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Abstract
Background: Although many smoking cessation smartphone apps exist, few have been independently evaluated, particularly
in older populations. In 2017, of the 112 commercially available smoking cessation apps in Australia, only 6 were deemed to be
of high quality, in that they partially adhered to Australian guidelines. Mobile health (mHealth) apps have the potential to modify
smoking behavior at a relatively low cost; however, their acceptability in older smokers remains unknown. Rigorous scientific
evaluation of apps is thus urgently needed to assist smokers and clinicians alike.
Objective: We conducted a pilot randomized controlled trial to evaluate the feasibility of a large-scale trial to assess the use
and acceptability of a high-quality smoking cessation app in older smokers.
Methods: Adult inpatient and outpatient smokers with computer and smartphone access were recruited face to face and via
telephone interviews from Metropolitan Hospitals in Brisbane, Australia. Participants were randomized 1:1 to the intervention
(requested to download the “My QuitBuddy” smoking cessation app on their smartphone) or the control group (provided access
to a tailored smoking cessation support webpage [Quit HQ]). The My QuitBuddy app is freely available from app stores and
provides personalized evidenced-based smoking cessation support. Quit HQ offers regular email support over 12 weeks. No
training or instructions on the use of these e-resources were given to participants. Outcomes at 3 months included recruitment
and retention rates, use and acceptability of e-resource (User Version of the Mobile App Rating Scale [uMARS]), changes in
quitting motivation (10-point scale), and self-reported smoking abstinence.
Results: We randomized 64 of 231 potentially eligible individuals (27.7%). The mean age of participants was 62 (SD 8). Nicotine
dependence was moderate (mean Heaviness of Smoking Index [HSI] 2.8 [SD 1.2]). At 3 months the retention rate was (58/64,
91%). A total of 15 of 31 participants in the intervention arm (48%) used the app at least once, compared with 10 of 33 (30%) in
the control arm. uMARS scores for e-resource use and acceptability were statistically similar (P=.29). Motivation to quit was
significantly higher in the intervention arm compared with the control arm (median 6 [IQR 4-8] versus 4 [IQR 4-5], respectively,
P=.02). According to the intention-to-treat analysis, smoking abstinence was nonsignificantly higher in the intervention group
(4/31 [13%], 95% CI 4%-30%, versus 2/33 [6%], 95% CI 1%-20%; P=.42). The estimated number needed to treat was 14.
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Conclusions: Internet and mHealth smoking cessation resources appear acceptable to a minority of older smokers. Smokers
who engaged with the allocated e-resources rated them equally, and there were trends toward greater uptake, increased motivation,
and higher abstinence rates in the app group; however, only the change in motivation reached statistical significance (median
score 6 versus 4, respectively, P=.02). This results of this pilot study suggest that apps may improve quit outcomes in older adults
who are willing to use them. Further research into user–app interactions should be undertaken to facilitate improvements in app
design and consumer engagement. These favorable trends should be explored in larger trials with sufficient statistical power.
Trial
Registration:
Australian
New
Zealand
Clinical
Trials
Registry
ACTRN12619000159156;
http://www.anzctr.org.au/Trial/Registration/TrialReview.aspx?id=376849&isReview=true
(JMIR Form Res 2021;5(4):e24976) doi: 10.2196/24976
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Introduction
Globally, 6 million people die from tobacco use annually,
accounting for 11.5% of deaths worldwide and an economic
cost of US $1 trillion [1]. Despite smoking prevalence falling
in most economically developed countries [2], important efforts
to reduce prevalence are ongoing [3]. With an estimated 6.8
billion active mobile phones worldwide, patient-facing
smartphone apps offer novel opportunities to modify health
behavior at low cost. With little or no clinician input they may
represent a powerful new platform to help smokers quit [4,5].
Multiple smoking cessation apps exist; however, only few have
been independently evaluated in clinical populations. Thornton
et al [6] reviewed all free, commercially available smoking
cessation apps in Australia, and only 6 of 112 apps were deemed
high quality, at least partially following Australian treatment
guidelines. Haskins et al’s [7] systematic review identified only
6 smoking cessation apps with peer-reviewed scientific support.
Only 2 (4%) of the top 50 suggested by leading app stores had
any scientific support. In addition, most app trials have been
small, resulting in imprecise effect estimates. A meta-analysis
of 8 randomized controlled trials (n=3543) found a clinically,
but nonstatistically significant change in the rate of abstinence
compared with usual care (pooled relative risk 1.15, 95% CI
0.85-1.57) [8].
No trials so far have assessed older populations; mean age
ranges in published trials vary from 24.9 to 54.3 years [8]. Older
populations are important as they represent heavier tobacco
users and perhaps harder-to-treat smokers who may be less
fluent in, or have limited access to, information technology (IT)
[9,10]. Thus, there is an urgent need for data in this cluttered
and poorly regulated market across all population subgroups,
especially in older smokers.

treatment effect size to inform power calculations for larger
trials.

