct medication
management), throughout the focus groups, the participants
described the real-world or practical utility of an SMRA in
relation to perceived usefulness. Regarding positive subjective
norm, whereas the intervention training session focused on
introducing participants to the technical utility of SMRA that
enablestheir family membersor health care providersto monitor
and support participants’ medication adherence (ie, Medfriend
feature), many participants described the real-world reasons
behind why their family members or health care providers might
have positive views on participants app use in relation to
positive subjective norm. In other words, participantsindicated
that family members or health care providers might view
participants’ SMRA use more positively because they perceive
it to be useful in helping participants stay healthy, both in a
day-to-day sense, as well as during an emergency. In sum, it
was indicated that introducing participants to the utility of
SMRA in medication adherence without applying it to the
real-world setting might lead the intervention training session
to not adequately target perceived usefulness and positive
subjective norm. In this regard, the researchers will plan to
refine the content of the intervention training session in ways
that (1) emphasize the real-world application of SMRA to
addressing patients' specific strugglesin medication adherence
intheir lives (to better target perceived usefulness) and (2) help
the patients to see how their family members or health care
providers might benefit from the patients’ app use (to better
target positive subjective norm).

In addition, the intervention training session time allocated to
targeting TAM variables (approximately 20 min) might be
insufficient to target perceived usefulness and positive subjective
norm. For example, within 20 min, the training group
participants might feel pressed for timefor digesting instructions
on SMRA features and might pay more attention to how to use
app features than whether and how app features could support
them and their family members in (participant) medication
adherence in the real-world setting. For this pilot study, the
researchers allocated more time to quantitative and qualitative
assessments (more than an hour) than targeting TAM variables,
given that the primary aims of this study were assessing the
feasibility of theintervention training session. For future work,
theresearcherswill planto increasethetimefor targeting TAM
variables to up to 2 hours, following what the existing studies
[9,18] have done (eg, allocating up to 2 hoursto the completion
of app-related tasks) [ 18], so that the abovementioned potential
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effects of the training session time on the training session
outcomes could be mitigated.

The second limitation of this pilot study is associated with
sampling issues. Specifically, small sample size (n=11) might
result in underpowered and nonsignificant findings (ie, type I
errors) [44] and might be insufficient to ensure internal
consistencies of variable scales [45]. In addition, a power
analysis for the main study was not feasible because of the
sample size [45]. Following Hertzog's [45] suggestions for a
pilot study sample size for the power analysis, the researchers
first planned to recruit at least 20 participants in an attempt to
have at least 10 in the training group and 10 in the nontraining
group. However, meeting this aim was challenging, and it is
attributable to a couple of issues.

Recruitment in ahospital setting may have been more successful
except for thetime constraints of the hospital staff member who
assisted with recruiting (ie, the 2 weeks leading up to the study
dates she was unavailable). Addressing time constraint issues
with health care professionalsisimperative to meet the aims of
health care education [35], and the researchers will plan to
address this in the future by cooperating with multiple health
care providers and staff members, who differ in the time
availability of recruitment support, to better meet the aim of
participant recruitment for the future study. For health care
providers with limited time availability of direct recruitment
support, following Lorig's [46] suggestions, the researchers
will plan to ask them to (1) permit researchers to place a
recruitment poster and sign-up sheet in their waiting room and
(2) refer their patients interested in the study to researchersfor
more information about an SMRA training session.

Furthermore, following what existing studies have done,
utilizing more varied recruitment strategies such as (1) placing
recruitment flyers in community centers [17,18] or on social
media (given the increasing use of social media within the
middle-aged to older population) [47], (2) recruiting potential
participants at hospital events [24], (3) using the snowball
sampling method [48], and (4) using participant incentives (eg,
a gift card) [16,18,19] might facilitate meeting the aim of
participant recruitment for this pilot study that the researchers
will plan to do for the future study.

Utilizing the above recruitment strategies, in addition to
increasing participant number, the researchers will plan to
increase participant diversity for the future study, given that all
participants in this pilot study were white and the majority of
them werefemal e and with higher education and incomelevels.
Existing studies have indicated the impact that demographic
variables have on patients medication adherence behaviors
[8,49] and might have on their SMRA use. In this regard,
recruiting alarger and more diverse sample, the researcherswill
plan to assess the feasibility of an SMRA training session in
targeting TAM variables for patients across demographics.

