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Abstract
Background: Developing a stroke health-education mobile app (SHEMA) and examining its effectiveness on improvement
of knowledge of stroke risk factors and health-related quality of life (HRQOL) in patients with stroke.
Methods: We recruited 76 stroke patients and randomly assigned them to either the SHEMA intervention (n = 38) or usual
care where a stroke health-education booklet was provided (n = 38). Knowledge of stroke risk factors and HRQOL were
assessed using the stroke-knowledge questionnaire and European Quality of Life–Five Dimensions (EQ-5D) questionnaire,
respectively.
Results: Sixty-three patients completed a post-test survey (the SHEMA intervention, n = 30; traditional stroke healtheducation, n = 33). Our trial found that patients’ mean knowledge score of stroke risk factors was improved after the SHEMA
intervention (Mean difference = 2.83; t = 3.44; p = .002), and patients’ knowledge was also improved in the after traditional
stroke health-education (Mean difference = 2.79; t = 3.68; p = .001). However, patients after the SHEMA intervention did not
have significantly higher changes of the stroke knowledge or HRQOL than those after traditional stroke health-education.
Conclusions: Both the SHEMA intervention and traditional stroke health-education can improve patients’ knowledge of
stroke risk factors, but the SHEMA was not superior to traditional stroke health-education.
Trial registration: NCT02591511 Verification Date 2015-10-01.
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 Younger patients (aged ≤55 years) might have greater

Highlights

improvement in knowledge of stroke risk factors.
 Health-education mobile app has no better effect to

improve knowledge of stroke risk factors compared
to health-education booklet.
 Health-education mobile app may borderline
improve health-related quality of life compared to
health-education booklet.
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Background
Stroke, a cerebrovascular disease, is one of the top three
global causes of death and long-term disability globally
[1]. To manage chronic diseases and long-term disabilities
requires patients’ active participating in self-management
[2] and preventing complications or recurrence after discharge [3]. In Taiwan, there are approximately one fourth
stroke patients readmitted within three months of discharge due to recurrent stroke in Taiwan [4]. A 17-years
follow-up study reported that death rate among patients
with recurrent strokes were higher than those with the
first-time strokes [5], along with severe disabilities [6].
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Therefore, healthcare providers should provide patients
with stroke both accurate information regarding how to
prevent stroke recurrence and living assistance to reduce
stroke care burden [7].
Health-education about stroke is a tool for cultivating
attitudes and skills to reduce the risks of stroke-induced
disability and mortality. Unfortunately, this kind of education, an essential part of stroke care, has not yet been
completely integrated in regular clinical settings [8].
Moreover, few stroke-education materials comprehensively cover relevant information regarding the risk
factors of recurrent stroke in various conditions [9].
Health-education mobile app is an approach to reach
patients in today, and this kind app is distinguished by
their use of text, animations, or pictures to share health
information regarding user care or education. As a result
of technological advancement, many health-related services are now assisted by information and communications technology, which provide patients direct and
immediate access to health-related messages through
their smartphones. That is to say, healthcare has a way
to improve speed and reduce manpower through advanced technology [10, 11]. Therefore, mobile healthcare
not only become an effective approach for healtheducation, but also improve accessibility to medical information [11].
World Stroke Organization developed the Stroke Riskometer app for healthy individuals to easily calculate
their stroke risk indexes [12]. However, the content of
the app is limited to primary stroke prevention and does
not include risk factors related to secondary prevention.
Several studies reported that improvements of healthrelated knowledge were significantly associated with use
of mobile healthcare apps [13–16]. Nevertheless, none of
these apps focused on health-education for risk factors
related to the secondary stroke prevention.
App is an approach to deliver health information to patients and provide patients another form in getting health
education. Patients can empower themselves through
traditional materials or app according to their preference.
This study therefore developed a mobile healthcare app,
stroke health-education mobile app (SHEMA), for the
comparison of stroke health-education booklet in improving patients’ knowledge of stroke risk factors. The purpose
of this study aimed to examine the effectiveness of the
SHEMA in improving patients’ knowledge of stroke risk
factors and health-related quality of life (HRQOL) in
patients with stroke in Taiwan. Our hypotheses were: (1)
patients’ knowledge of stroke risk factors and HRQOL
after the SHEMA intervention were better than before the
SHEMA intervention; (2) patients in the SHEMA intervention group had better knowledge of stroke risk factors
and HRQOL than patients traditional stroke healtheducation group after experimental period.
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Methods
This was a single blind (assessor) randomized controlled
trial (RCT). Block randomization was performed on the
basis of 4 units. Random numbers were calculated using
computer software. Serial numbers were placed in
opaque sealed envelopes. A researcher was responsible
for recruitment, defining measures, pretest composition,
randomization, and group assignment. Two research
assistants who were blinded to randomization and allocation collected post-test data. Both of them participated
in the completion of the prearrangement process before
a case was closed. They were also prohibited to contact
with patient because any interaction with patients may
bias study outcome. The study protocol was approved
by the Taipei Medical University Joint Institutional Review Board, and the study was registered in the ClinicalTrials.gov (NCT02591511).
Participants