Methods
Study Design and Participants
eQUIT was a randomized controlled trial of smoking cessation
e-resources. Current smokers aged over 18 who owned an
internet-enabled smartphone and a computer were eligible.
Smokers currently using a smoking cessation app were
ineligible. Recruitment was limited to 1 participant per
household. Control arm participants were instructed to not
download any smoking cessation apps during the study period.
Screening and mixed methods recruitment (face to
face/telephone) were via smoking cessation clinics and inpatient
and outpatient respiratory clinics (Multimedia Appendix 1). We
also included enrollees in the International Lung Screen Trial
(ILST) [12] in the Metro North Hospital and Health Service,
Brisbane. Potentially eligible adult smokers were identified
from clinics by the research team and from the ILST study
database. Potentially eligible participants were asked questions
to determine their eligibility (smartphone and computer
ownership, concurrent app use). If eligible, participants were
invited to provide informed consent which they could accept
or decline. While recruitment was open to all adults, we
primarily targeted older smokers, as clinical patients with
chronic disease seen in hospital respiratory and cardiac clinics
tend to be older; additionally, all participants undergoing lung
cancer screening in the ILST were aged between 55 and 80 (an
eligibility criterion of the ILST).
The trial was registered with the Australian New Zealand
Clinical Trials Registry (ACTRN12619000159156) and
approved by the hospital human research ethics committees.

My QuitBuddy, one of the most popular apps with over 200,000
downloads [11], was released in 2012 by the Australian
Department of Health and is in the top 10 recommended
smoking cessation apps in iOS and Google Play stores. Although
deemed high quality, it lacks evaluation in a randomized
controlled trial [6].

Smoking Cessation e-Resources

We therefore designed the eQUIT study to assess the feasibility,
use, and acceptability of the My QuitBuddy smoking cessation
app in adult smokers. A secondary outcome was to estimate the

Participants in the intervention arm received the link to
download the My QuitBuddy app from app stores (Figure 1)
[11]. My QuitBuddy motivates users across 4 functional
domains: rational (health benefits, cost savings); emotional
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Participants in the control arm received an access link to a
smoking cessation webpage hosted by the Queensland State
Department of Health (Quit HQ) [13]. Quit HQ allows
registration for a 12-week program of support emails containing
health advice, motivational stories, and Quitline links.
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(positive influence of family and friends); social (community
forums); and gamification (playful interactions producing
serious outcomes). Both e-resources utilize similar educational
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content, motivational techniques, and direct links to Quitline.
However, the app provides more personalized support in real
time.

Figure 1. Screenshot My QuitBuddy app.

Randomization
Randomization codes, stratified by hospital and grouped in
blocks of 6, were centrally generated by a computer [14].
Allocation was concealed using sequentially numbered opaque
envelopes.
Participants were randomized 1:1 after written consent and
baseline questionnaires were completed. Participants were
provided with a download link to the respective e-resource (thus
not blinded). No training in e-resource use was given to simulate
“real life” more closely. Participants were instructed to engage
with the e-resource at their own discretion and use any
standard-of-care smoking cessation interventions provided by
their primary care provider.