Conclusions

The findings from this pilot study confirm that an SMRA
training session for middle-aged to older patients with chronic
conditionsisimportant in promoting their app use. Specificaly,
the value in designing a TAM-based training session was
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indicated, such that the intervention training session appeared
feasible in leading patients to adopt the use of an SMRA by
first targeting perceived ease of use, guided by TAM. The
findings also provide practical implicationsthat will inform the
design of the larger main study. Refining intervention training
session content (ie, focusing on the utility of an SMRA in the
real-world setting) informed by this study and providing patients

Park et a

the training session might better help increase patients' levels
of perceived usefulness and positive subjective norm that might
also lead them to adopt the use of an SMRA. In addition,
cooperating with multiple health care professionalsin participant
recruitment could help secure a sufficient and continuous
recruitment support for meeting the aim of participant
recruitment in a hospital setting.

with sufficient timefor digesting instructions on SMRA features,

Conflictsof Interest
None declared.

Multimedia Appendix 1

Measurement items for perceived usefulness, perceived ease of use, subjective norm, and intention to use an SMRA.
[PDE File (Adobe PDF File), 17 KB-Multimedia Appendix 1]

References

1. Ward BW, Schiller JS, Goodman RA. Multiple chronic conditions among US adults: 22012 update. Prev Chronic Dis2014
Apr;11:E62 [FREE Full text] [doi: 10.5888/pcd11.130389] [Medline: 24742395]

2. Langer Research Associates. National Community Pharmacists Association. 2013. Medication Adherencein America: A
National Report Card URL : http://www.ncpa.co/adherence/AdherenceReportCard Full.pdf [accessed 2017-05-04] [WebCite
Cache |D 6qCFLGZPS]

3.  Fitzgerad AA, Powers JD, Ho PM, Maddox TM, Peterson PN, Allen LA, et al. Impact of medication nonadherence on
hospitalizations and mortality in heart failure. J Card Fail 2011 Aug;17(8):664-669. [doi: 10.1016/j.cardfail.2011.04.011]
[Medline: 21807328]

4. GlassTR, Sterne JA, Schneider MP, De Geest S, Nicca D, Furrer H, et al. Self-reported nonadherence to antiretroviral
therapy asapredictor of viral failureand mortality. AIDS 2015;29(16):2195-2200. [doi: 10.1097/QAD.0000000000000782]
[Medline: 26544582]

5. HoPM, Rumsfeld JS, Masoudi FA, McClure DL, Plomondon ME, Steiner JF, et al. Effect of medication nonadherence on
hospitalization and mortality among patients with diabetes mellitus. Arch Intern Med 2006 Sep;166(17):1836-1841. [doi:
10.1001/archinte.166.17.1836] [Medline: 17000939]

6. Libby AM, Fish DN, Hosokawa PW, Linnebur SA, Metz KR, Nair KV, et a. Patient-level medication regimen complexity
across populations with chronic disease. Clin Ther 2013 Apr;35(4):385-398.€l. [doi: 10.1016/j.clinthera.2013.02.019]
[Medline: 23541707]

7.  Nachega JB, Parienti JJ, Uthman OA, Gross R, Dowdy DW, Sax PE, et al. Lower pill burden and once-daily antiretroviral
treatment regimensfor HIV infection: ameta-analysis of randomized controlled trials. Clin Infect Dis 2014;58(9):1297-1307.
[doi: 10.1093/cid/ciu046] [Medline: 24457345]

8.  Rolnick SJ, Pawloski PA, Hedblom BD, Asche SE, Bruzek RJ. Patient characteri stics associated with medication adherence.
Clin Med Res 2013 Jun;11(2):54-65 [FREE Full text] [doi: 10.3121/cmr.2013.1113] [Medline: 23580788]

9. Miradd, Navarro |, BotellaF, Borras F, Nufio-Solinis R, Orozco D, et al. A Spanish pillbox app for elderly patients taking
multiple medications: randomized controlled trial. JMed Internet Res 2014 Apr 04;16(4):€99. [doi: 10.2196/jmir.3269]
[Medline: 24705022]