We estimated our sample size using G-Power (version
3.1; Franz Faul. Christian-Albrechts-Universität, Kiel,
Germany). The study was designed to have a power of
80% to detect the intervention group compared with the
control group, assuming a two-sided alpha level of 0.05.
The intervention and control groups were assigned using
a 1:1 ratio and considered 15% dropout rate in both
groups. As a result, 64 patients were the minimum requirement for this study. We recruited patients with
stroke from the stroke wards in four teaching hospitals
in Taiwan between September 2014 and April 2016. The
following inclusion criteria were used: (a) stroke diagnosis by medical doctors (international classification of disease, 9th edition (ICD-9): 430–438), (b) history of the
first stroke onset, (c) ability to communicate in daily life
without difficulty and clearly explain the meaning of
reading material verbally, (d) no serious cognitive deficits
(Mini–Mental State Examination score ≥ 24), (e) use of a
smartphone with experience using apps, and (f) agree to
participate in the study and follow the instructions. The
exclusion criteria were as follows: (a) involvement in
health education–related work or being a medical staff
member (both of which could affect the results) and (b)
failure to follow the instructions of the tester or presence of conditions (eg, severe aphasia or delirium) that
may affect responses. We clearly explained all the procedures in this trial, and patients completed informed consent before data collection.
Intervention

After randomization, we provided a stroke healtheducation booklet and a stroke health-education mobile
app (SHEMA) with same stroke-related health information (https://play.google.com/store/apps/details?id=com.
soohoobook.healtheducation&fbclid=IwAR1
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ctyMkwBzw3el5IA2O3aYaqHyVF9dm8R6f4zcFzRtRGI_
QyAleXl6d2YE) for control group and intervention
group respectively. We asked the patients to read the
booklet or the SHEMA content at home for 7–14 days,
and five minutes per day was minimal requirement.
About the control group, the stroke health-education
booklet mainly contained information regarding stroke
risk prevention. The stroke health-education content
covered 12 topics of risk factors in stroke patients such
as: stroke history, heart disease, age, irregular work and
sleep patterns, obesity, family history and genetic factors,
hyperlipidemia, hypertension, unbalanced diet, diabetes
mellitus, changes in ambient temperature, and sex. A
trained research assistant provided standard poststroke
health-education as follows:
(1) Provided stroke-related health-education booklets
to patients.
(2) Used about 45 min to explain the booklet content
to the patients.
On the other hand, patients in the intervention group
received the SHEMA. It could be downloaded for free
and allowed patients to select their own educational
content. The content covered the same 12 healtheducation topics as the aforementioned booklet. The patients can use the SHEMA according to their time and
needs, and the app was completely open for the patients.
Thus, they can browse the content for several time without time and location limitation. Another trained research assistant provided the SHEMA as follows:
(1) Assisted the patients in installing the SHEMA onto
their personal smartphones.
(2) Used about 45 min to explain the SHEMA content
and its method of operation to the patients.
Measures