Data Collection
Participants completed questionnaires at baseline and 3 months
after randomization. Questionnaires were collected by telephone,
in person, post, or email.
Baseline data included demographics; smoking history;
smoking-related disease; motivation to quit (10-point scale,
ranging from 1 [I enjoy smoking so much I will never consider
quitting] to 10 [I have quit and I am 100% confident that I will
never smoke again]) [15]; and generic health-related quality of
life [16] (5-level EQ-5D [EQ-5D-5L], with higher scores
indicating worse health status, EQ-5D Visual Analogue Scale
[EQ-VAS] score [16], and self-reported overall health, ranging
from 100 [“best possible” health] to 0 [“worst possible” health]).
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IT proficiency was rated by frequency of simple tasks (internet
shopping and banking) and self-rated IT confidence (visual
analog scale 0-100, with higher scores indicating higher
confidence). Nicotine dependence was assessed using the HSI
[17].
Outcome assessment was unblinded; however, subjective
assessment was minimized by using a standard questionnaire.
Self‐reported smoking abstinence at 3 months was defined as
smoking less than 5 cigarettes in the previous 12 weeks [18].
Visits to general practitioner and cessation intervention received
(5As; “Ask, Advise, Assess, Assist, and Arrange”) [19] were
recorded. Participants rated the e-resource using the User
Version of the Mobile App Rating Scale (uMARS), a 20-item
measure with 4 objective quality subscales (engagement,
functionality, aesthetics, and information quality); a subjective
quality subscale; and a perceived impact subscale. Higher scores
indicate better quality rating [20]. As far as we are aware, there
are no validated tools that can be used across every type of
internet or app resource. As we wanted to compare responses
using the same tool across both conditions, we chose uMARS
because (1) uMARS questions appear equally relevant to
webpages as they do for apps, thus the same questionnaire could
be administered to all participants; (2) the uMARS tool did not
require substantial alteration for website users (wherever the
term “app” appeared in the tool, we changed the wording to
“app/webpage”; the questions themselves did not require any
adjustment); (3) uMARS has been very well validated in many
settings and the focus of this study was to evaluate an app as
the experimental condition, rather than webpage as the control
condition.
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The scheduled in-app and email reminders of both the
intervention and control e-resources were individualized by the
participants if and when they first engaged with their allocation.
This information was not collected by the research team. Up to
10 attempts to contact participants to complete questionnaires
were allowed during follow-up as per protocol.

Sample Size Justification and Statistical Analysis
As a feasibility study, formal sample size calculation was not
required. However, we estimated the sample size required at
around 10% of the number required for a statistically powered
study. Assuming less than 20% loss to follow-up, a sample size
of 64 would inform our aims of determining feasibility and
acceptability [21,22].
Intention-to-treat analysis was performed, assuming
nonresponders were smokers. Continuous measures were
summarized using mean or median and compared using Student
t test (for normally distributed data) or Wilcoxon rank-sum test
(if data are not normally distributed). Categorical variables were

Peek et al
compared using the Fisher exact test. Analyses were performed
using the Stata Software (version 15; StataCorp). P values less
than .05 were considered statistically significant.

Data Sharing Statement
Anonymized data that support the findings of this study are
available on request from the corresponding author, subject to
ethical review. The data are not publicly available due to privacy
and ethical restrictions.

Results
Recruitment
Between the April 4 and May 23, 2019, 271 inpatient and
outpatient smokers were screened for eligibility (Figure 2). Of
the 231 potentially eligible individuals, 64 (27.7%) were
randomized. A total of 31 were allocated to the intervention
arm and 33 to the control arm. Reasons for non-enrollment are
outlined in Figure 2.

Figure 2. eQUIT consort.

Baseline Data
Baseline characteristics are presented in Table 1. Overall, 29/64
(45%) participants were female, and 34/64 (53%) participants
had completed tertiary-level education. The mean age was 62
(SD 8), and only 4 participants were under the age of 50.
Participants smoked a median of 15 cigarettes per day. Average
nicotine addiction was moderate and similar between groups
(mean HSI was 2.5 and 3.0, P=.18). Median motivation to quit
was 4, equating to the statement “I sometimes think about
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quitting but have no specific plans to quit.” Nearly all
participants (60/64, 94%) reported previous quit attempts. Only
the history of chronic obstructive pulmonary disease was
statistically significantly higher in the control arm (9/33 [27%]
vs 1/31 [3%], P=.013).
Health-related quality of life was good. Proficiency in IT tasks
appeared quite high; over one-half of the group used internet
banking every week, and over one-half used internet shopping
regularly. Self-rated IT confidence was high (median 75 out of
100).
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Table 1. Baseline demographic data.
Demographics

Intervention arm (My QuitBuddy app; Control arm (Quit HQ Webpage;
n=31)
n=33)

P value

Age (years), mean (SD)

61 (9)

63 (8)

.52a

Gender (female), n (%)

11 (35)

18 (55)

.14b
.10b

Education, n (%)
Grade 12 or less

13 (42)

11 (33)

Completed high school

5 (16)

1 (3)

Tertiary/vocational/post graduate level achieved

13 (42)

21 (64)

History of asthma, n (%)

4 (13)

9 (27)

.22b

History of chronic obstructive pulmonary disease, n (%)

1 (3)

9 (27)

.013b

History of bronchitis, n (%)

0 (0)

2 (6)

.49b

History of emphysema, n (%)

9 (29)

11 (33)

.79b

History of heart disease, n (%)

3 (10)

5 (15)

.71b

History of cancer, n (%)

3 (10)

5 (15)

.71b

Heaviness of Smoking Indexc, mean (SD)