10. Dayer L, Heldenbrand S, Anderson P, Gubbins PO, Martin BC. Smartphone medication adherence apps: potential benefits
to patientsand providers. JAm Pharm Assoc 2013;53(2):172-181. [doi: 10.1331/JAPhA.2013.12202] [Medline: 23571625]

11. Pew Research Center. Pew Internet. 2017. Who owns cellphones and smartphones URL: http://www.pewinternet.org/chart/
who-owns-cellphones-and-smartphones/ [accessed 2017-05-04] [WebCite Cache ID 6gCFa6qlP]

12. Cho J, Park D, Lee HE. Cognitive factors of using health apps: systematic analysis of relationships among health
consciousness, health information orientation, eHealth literacy, and health app use efficacy. JMed Internet Res 2014
May;16(5):e125 [FREE Full text] [doi: 10.2196/jmir.3283] [Medline: 24824062]

13. Tennant B, Stellefson M, Dodd V, Chaney B, Chaney D, Paige S, et a. eHealth literacy and Web 2.0 health information
seeking behaviors among baby boomers and older adults. J Med Internet Res 2015 Mar;17(3):€70 [FREE Full text] [doi:
10.2196/jmir.3992] [Medline: 25783036]

14. Xesfingi S, Vozikis A. eHedlth literacy: in the quest of the contributing factors. Interact JMed Res 2016;5(2):€16 [FREE
Full text] [doi: 10.2196/ijmr.4749] [Medline: 27226146]

15. Norman CD, Skinner HA. eHealth literacy: essential skillsfor consumer health in a networked world. JMed Internet Res
2006;8(2):€9 [FREE Full text] [doi: 10.2196/jmir.8.2.€9] [Medline: 16867972]

16. Cook N, Winkler SL. Acceptance, usability and health applications of virtual worlds by older adults: afeasibility study.
JMIR Res Protoc 2016;5(2):e81 [FREE Full text] [doi: 10.2196/resprot.5423] [Medline: 27256457]

http://formative.jmir.org/2017/1/e5/ JMIR Formativ Res 2017 | vol. 1]iss. 1| €5 | p. 13

(page number not for citation purposes)

RenderX


https://jmir.org/api/download?alt_name=formative_v1i1e5_app1.pdf&filename=71bd26b394869a8d5daf12dd9eac4728.pdf
https://jmir.org/api/download?alt_name=formative_v1i1e5_app1.pdf&filename=71bd26b394869a8d5daf12dd9eac4728.pdf
https://www.cdc.gov/pcd/issues/2014/13_0389.htm
http://dx.doi.org/10.5888/pcd11.130389
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24742395&dopt=Abstract
http://www.ncpa.co/adherence/AdherenceReportCard_Full.pdf
http://www.webcitation.org/

                                            6qCFLGZPS
http://www.webcitation.org/

                                            6qCFLGZPS
http://dx.doi.org/10.1016/j.cardfail.2011.04.011
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21807328&dopt=Abstract
http://dx.doi.org/10.1097/QAD.0000000000000782
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26544582&dopt=Abstract
http://dx.doi.org/10.1001/archinte.166.17.1836
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17000939&dopt=Abstract
http://dx.doi.org/10.1016/j.clinthera.2013.02.019
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23541707&dopt=Abstract
http://dx.doi.org/10.1093/cid/ciu046
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24457345&dopt=Abstract
http://www.clinmedres.org/cgi/pmidlookup?view=long&pmid=23580788
http://dx.doi.org/10.3121/cmr.2013.1113
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23580788&dopt=Abstract
http://dx.doi.org/10.2196/jmir.3269
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24705022&dopt=Abstract
http://dx.doi.org/10.1331/JAPhA.2013.12202
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23571625&dopt=Abstract
http://www.pewinternet.org/chart/who-owns-cellphones-and-smartphones/
http://www.pewinternet.org/chart/who-owns-cellphones-and-smartphones/
http://www.webcitation.org/