We asked the patients to complete post-intervention
questionnaires within 30 days after completion of the
intervention. A research assistant was responsible for
collecting the completion of patients’ knowledge of
stroke risk factors and European Quality of Life–Five Dimensions (EQ-5D) questionnaires.
Stroke-knowledge questionnaire was our primary outcome, which assess patients’ knowledge of stroke risk
factors from the change score of stroke-knowledge questionnaire before and after the intervention. The questionnaire comprised 3-item equivalent single-choice
questions edited from the content of educational materials. The question content was based on the stroke
health-education booklet and adapted to app format for
this study. Knowledge regarding each of the 12 risk factors was assessed by using three questions. Each
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question was one point, and total score was 36 (3 × 12 =
36). The higher the score, the better the outcome was. If
posttest score was higher than the pretest score, it indicated that patients’ knowledge was improved.
EQ-5D, a reliable tool for assessing HRQOL, were the
secondary outcome in our study, and it involves two
parts including the EQ-5D index and visual analog scale
(VAS). In the index section, patients are asked to answer
five questions regarding their mobility, self-care, daily
activities, pain and discomfort, and anxiety and depression. Each question has three possible responses: no,
moderate, and extreme (one, two, and three points, respectively). The total score ranges from five to 15 points.
A health survey in Taiwan indicated that the EQ-5D is
an utility-based assessment of HRQOL [17]. Our study
used the EQ-5D index in Taiwanese version. Higher
index score indicates higher HRQOL [18]. About the
VAS section, patients were required to indicate their
current state of health using a score range of 0 to 100.
Lower value represents poorer health conditions, and
100 refers to the optimal health condition. The EQ-5D
has high test–retest reliability and validity [17].
Statistical analysis

According to our research purpose, we selected analysis
methods. The results were analyzed using per-protocol
analysis. We followed common threshold (P < 0.05)
when we judged statistical significance. In addition, we
calculated Cohen’s d for determining effect size. Usually,
a Cohen’s d of > 0.8, > 0.5, and < 0.2 indicates large effect, moderate effect, and poor effect, respectively [19].
SPSS (version 18.0; SPSS Inc., Chicago, IL, USA) was
used for data analysis.
Number, percentage, mean, and standard deviation
were used to describe age, sex, educational level, stroke
type, and disability assessment scores in both the groups.
Using the chi-square test, we analyzed sex, education
level, stroke type, and disability to determine whether
significant differences existed between the intervention
and control groups. Moreover, chi-square tests were
used for subgroup analyses to detect the difference of
patient numbers improvements in stroke knowledge.
Using the independent sample t test, we determined
between-group differences in the age and preintervention and postintervention scores of stroke knowledge
and HRQOL. Using the paired t test, the patients’ knowledge of stroke risk factors and HRQOL before and after
the intervention were compared in both groups.