2.5 (1.5)

3 (1.0)

.18a

Cigarettes per day, median (IQR)

20 (10-20)

15 (10-20)

.74d

At least one prior quit attempt, n (%)

29 (94)

31 (94)

>.99b

Motivation to quit, median (IQR)

4 (4-6)

4 (4-5)

.86d

Anxiety/depression

0 (0-1)

0 (0-1)

.63d

Mobility

0 (0-1)

0 (0-1)

.50d

Pain/discomfort

1 (0-1)

0 (0-1)

.20d

Self-care

0 (0-0)

0 (0-0)

.65d

Usual activities

0 (0-1)

0 (0-0)

.07d

EQ-5D Visual Analogue Scale score

70 (50-85)

80 (70-90)

.14d

Health-related quality of lifee, median (IQR)

.84b

Online banking frequency, n (%)
Never

7 (23)

6 (18)

Occasional to regular use

7 (23)

10 (30)

Every week

17 (55)

17 (52)
.59b

Online shopping frequency, n (%)
Never

13 (42)

12 (36)

Occasional to regular use

18 (58)

19 (58)

Every week

0 (0)

2 (6)

80 (60-85)

70 (50-90)

Information technology confidence, median (IQR)
a

.77d

From independent t test.

b

From Fisher exact test.

c

Higher score indicates greater addiction.

d

Wilcoxon rank-sum test.

e

Measured using the EuroQol-5D instrument.
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Outcomes
Of the 64 participants randomized, 58 (91%) completed a
follow-up questionnaire at 12 weeks. An equal number of
participants in each arm completed the study per protocol (29/31
[94%] and 29/33 [88%]), respectively.
e-Resource engagement was higher in the intervention arm:
15/31 (48%; 95% CI 32%-70%) participants in the intervention
arm used the resource (app) at least once, compared with 10/33
(30%; 95% CI 18%-54%) participants in the control arm

(P=.29). uMARS ratings of e-resource across 7 subscales did
not differ significantly between intervention and control arms,
with weak evidence for a higher functionality rating for the app
(P=.07 to P=.51). Both e-resources had a median star rating of
3 out of 5 stars (Table 2).
In total, 42 participants (from both intervention and control
arms) had visited their primary care provider at follow-up, and
they equally utilized pharmacotherapy (Table 2). In both arms,
provision of the more “active” parts of the 5As intervention was
similar (“assist” and “arrange”).

Table 2. Distribution of responses at follow-up by the study arm.
Response

Intervention arm (My QuitBuddy app; Control arm (Quit HQ Webpage;
n=29)
n=29)

P value

Smoking abstinence, n (%)

4 (14)

2 (7)

.67a

Heaviness of smoking index, mean (SD)

2.0 (1.5)

2.2 (1.3)

.50b

Motivation to quit, median (IQR)

6 (4.0-8.0)

4 (4.0-5.0)

.02c

Cigarettes per day, median (IQR)

10 (2-20)

12 (6-20)

.31c

Ever-use of e-resource, mean (SD)

15 (52)

10 (34)

.29a

e-Resource star rating, median (IQR)

3 (3-4)

3 (3-4)

.24c

Engage

2.7 (0.9)

2.4 (1.0)

.50b

Function

3.7 (0.9)

2.9 (1.3)

.07b

Aesthetics

3.5 (0.7)

3.1 (0.9)

.17b

Information

3.9 (0.8)

3.7 (1.2)

.51b

Quality

3.3 (0.9)

3.0 (1.1)

.43b

Subjective quality

2.9 (1.2)

2.3 (1.2)

.15b

Impact

3.4 (1.1)

2.9 (1.4)

.33b

Varenicline

5 (17)

5 (17)

>.99b

Bupropion

1 (3)

0 (0)

>.99b

Nicotine patches

6 (21)

7 (24)

>.99b

Visited general practitioner

22 (76)

20 (69)

.77a

Ask/advise/assess

11d (50)

14e (70)

Assist/arrange medication counselling/follow-up

9d (41)

8e (40)

User Version of the Mobile App Rating Scale, mean (SD)

Pharmacotherapy, n (%)

General practitioner follow-up, n (%)

a

From Fisher exact test.

b

From independent t test.

c

Wilcoxon rank-sum test.

d

N=22.

e

N=20.