                                            6qCFa6qlP
http://www.jmir.org/2014/5/e125/
http://dx.doi.org/10.2196/jmir.3283
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24824062&dopt=Abstract
http://www.jmir.org/2015/3/e70/
http://dx.doi.org/10.2196/jmir.3992
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25783036&dopt=Abstract
http://www.i-jmr.org/2016/2/e16/
http://www.i-jmr.org/2016/2/e16/
http://dx.doi.org/10.2196/ijmr.4749
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27226146&dopt=Abstract
http://www.jmir.org/2006/2/e9/
http://dx.doi.org/10.2196/jmir.8.2.e9
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16867972&dopt=Abstract
http://www.researchprotocols.org/2016/2/e81/
http://dx.doi.org/10.2196/resprot.5423
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27256457&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR FORMATIVE RESEARCH Park et a

17. XieB. Effects of an eHedlth literacy intervention for older adults. JMed Internet Res 2011;13(4):€90 [FREE Full text]
[doi: 10.2196/jmir.1880] [Medline: 22052161]

18. Grindrod KA, Li M, GatesA. Evaluating user perceptions of mobile medication management applicationswith older adults:
ausability study. IMIR Mhealth Uhealth 2014;2(1):e11 [FREE Full text] [doi: 10.2196/mhealth.3048] [Medline: 25099993]

19. Martin CA, Upvall MJ. A mobile phone HIV medication adherence intervention: acceptability and feasibility study. JAssoc
Nurses AIDS Care 2016;27(6):804-816. [doi: 10.1016/j.jana.2016.07.002] [Medline: 27497514]

20. DavisFD. Perceived usefulness, perceived ease of use, and user acceptance of information technology. MIS Q 1989
Sep; 13(3):319-340. [doi: 10.2307/249008]

21. DavisFD, Bagozzi RP, Warshaw PR. User acceptance of computer technology: a comparison of two theoretical models.
Manage Sci 1989 Aug;35(8):982-1003. [doi: 10.1287/mnsc.35.8.982]

22. VenkateshV, DavisFD. A theoretical extension of the technology acceptance model: four longitudinal field studies. Manage
Sci 2000;46(2):186-204. [doi: 10.1287/mnsc.46.2.186.11926]

23.  Venkatesh V, Morris MG, Davis GB, Davis FD. User acceptance of information technology: toward a unified view. MIS
Q 2003 Sep;27(3):425-478 [FREE Full text]

24. Venkatesh V, Thong JY, Xu X. Consumer acceptance and use of information technol ogyxtending the unified theory of
acceptance and use of technology. MIS Q 2012 Mar;36(1):157-178.

25. Choi G, Chung H. Applying the technology acceptance model to social networking sites (SNS): impact of subjective norm
and social capital on the acceptance of SNS. Int JHum Comput Interact 2013;29(10):619-628. [doi:
10.1080/10447318.2012.756333]

26. Lazard AJ, Watkins |, Mackert MS, Xie B, Stephens KK, Shalev H. Design simplicity influences patient portal use: the
role of aesthetic evaluations for technology acceptance. JAm Med Inform Assoc 2016 Apr;23(el):e157-e161 [FREE Full
text] [doi: 10.1093/jamia/ocv174] [Medline: 26635314]

27. Galego MD, Bueno S, Racero FJ, Noyes J. Open source software: the effects of training on acceptance. Comput Human
Behav 2015;49:390-399. [doi: 10.1016/j.chb.2015.03.029]

28. Giovanni Mariani M, Curcuruto M, Gaetani 1. Training opportunities, technology acceptance and job satisfaction: a study
of Italian organizations. J Workplace Learn 2013;25(7):455-475. [doi: 10.1108/JWL -12-2011-0071]

29. Wang BR, Park JY, Chung K, Choi IY. Influential factors of smart health users according to usage experience and intention
to use. Wirel Pers Commun 2014;79(4):2671-2683. [doi: 10.1007/s11277-014-1769-0]

30. Wilson EV, Lankton NK. Modeling patients acceptance of provider-delivered e-Health. JAm Med Inform Assoc
2004;11(4):241-248. [doi: 10.1197/jamia.M1475]

31. Arpaci |I. Understanding and predicting students' intention to use mobile cloud storage services. Comput Human Behav
2016 May;58:150-157. [doi: 10.1016/j.chb.2015.12.067]

32. LinSP, Yang HY. Exploring key factorsin the choice of e-Health using an asthma care mobile service model. Telemed J
E Health 2009;15(9):884-890. [doi: 10.1089/tmj.2009.0047] [Medline: 19919195]

33. Fishbein M, Ajzen |. Belief, Attitude, Intention, and Behavior: An Introduction to Theory and Research. Reading, MA:
Addison-Wesley; 1975.