Results
We randomly and equally assigned 76 patients with
stroke to the intervention and control groups (n = 38 in
each). Of them, 13 patients (8 and 5 from the intervention and control groups, respectively) were lost to
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follow-up; the main reasons were as follows: cease of
communication (n = 6), failure to return for follow-up
within the scheduled time (n = 6), and rejection of posttest (n = 1). Finally, 63 participants completed all test
procedures; of them, 30 and 33 were in the intervention
and control groups, respectively (Fig. 1). No significant
intergroup differences in the demographics, stroke types,
or modified Rankin scale (mRS) scores were observed
(all P > 0.05; Table 1). The mRS is used to measure the
degree of disability in patients with stroke. Because no
patient exhibited complete absence of symptoms (Level
0), severe disability (Level 5), or death (Level 6), these
levels are not listed in Table 1.
No significant differences between the intervention
and control groups were discovered for stroke knowledge (P = 0.51), EQ-5D index (P = 0.88), or EQ-5D VAS
(P = 0.75) before the intervention. As for the intervention
group, the overall total stroke-knowledge questionnaire
scores were significantly higher in the posttest (29.07 ±
5.27) than in the pretest (26.23 ± 6.65; P = 0.002), while
the EQ-5D index (0.62 ± 0.29 vs 0.55 ± 0.29, P = 0.11)
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and EQ-5D VAS score (62.30 ± 18.77 vs 59.67 ± 20.17,
P = 0.45) were both higher than those in the pretest, but
the differences were nonsignificant (Table 2). However,
the mean change score of stroke-knowledge questionnaire, EQ-5D indexes, and EQ-5D VAS scores were
respectively 28.00 ± 5.46 and 29.04 ± 5.27 (Cohen’s d =
0.194; P = 0.43), 0.46 ± 0.41 and 0.62 ± 0.29 (Cohen’s d =
0.451; P = 0.07), and 65.00 ± 18.37 and 62.30 ± 18.77
(Cohen’s d = − 0.145; P = 0.57; Table 3).
Subgroup analysis compared numbers/percentages of
stroke-knowledge improvement in patients aged > 55
and ≤ 55 years. The results revealed that 89 and 58% patients’ stroke-knowledge improvements in the intervention group (P = 0.08; Fig. 2) while 74 and 57% patients’
stroke-knowledge improvements in the control group
(P = 0.46; Fig. 2), respectively. The subgroup analysis for
EQ-5D index outcome revealed nonsignificant results
(P = 0.14 and 0.48 for the intervention and control
groups, respectively). Nonsignificant results were also in
the subgroup analysis for EQ-5D VAS (P = 0.71 and 0.49
for the intervention and control groups, respectively).

Fig. 1 Flow of patient enrollment and study completion according to the consolidated standards of reported trial statements
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Table 1 Patient characteristics (n = 63)
Characteristics

Intervention
(n = 30)

Control
(n = 33)

50.47 ± 10.82

52.33 ± 11.03

Χ2/t

P

Demographic
Age

0.501

Sex
Male

21 (70.0)

22 (66.7)

Female

9 (30.0)

11 (33.3)

4 (13.3)

4 (12.1)

Educational background
Junior high school or lower
High school

9 (30.0)

13 (39.4)

University or above

17 (56.7)

16 (48.5)

0.081

0.777

0.616

0.735

0.896

0.446

2.264

0.519

Stroke severity
Type
Infarction

11 (36.7)

16 (48.5)

Hemorrhage

19 (63.3)

17 (51.5)

1

6 (20.0)

9 (27.3)

2

13 (43.3)

10 (30.3)

3

7 (23.3)

6 (18.2)

4

4 (13.3)

8 (24.2)

26.23 ± 6.65

25.21 ± 5.54

0.509

Index

0.55 ± 0.29

0.54 ± 0.29

0.882

Visual analog scale

59.67 ± 20.17

61.36 ± 22.34

0.754

Modified Rankin scale level

Stroke-knowledge questionnaire
Total score
Health-related quality of life (EQ-5D)

Data were mean ± SD or n (%)

Discussion
In overall, patients’ knowledge of stroke risk factors was
improved in both the SHEMA and control groups after
our health-education although we did not find significant
difference in stroke knowledge between the intervention

and control groups. On the other hand, no significant pretest–posttest difference in HRQOL were noted in neither
the intervention nor the control group. However, compared to the the traditional health-education booklet,
SHEMA intervention might be more effective in

Table 2 Comparison of pretest and posttest scores in intervention and control groups
Outcome