Quit motivation was significantly higher in the intervention arm
than in the control arm (median score 6 versus 4, respectively,
P=.02), equating to the following statements: “I plan to quit in
the next 6 months” and “I sometimes think about quitting but
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have no specific plans to quit,” respectively. Mean cigarettes
smoked per day decreased by half in the intervention arm,
although this was not statistically significant (P=.31).
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Using per-protocol analysis, 4/29 (14%; 95% CI 4%-32%)
participants in the intervention arm and 2/29 (7%; 95% CI
1%-23%) in the control arm reported quitting at 3 months
(P=.67). In the intention-to-treat analysis, the respective
proportions were 4/31 (13%; 95% CI 4%-30%) and 2/33 (6%;
95% CI 1%-20%). The relative risk of quitting smoking in the
intervention arm was 2.1 (95% CI 0.4-10.8; P=.42). The number
of participants needed to treat for 1 successful quitter was 14
[23]. The number needed to treat was calculated as the inverse
of the absolute risk reduction.

Discussion
Principal Findings
We conducted a pilot randomized controlled trial to assess the
uptake, use, and acceptability of the My QuitBuddy app in an
adult population compared with a webpage presenting resources
for quitting smoking. The app appeared reasonably acceptable
to smokers. Although both e-resources received similar ratings
for engagement, functionality, aesthetics, and information
quality, we found a trend toward greater uptake of the app,
which may reflect greater convenience and immediacy of a
smartphone platform. While participants in both arms appeared
equally well supported by their primary care physicians, we
observed a clinically and statistically significant increase in
motivation to quit among users of the app at 3 months, and a
nonstatistically significant, but clinically very significant,
halving of mean daily cigarette consumption and doubling in
self-reported quit rate. These results suggest tangible benefits
for smokers using the app. Although this pilot trial was
underpowered to detect small differences in outcomes, the
observed trends are encouraging and worth pursuing in a larger
trial. Even if the absolute difference in quit rate is small,
potential benefits at the population level could be enormous,
considering the reach of smartphones. For example, Phase 1 of
the Australian National Tobacco Media Campaign in 1997
reduced national smoking prevalence by 1.4%, resulting in
health care savings of AUD 740.6 (US $572.08) million [24].

Digital Literacy and Access
Digital technology to help smokers is not a panacea and certainly
not a replacement for traditional cessation services. An important
caveat is that not all Australians are digitally literate or have
digital access. The Australian Digital Inclusion Index (ADII)
assesses digital inclusion across the dimensions of access,
affordability, and digital ability [25]. Scores above 65 indicate
high levels of digital inclusion, scores between 45 and 65
indicate moderate levels of digital inclusion, and scores below
45 indicate low levels of digital inclusion. The national average
ADII score has improved over the past 4 years, from 52.7 in
2014 to 56.5 in 2017, mainly driven by increases in access and
digital ability, with smaller improvements in affordability.
However, there are clear divides across the social spectrum. In
2017, the average ADII score was 41.1 in low-income
households compared with 68.1 in high-income households,
42.9 in those aged 65 years and older, and 49.5 in Indigenous
Australians. Inclusion is also higher in cities (ADII score 58.6)
than in rural areas (ADII score 50.7), although this gap has
slightly narrowed since 2015 [25]. Importantly, these less
https://formative.jmir.org/2021/4/e24976
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digitally included groups also have the highest smoking rates.
A survey of disadvantaged Australian smokers found similar
themes; internet use was negatively associated with older age,
heavier smoking, and lower income [10].

Comparison With Prior Work
Our study thus provides important new insights into a hitherto
unstudied group. To date, all intervention trials of smoking
cessation mobile health (mHealth) apps have targeted younger
(<50 years old) populations [8]. By contrast, the mean age of
our population was 62. All participants appeared confident with
IT use, as they reported often using online banking and, less
frequently, online shopping, and they had higher-than-average
education. Although most invitees did not respond and did not
provide a reason to decline enrollment, we did uncover evidence
of the digital divide; of the 40 invitees who were ineligible, 13
(33%) did not own a smartphone or a computer. This figure is
similar to that reported in the study by McCrabb et al [10], in
which 28% of socially disadvantaged smokers did not have any
internet access. We did not target Indigenous Australians in this
study; besides, only (1/64, 2%) of our participants self-identified
as Indigenous Australian, and we therefore cannot comment on
app acceptability in this group. A pilot study that evaluated the
use of a smoking cessation app in Indigenous Australians, which
was limited by a small sample size, found low use of the trial
app; however, participants valued social media interaction and
distraction elements, such as games in apps [26]. The My
QuitBuddy app contains these features, and may thus prove
acceptable to smokers among Indigenous Australians. Future
work with Indigenous Australians is much needed as smoking
prevalence in this group is 2.8 times more than that of
non-Indigenous Australians, and is responsible for roughly twice
the disease burden (17%) [27].