34. Gatti FM, Brivio E, Galimberti C. “Thefutureisourstoo”: atraining processto enable the learning perception and increase
self-efficacy in the use of tabletsin the elderly. Educ Gerontol 2017;43(4):209-224. [doi: 10.1080/03601277.2017.1279952]

35. Miller MA, Stoeckel PR. Client Education: Theory and Practice. Sudbary, MA: Jones and Bartlett Publishers; 2011.

36. Grove SK, Burns N, Gray JR. The Practice of Nursing Research: Appraisal, Synthesis, and Generation of Evidence. 7th
edition. St. Louis, MO: Elsevier/Saunders; 2013.

37. Noar SM, Head KJ. Trends in the research and practice of health communication campaigns. Sociol Compass 2011
Jun;5(6):426-438. [doi: 10.1111/j.1751-9020.2011.00379.x]

38. Tracy SJ. Qualitative Research Methods: Collecting Evidence, Crafting Analysis, Communicating Impact. Hoboken, NJ:
Wiley-Blackwell; 2013.

39. WadeRL, Clancey B, Michaeli J. Improvement in antihypertensive and chol esterol-lowering medication persistence using
amobile technology application. Value Health 2016 May;19(3):A306. [doi: 10.1016/j.jval.2016.03.658]

40. Charng HW, Piliavin JA, Callero PL. Roleidentity and reasoned action in the prediction of repeated behavior. Soc Psychol
Q 1988 Dec;51(4):303-317.

41. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for
interviews and focus groups. Int J Qual Health Care 2007;19(6):349-357 [FREE Full text] [doi: 10.1093/intghc/mzm042]
[Medline: 17872937]

42. Aggdidis VP, Chatzoglou PD. Using a modified technology acceptance model in hospitals. Int J Med Inform 2009
Feb;78(2):115-126. [doi: 10.1016/].ijmedinf.2008.06.006] [Medline: 18675583]

43. Escobar-Rodriguez T, Monge-Lozano P. The acceptance of Moodle technology by business administration students. Comput
Educ 2012 May;58(4):1085-1093. [doi: 10.1016/j.compedu.2011.11.012]

44. Beiwinkel T, Kindermann S, Maier A, Kerl C, Moock J, Barbian G, et al. Using smartphones to monitor bipolar disorder
symptoms: apilot study. IMIR Ment Health 2016;3(1):e2 [FREE Full text] [doi: 10.2196/mental.4560] [Medline: 26740354]

http://formative.jmir.org/2017/1/e5/ JMIR Formativ Res 2017 |vol. 1]iss. 1| €5 | p. 14

(page number not for citation purposes)