Pretest

Posttest

Mean difference

t

95% CI

P

26.23 ± 6.65

29.07 ± 5.27

−2.83 ± 4.51

−3.440

−4.52 to −1.15

0.002*

25.21 ± 5.54

28.00 ± 5.46

− 2.79 ± 4.36

−3.676

− 4.33 to − 1.24

0.001**

Stroke-knowledge questionnaire
Total score
Intervention a
Control

b

Health-related quality of life (European Quality of Life–Five Dimensions)
Index
0.55 ± 0.29

0.62 ± 0.29

−0.07 ± 0.22

−1.640

−0.15 to 0.02

0.11

0.54 ± 0.40

0.46 ± 0.40

0.08 ± 0.34

1.426

−0.04 to 0.20

0.16

Intervention a

59.67 ± 20.17

62.30 ± 18.77

−2.63 ± 18.81

−0.767

−9.66 to 4.39

0.45

Control b

61.63 ± 22.33

65.00 ± 18.37

−3.64 ± 19.89

−1.050

−10.69 to 3.41

0.30

Intervention a
Control

b

Visual analog scale

*P < .01; **P < .001. a n = 30;

b

n = 33; CI, confidence interval; data were mean ± SD
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Table 3 Comparison of intervention and control groups
Outcome

Intervention a

Control b

Cohen’s d

t

95% CI

P

29.07 ± 5.27

28.00 ± 5.46

0.194

0.788

−1.64 to 3.78

0.43

Stroke-knowledge questionnaire
Total score

Health-related quality of life (European Quality of Life–Five Dimensions)
Index
Visual analog scale
a

n = 30;

b

0.62 ± 0.29

0.46 ± 0.41

0.451

1.825

−0.01 to 0.34

0.07

62.30 ± 18.77

65.00 ± 18.37

−0.145

−0.577

−12.06 to 6.66

0.57

n = 33; CI, confidence interval; data were mean ± SD

improving EQ-5D index and younger patients’ (aged ≤55
years) stroke risk factor knowledge because there was a
marginal significance for difference in EQ-5D index and
improvement patient numbers between the two groups.
Effects on patients’ knowledge of stroke risk factors

Previous RCTs have reported significant improvements in
health-related knowledge after interventions with mobile
healthcare apps [13–16]. However, in this study, no significant difference was noted between the intervention and control groups. One potential reason for this non-significant
finding may be homogeneous population with high education in both groups. Because about half cases in each group
graduated from university or graduate school, their learning
capacity may be a strong factor affecting our outcomes,

especially in knowledge learning. The other reason may be
monitoring of intervention. A previous study used a longer
intervention period and an app that combined in-person
education sessions with remote daily monitoring of medication compliance using “selfie videos”. Their results indicated
that the disease-related knowledge of young people with
sickle cell disease increased after a 90-day intervention [13].
However, our app-based intervention only lasted for approximately 30 days and lacked remote daily monitoring. This
may have hampered stroke-knowledge improvement. As
comparing with standard care, the use of a combination of
self-care protocols and a simple atrial fibrillation–related app
containing clinical decision-making tools, educational materials, and patient involvement strategies significantly improved the relevant knowledge of patients with atrial

Fig. 2 Comparison of knowledge improvement percentage among different age subgroup
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fibrillation [14]. However, our patient involvement strategy
was relatively weak, which may have led to the absence of
significant differences between the outcomes for the intervention and control groups.
Some apps include visual reminders or animations to
enhance the effects of an intervention [15, 16]. However,
in the current intervention, we provided the patients
with only the information regarding the content of the
SHEMA at the beginning of the intervention. Rather
than automatically sending text messages, we asked patients to read the content at home, once a day, for at
least 5 min. Moreover, no pictures or animations were
included to attract the patients to use the SHEMA.
Therefore, more delicate design or advanced layout is
necessary to facilitate the effectiveness of SHEMA.
The use of mobile health apps could significantly improve patients’ clinical communication and satisfaction
in Chinese outpatient public hospitals [20]. In addition,
rapidly accessible and comprehensive information can
provide easy access to health information compared with
traditional bulky reference books [21]. This RCT study
resolved the aforementioned Chinese study’s limitations
of selection bias and absence of comparison cohort;
however, our results remained nonsignificant, potentially
because of the insufficient sample or effect size used. A
recent population-based survey reported that smartphone users were younger (average age, 47.9 years old),
performed more health information research, and were
more health literate [22]; this may explain our result that
younger patients achieved relatively better improvement
in patients’ knowledge of stroke risk factors. Thus, in the
future, specific implementation of the health-education
app to patients from younger generations may generate
desirable results. Further research by using such apps for
more participants over longer periods with clearer pictures and animations must be conducted.
Effect on HRQOL