Limitations
This pilot study examined the feasibility of running a larger
statistically powered randomized controlled trial. The favorable
trends toward better quit outcomes support the need for a larger
trial. An important factor we observed was that only about
one-quarter of invited individuals consented to be randomized.
A large proportion of people did not respond to the invitation.
Although perhaps one-third of nonrespondents may be affected
by digital access/literacy issues, we believe a major limitation
could have been our hospital telephone systems, which do not
display caller ID, thus increasing the chance of the researcher’s
call being blocked. In the future, we would prioritize SMS text
messages and email invitations over phone calls. Nevertheless,
once recruited, participants seemed motivated and the 91%
(58/64) retention rate is acceptable. Another limitation often
discussed in smoking cessation trials is biochemical verification
of smoking status self-reported by participants. We did not feel
that a hospital visit specifically for biochemical verification was
practical. Attempts at remote biochemical testing have been
made with limited success. For example, return-of-post cotinine
tests and personal exhaled carbon monoxide monitors, evaluated
in pilot studies, led to disappointing (25%-50%) returns and
would probably be impractical in large, pragmatic studies of
mHealth apps [28,29].
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Future Work
A unique difference that mHealth apps offer, which traditional
smoking cessation interventions are unable to realistically
deliver, is the proximity and longevity of smoking cessation
support. Apps remain on the smartphone until deletion,
potentially providing daily motivational support for years. This
is important because nicotine addiction is a chronic
relapsing-remitting disease. Pharmacotherapy and counseling
are generally used for a finite period and show a significant loss
of effect over time. It is conceivable that once a smoker quits,
abstinence is better maintained when using an app. A 12-month
follow-up period may be able to test this hypothesis.
Future studies could evaluate the effectiveness of individual
app components for smoking cessation. Participant surveys only
scratch the surface of this question. Passive collection of
real-time “backend” data will give insights into how and when
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users interact with the app, how this varies by demographics,
and how this may change over time. Future trials, with suitable
data protection and ethical consideration, should capture these
important data to inform improvements in app design.

Conclusions
mHealth apps are an emerging technology that hold great
promise for behavior change as an adjunct to standard cessation
services. Apps may have a role in older smokers, but the
evidence base is weak and needs urgent attention. Our pilot
study suggests that apps are acceptable to a sizeable minority
of older smokers, but that they may improve smoking cessation
outcomes in those who engage with them. As older generations
become increasingly IT literate, and if digital equality can be
improved, it is possible that the acceptability of apps will
increase. The encouraging findings from this pilot study remain
to be tested in a larger, statistically powered trial.

Acknowledgments
This work was supported by The Queensland Policy and Advisory Committee for new Technology (QPACT) mHealth Applications
Evaluation Program (HM). The content is solely the responsibility of the authors and does not necessarily represent the official
views of the funding organizations.

Conflicts of Interest
None declared.

Multimedia Appendix 1
CONSORT-eHEALTH checklist (V1.6.1).
[PDF File (Adobe PDF File), 527 KB-Multimedia Appendix 1]

References
1.

2.
3.
4.
5.

6.

7.

8.
9.

10.