http://www.jmir.org/2011/4/e90/
http://dx.doi.org/10.2196/jmir.1880
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22052161&dopt=Abstract
http://mhealth.jmir.org/2014/1/e11/
http://dx.doi.org/10.2196/mhealth.3048
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25099993&dopt=Abstract
http://dx.doi.org/10.1016/j.jana.2016.07.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27497514&dopt=Abstract
http://dx.doi.org/10.2307/249008
http://dx.doi.org/10.1287/mnsc.35.8.982
http://dx.doi.org/10.1287/mnsc.46.2.186.11926
https://nwresearch.wikispaces.com/file/view/Venkatesh+User+Acceptance+of+Information+Technology+2003.pdf
http://dx.doi.org/10.1080/10447318.2012.756333
http://europepmc.org/abstract/MED/26635314
http://europepmc.org/abstract/MED/26635314
http://dx.doi.org/10.1093/jamia/ocv174
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26635314&dopt=Abstract
http://dx.doi.org/10.1016/j.chb.2015.03.029
http://dx.doi.org/10.1108/JWL-12-2011-0071
http://dx.doi.org/10.1007/s11277-014-1769-0
http://dx.doi.org/10.1197/jamia.M1475
http://dx.doi.org/10.1016/j.chb.2015.12.067
http://dx.doi.org/10.1089/tmj.2009.0047
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19919195&dopt=Abstract
http://dx.doi.org/10.1080/03601277.2017.1279952
http://dx.doi.org/10.1111/j.1751-9020.2011.00379.x
http://dx.doi.org/10.1016/j.jval.2016.03.658
http://intqhc.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=17872937
http://dx.doi.org/10.1093/intqhc/mzm042
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17872937&dopt=Abstract
http://dx.doi.org/10.1016/j.ijmedinf.2008.06.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18675583&dopt=Abstract
http://dx.doi.org/10.1016/j.compedu.2011.11.012
http://mental.jmir.org/2016/1/e2/
http://dx.doi.org/10.2196/mental.4560
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26740354&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR FORMATIVE RESEARCH Park et a

45. Hertzog MA. Considerationsin determining sample size for pilot studies. Res Nurs Health 2008 Apr;31(2):180-191. [doi:
10.1002/nur.20247] [Medline: 18183564]

46. Lorig K. Patient Education: A Practical Approach. 3rd edition. Thousand Oaks, CA: Sage Publications; 2001.

47. Pew Research Center. Pew Internet. 2017. Social Media Fact Sheet URL : http://www.pewinternet.org/fact-sheet/social-media/
[accessed 2017-08-11] [WebCite Cache ID 6sdIP58UU]

48. Rising CJ, Bol N, Kreps GL. Age-related use and perceptions of eHealth in men with prostate cancer: aweb-based survey.
JMIR Cancer 2015;1(1):€6. [doi: 10.2196/cancer.4178] [Medline: 28410165]

49. HawkinsLA, Kilian S, Firek A, Kashner TM, Firek CJ, Silvet H. Cognitive impairment and medication adherence in
outpatients with heart failure. Heart Lung 2012;41(6):572-582. [doi: 10.1016/j.hrtIng.2012.06.001] [Medline: 22784869]

Abbreviations

IRB: institutional review board

SMRA: smartphone medication reminder app

TAM: technology acceptance model

UTAUT: unified theory of acceptance and use of technology

Edited by G Eysenbach; submitted 11.05.17; peer-reviewed by K Grindrod, B Xie, K Blondon, J Apolinario-Hagen; comments to
author 04.07.17; revised version received 25.08.17; accepted 23.09.17; published 10.11.17

Please cite as:

Park DY, Goering EM, Head KJ, Bartlett Ellis RJ

Implications for Training on Smartphone Medication Reminder App Use by Adults With Chronic Conditions: Pilot Sudy Applying
the Technol ogy Acceptance Model

JMIR Formativ Res 2017;1(1):e5

URL: http://formative.jmir.org/2017/1/e5/

doi: 10.2196/formative.8027

PMID: 30684397

©Daniel Y Park, Elizabeth M Goering, Katharine J Head, Rebecca J Bartlett Ellis. Originally published in IMIR Formative
Research (http:/formative,jmir.org), 10.11.2017. This is an open-access article distributed under the terms of the Cresative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in IMIR Formative Research, is properly cited. The
complete bibliographic information, alink to the origina publication on http://formative.jmir.org, as well as this copyright and
license information must be included.

http://formative.jmir.org/2017/1/e5/ JMIR Formativ Res 2017 | vol. 1]iss. 1| €5 | p. 15
(page number not for citation purposes)

RenderX


http://dx.doi.org/10.1002/nur.20247
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18183564&dopt=Abstract
http://www.pewinternet.org/fact-sheet/social-media/
http://www.webcitation.org/

                                            6sdlP58UU
http://dx.doi.org/10.2196/cancer.4178
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28410165&dopt=Abstract
http://dx.doi.org/10.1016/j.hrtlng.2012.06.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22784869&dopt=Abstract
http://formative.jmir.org/2017/1/e5/
http://dx.doi.org/10.2196/formative.8027
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30684397&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