Our study observed that the SHEMA does not lead to
better HRQOL. In fact, previous studies about effects of
health management apps on HRQOL are controversial
[23–25]. The inconsistency among studies may be due
to different diseases and app designs. As we know that
stroke, diabetes, and asthma are different diseases, and
therefore, health education apps intervention may effect
on HRQOL those patients differently. For instance,
patients with asthma can avoid breathing difficulty or
release the symptom through changing their lifestyle.
Then, their HRQOL may be improved when they acquire relevant information or knowledge from health
management app [25]. In contrast, patients after stroke
are usually challenged by irreversible disability. Patients’
HRQOL might be slightly improved through acquiring
more relevant knowledge, applying in stroke self-
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management, and promoting healthier behavior after
stroke. Hence, health education app has limited benefits
of HRQOL on patients with stroke. Moreover, our app
only provided health-education content without an
interactive platform to provide and reply patients’ information and questions. To determine the obstacles affecting HRQOL improvement after using educational apps,
research must focus on progressive innovation, change,
and identification of service functions that effectively improve patient HRQOL.
Study strengths

First, randomized group allocation with block stratification eliminated potential confounding factors and produced even sample sizes for the two groups, thus
preventing any selection bias. Second, although 17% of
the patients lost to follow-up is acceptable, sensitivity
analysis was performed and revealed that no significant
differences between the baseline characteristics of the respondents and non-respondents.
Limitations

First, most of our participants are young and well educated recruited from urbanized cities, who already obtained high averaged knowledge scores in both groups’
pre-tests (72 vs 69% correction rate). This might have
had an influence on the result and limit the
generalizability. Second, the sample size is small (i.e., a
total of 63 patients recruited) and the intervention
period was less than 1 month, which may have been insufficient for further examining the age interfering with
intervention effects on the two educational designs of
stroke risk education, or improving patients’ knowledge
and HRQOL. In the future, a longer intervention period
with interaction analyses is required to examine the effects of the SHEMA in patients with stroke. Third, our
app only conveyed stroke risk factors-related information through plain text format. The addition of pictures,
animations, and patient involvement strategies would
benefit future educational app designs.
Practice implications

Educating stroke patients about the risk factors to prevent stroke recurrence is crucial for effective stroke care.
Although our study resulted that the SHEMA had no
significant effect on knowledge; however, younger patients (aged ≤55 years) might prone to demonstrate better stroke-knowledge improvement. The American
Heart Association and American Stroke Association provided evidence-based recommendations for assessing
risk factors online to prevent recurrent stroke [26]; accordingly, this app intervention integrated timely information with easy accessibility for stroke patients.
Therefore, clinical professionals may incorporate mobile
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apps into their standard health care procedures to improve the health of patients with stroke.