Reitsma M, Fullman N, Ng M, Salama J, Abajobir A, Abate K, et al. Smoking prevalence and attributable disease burden
in 195 countries and territories, 1990–2015: a systematic analysis from the Global Burden of Disease Study 2015. The
Lancet 2017 May;389(10082):1885-1906. [doi: 10.1016/s0140-6736(17)30819-x]
Britton J. Death, disease, and tobacco. The Lancet 2017 May;389(10082):1861-1862 [FREE Full text] [doi:
10.1016/S0140-6736(17)30867-X]
The health of Queenslanders 2018. In: Report of the Chief Health Officer Queensland. Brisbane: Queensland Health; 2018.
Businelle MS. The potential of mHealth for tobacco dependence treatment: domestic and international examples from NCI's
Smokefree.gov initiative. Nicotine Tob Res 2014 Jul;16(7):1033. [doi: 10.1093/ntr/ntu071] [Medline: 24838843]
Bricker JB, Mull KE, Kientz JA, Vilardaga R, Mercer LD, Akioka KJ, et al. Randomized, controlled pilot trial of a smartphone
app for smoking cessation using acceptance and commitment therapy. Drug Alcohol Depend 2014 Oct 01;143:87-94 [FREE
Full text] [doi: 10.1016/j.drugalcdep.2014.07.006] [Medline: 25085225]
Thornton L, Quinn C, Birrell L, Guillaumier A, Shaw B, Forbes E, et al. Free smoking cessation mobile apps available in
Australia: a quality review and content analysis. Aust N Z J Public Health 2017 Dec;41(6):625-630. [doi:
10.1111/1753-6405.12688] [Medline: 28749591]
Haskins BL, Lesperance D, Gibbons P, Boudreaux ED. A systematic review of smartphone applications for smoking
cessation. Transl Behav Med 2017 Jun;7(2):292-299 [FREE Full text] [doi: 10.1007/s13142-017-0492-2] [Medline:
28527027]
Barnett A, Ding H, Hay K, Yang I, Bowman R, Fong K, et al. The effectiveness of smartphone applications to aid smoking
cessation: A meta-analysis. Clinical eHealth 2020;3:69-81. [doi: 10.1016/j.ceh.2020.09.001]
Bailey SC, O'Conor R, Bojarski EA, Mullen R, Patzer RE, Vicencio D, et al. Literacy disparities in patient access and
health-related use of Internet and mobile technologies. Health Expect 2015 Dec;18(6):3079-3087 [FREE Full text] [doi:
10.1111/hex.12294] [Medline: 25363660]
McCrabb S, Twyman L, Palazzi K, Guillaumier A, Paul C, Bonevski B. A cross sectional survey of internet use among a
highly socially disadvantaged population of tobacco smokers. Addict Sci Clin Pract 2019 Oct 15;14(1):38 [FREE Full text]
[doi: 10.1186/s13722-019-0168-y] [Medline: 31610808]

https://formative.jmir.org/2021/4/e24976

XSL• FO
RenderX

JMIR Form Res 2021 | vol. 5 | iss. 4 | e24976 | p. 8
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH
11.
12.

13.
14.
15.
16.
17.

18.
19.
20.

21.

22.

23.
24.
25.

26.

27.
28.

29.