Conclusion
Although no significant effect on improving patients’
knowledge of stroke risk factors after a short-term intervention, the SHEMA group shows borderline improvement EQ-5D index compared to the control group. In
addition, larger numbers of younger patients (aged ≤55
years) tend to improve their stroke-knowledge knowledge in SHEMA group than the control group. Because
the SHEMA provides timely information with easy accessibility for stroke patients, it may worth to be applied
to clinical practice. Nevertheless, we still anticipate further study to investigate the effectiveness of the app in
secondary stroke prevention.
Abbreviations
App: application; EQ-5D: European Quality of Life–Five Dimensions;
HRQOL: health-related quality of life; RCT: randomized controlled trials;
VAS: visual analog scale
Acknowledgements
We thank En-Yuan Lin, Chin-Yi Chen, Yin-Si Shan, Lan-Lan Chiang, ChuSheng Hsiao, Hsien-Wei Ting, Li-Feng Lin, and the Department of Physical
Medicine and Rehabilitation, Shuang Ho Hospital, Taipei Medical University,
for recruiting our patients with stroke.
Authors’ contributions
Conceptualization: HNS, WHH. Data curation: CYL, SCH, TFW. Formal analysis:
HNS. Investigation: CYL, SCH, TFW. Methodology: WHH, GE. Supervision: CYL,
SCH, TFW. Visualization: HNS. Writing – original draft: HNS, WHH. Writing – review &
editing: YNK, WHH, GE. All authors read and approved the final manuscript.
Funding
This study was supported by research grants from Chi Mei Medical Center
(106CM-TMU-01 and 108CM-TMU-01) and the Ministry of Science and Technology (MOST -105-2314-B-038-012 and MOST-106-2314-B-038-042). These
funders had no role in conducting or submitting this work. There was no
financial benefit to the authors.
Availability of data and materials
All data generated or analyzed during this study are included in this
published article.
Ethics approval and consent to participate
This study protocol had reviewed by Taipei Medical University Joint
Institutional Review Board (N201512042). In this study, we used written
informed consent for all participants.
Consent for publication
Not applicable. We confirm that all patient/personal identifies have been
removed or disguised so that the patient/person(s) described cannot be
identified through the details provided in this manuscript.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Institute of Health Policy and Management, College of Public Health,
National Taiwan University, Taipei, Taiwan. 2Evidence-Based Medicine Center,
Wan Fang Hospital, Taipei Medical University, Taipie, Taiwan. 3Department of
Intensive Care Medicine, Chi Mei Medical Center, Tainan, Taiwan.
4
Department of Physical Medicine and Rehabilitation, Taipei Medical
University Hospital, Taipei, Taiwan. 5The Dartmouth Institute for Health Policy
and Clinical Practice, Dartmouth College, New Hampshire, USA. 6Scientific

Page 8 of 9

Institute for Quality of Healthcare, University Nijmegen Medical Centre,
Armsterdam, Netherlands. 7Cochrane Institute for Primary Care and Public
Health, Cardiff University, Cardiff, UK. 8Master Program in Long-Term Care
and School of Gerontology Health Management, College of Nursing, Taipei
Medical University, No. 250, Wu-Hsing Street, Xinyi District, Taipei City 11031,
Taiwan. 9Center of Evidence-Based Medicine, Taipei Medical University
Hospital, Taipei, Taiwan.
Received: 5 September 2019 Accepted: 5 December 2019