Peek et al

Australian National Preventive Health Agency. My QuitBuddy [Mobile application software]. 2013. URL: https://www.
health.gov.au/resources/apps-and-tools/my-quitbuddy-app [accessed 2021-03-22]
Lim KP, Marshall H, Tammemägi M, Brims F, McWilliams A, Stone E, ILST (International Lung Screening Trial)
Investigator Consortium. Protocol and Rationale for the International Lung Screening Trial. Ann Am Thorac Soc 2020
Apr;17(4):503-512 [FREE Full text] [doi: 10.1513/AnnalsATS.201902-102OC] [Medline: 32011914]
Queensland Health. Quit HQ. URL: https://quithq.initiatives.qld.gov.au/ [accessed 2021-03-22]
Randomisation and online databases for clinical trials. London, UK: Sealed Envelope Ltd; 2019. URL: https://www.
sealedenvelope.com/simple-randomiser/v1/lists [accessed 2021-03-22]
Biener L, Abrams DB. The Contemplation Ladder: validation of a measure of readiness to consider smoking cessation.
Health Psychol 1991;10(5):360-365. [doi: 10.1037//0278-6133.10.5.360] [Medline: 1935872]
Devlin NJ, Brooks R. EQ-5D and the EuroQol Group: Past, Present and Future. Appl Health Econ Health Policy 2017
Apr;15(2):127-137 [FREE Full text] [doi: 10.1007/s40258-017-0310-5] [Medline: 28194657]
Kozlowski LT, Porter CQ, Orleans CT, Pope MA, Heatherton T. Predicting smoking cessation with self-reported measures
of nicotine dependence: FTQ, FTND, and HSI. Drug Alcohol Depend 1994 Feb;34(3):211-216. [doi:
10.1016/0376-8716(94)90158-9] [Medline: 8033758]
West R, Hajek P, Stead L, Stapleton J. Outcome criteria in smoking cessation trials: proposal for a common standard.
Addiction 2005 Mar;100(3):299-303. [doi: 10.1111/j.1360-0443.2004.00995.x] [Medline: 15733243]
Fiore MC, Bailey WC, Cohen SJ, Dorfman SF, Goldstein MG, Gritz ER. Treating tobacco use and dependence: clinical
practice guideline. Rockville, MD: US Department of Health and Human Services, Public Health Service; 2000.
Stoyanov SR, Hides L, Kavanagh DJ, Wilson H. Development and Validation of the User Version of the Mobile Application
Rating Scale (uMARS). JMIR Mhealth Uhealth 2016 Jun 10;4(2):e72 [FREE Full text] [doi: 10.2196/mhealth.5849]
[Medline: 27287964]
Billingham SAM, Whitehead AL, Julious SA. An audit of sample sizes for pilot and feasibility trials being undertaken in
the United Kingdom registered in the United Kingdom Clinical Research Network database. BMC Med Res Methodol
2013 Aug 20;13:104 [FREE Full text] [doi: 10.1186/1471-2288-13-104] [Medline: 23961782]
BinDhim NF, McGeechan K, Trevena L. Smartphone Smoking Cessation Application (SSC App) trial: a multicountry
double-blind automated randomised controlled trial of a smoking cessation decision-aid 'app'. BMJ Open 2018 Jan
21;8(1):e017105 [FREE Full text] [doi: 10.1136/bmjopen-2017-017105] [Medline: 29358418]
Cook RJ, Sackett DL. The number needed to treat: a clinically useful measure of treatment effect. BMJ 1995 Feb
18;310(6977):452-454 [FREE Full text] [doi: 10.1136/bmj.310.6977.452] [Medline: 7873954]
Hurley SF, Matthews JP. Cost-effectiveness of the Australian National Tobacco Campaign. Tob Control 2008
Dec;17(6):379-384 [FREE Full text] [doi: 10.1136/tc.2008.025213] [Medline: 18719075]
Thomas J, Barraket J, Ewing S, MacDonald T, Mundell M, Tucker J. Measuring Australia's digital divide: the Australian
digital inclusion index 2016. 2016. URL: https://www.csi.edu.au/media/uploads/Australian-Digital-Inclusion-Index-2016.
pdf [accessed 2021-03-15]
Peiris D, Wright L, News M, Rogers K, Redfern J, Chow C, et al. A Smartphone App to Assist Smoking Cessation Among
Aboriginal Australians: Findings From a Pilot Randomized Controlled Trial. JMIR Mhealth Uhealth 2019 Apr 02;7(4):e12745
[FREE Full text] [doi: 10.2196/12745] [Medline: 30938691]
Vos T, Barker B, Begg S, Stanley L, Lopez AD. Burden of disease and injury in Aboriginal and Torres Strait Islander
Peoples: the Indigenous health gap. Int J Epidemiol 2009 Apr;38(2):470-477. [doi: 10.1093/ije/dyn240] [Medline: 19047078]
Herbec A, Brown J, Shahab L, West R. Lessons learned from unsuccessful use of personal carbon monoxide monitors to
remotely assess abstinence in a pragmatic trial of a smartphone stop smoking app - A secondary analysis. Addict Behav
Rep 2019 Jun;9:100122 [FREE Full text] [doi: 10.1016/j.abrep.2018.07.003] [Medline: 31193683]
Thrul J, Meacham MC, Ramo DE. A novel and remote biochemical verification method of smoking abstinence: Predictors
of participant compliance. Tob Prev Cessat 2018 May;4 [FREE Full text] [doi: 10.18332/tpc/90649] [Medline: 30417159]

Abbreviations
ADII: Australian Digital Inclusion Index
ILST: International Lung Screen Trial
IT: information technology
uMARS: User Version of the Mobile App Rating Scale

https://formative.jmir.org/2021/4/e24976

XSL• FO
RenderX

JMIR Form Res 2021 | vol. 5 | iss. 4 | e24976 | p. 9
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH

Peek et al

Edited by G Eysenbach; submitted 13.10.20; peer-reviewed by C Reis, M Meacham; comments to author 21.11.20; revised version
received 22.11.20; accepted 17.01.21; published 14.04.21
Please cite as:
Peek J, Hay K, Hughes P, Kostellar A, Kumar S, Bhikoo Z, Serginson J, Marshall HM
Feasibility and Acceptability of a Smoking Cessation Smartphone App (My QuitBuddy) in Older Persons: Pilot Randomized Controlled
Trial
JMIR Form Res 2021;5(4):e24976
URL: https://formative.jmir.org/2021/4/e24976
doi: 10.2196/24976
PMID:

©Jenny Peek, Karen Hay, Pauline Hughes, Adrienne Kostellar, Subodh Kumar, Zaheerodin Bhikoo, John Serginson, Henry M
Marshall. Originally published in JMIR Formative Research (http://formative.jmir.org), 14.04.2021. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which
permits unrestricted use, distribution, and reproduction in any medium, provided the original work, first published in JMIR
Formative Research, is properly cited. The complete bibliographic information, a link to the original publication on
http://formative.jmir.org, as well as this copyright and license information must be included.

https://formative.jmir.org/2021/4/e24976

XSL• FO
RenderX

JMIR Form Res 2021 | vol. 5 | iss. 4 | e24976 | p. 10
(page number not for citation purposes)