References
1. WHO: Global status report on noncommunicable diseases 2014. In Geneva:
World Health Organization; 2014.
2. Ma VY, Chan L, Carruthers KJ: The Incidence, Prevalence, Costs and Impact
on Disability of Common Conditions Requiring Rehabilitation in the US:
Stroke, Spinal Cord Injury, Traumatic Brain Injury, Multiple Sclerosis,
Osteoarthritis, Rheumatoid Arthritis, Limb Loss, and Back Pain. Archives of
physical medicine and rehabilitation 2014, 95(5):986–995.e981.
3. Bustamante A, García-Berrocoso T, Rodriguez N, Llombart V, Ribó M, Molina
C, Montaner J. Ischemic stroke outcome: a review of the influence of poststroke complications within the different scenarios of stroke care. European
Journal of Internal Medicine. 2016;29:9–21.
4. Tseng M-C, Lin H-J. Readmission after hospitalization for stroke in Taiwan:
results from a national sample. J Neurol Sci. 2009;284(1–2):52–5.
5. Aarnio K, Haapaniemi E, Melkas S, Kaste M, Tatlisumak T, Putaala J. Longterm mortality after first-ever and recurrent stroke in young adults. Stroke.
2014;45(9):2670–6.
6. Park JH, Ovbiagele B. Relationship of functional disability after a recent
stroke with recurrent stroke risk. Eur J Neurol. 2016;23(2):361–7.
7. Mendis S. Stroke disability and rehabilitation of stroke: World Health
Organization perspective. Int J Stroke. 2013;8:3–4.
8. Maasland L, Brouwer-Goossensen D, den Hertog HM, Koudstaal PJ, Dippel
DWJ. Health education in patients with a recent stroke or transient
ischaemic attack: a comprehensive review. Int J Stroke. 2011;6(1):67–74.
9. Sowtali SN, Harith S, Rabiaah C. Secondary stroke prevention through
patient education intervention on lifestyle risk factors: a review. Health
Environment J. 2013;4(2):127–51.
10. Rasura M, Baldereschi M, Di Carlo A, Di Lisi F, Patella R, Piccardi B, Polizzi B,
Inzitari D. Effectiveness of public stroke educational interventions: a review.
Eur J Neurol. 2014;21(1):11–20.
11. Istepanian RH, Pattichis C, Laxminarayan S: Ubiquitous M-Health Systems and
the Convergence Towards 4G Mobile Technologies. In: M-Health. Edited by
Istepanian RH, Laxminarayan S, Pattichis C: Springer US; 2006: 3–14.
12. Parmar P, Krishnamurthi R, Ikram MA, Hofman A, Mirza SS, Varakin Y,
Kravchenko M, Piradov M, Thrift AG, Norrving B, et al. The stroke Riskometer
(TM) app: validation of a data collection tool and stroke risk predictor. Int J
Stroke. 2015;10(2):231–44.
13. Anderson LM, Leonard S, Jonassaint J, Lunyera J, Bonner M, Shah N. Mobile
health intervention for youth with sickle cell disease: Impact on adherence,
disease knowledge, and quality of life. Pediatr Blood Cancer. 2018:e27081.
14. Guo Y, Chen Y, Lane DA, Liu L, Wang Y, Lip GYH. Mobile health Technology
for Atrial Fibrillation Management Integrating Decision Support, education,
and patient involvement: mAF app trial. Am J Med. 2017;130(12):1388–96
e1386.
15. Christensen S. Evaluation of a nurse-designed mobile health education
application to enhance knowledge of pap testing. Creative nursing. 2014;
20(2):137–43.
16. Goodarzi M, Ebrahimzadeh I, Rabi A, Saedipoor B, Jafarabadi MA. Impact of
distance education via mobile phone text messaging on knowledge,
attitude, practice and self efficacy of patients with type 2 diabetes mellitus
in Iran. J Diabetes & Metabolic Disorders. 2012;11(1):1–8.
17. Chang T-J, Tarn Y-H, Hsieh C-L, Liou W-S, Shaw JW, Chiou XG. Taiwanese
version of the EQ-5D: validation in a representative sample of the
Taiwanese population. J Formos Med Assoc. 2007;106(12):1023–31.
18. Lee H-Y, Hung M-C, Hu F-C, Chang Y-Y, Hsieh C-L, Wang J-D.
Estimating quality weights for EQ-5D (EuroQol-5 dimensions) health
states with the time trade-off method in Taiwan. J Formos Med Assoc.
2013;112(11):699–706.
19. Cohen J: Statistical power analysis for the behavioral sciences 2nd edn. In.:
Erlbaum Associates, Hillsdale; 1988.

Kang et al. BMC Medical Informatics and Decision Making

(2019) 19:282

20. Lu C, Hu Y, Xie J, Fu Q, Leigh I, Governor S, Wang G. The use of Mobile
health applications to improve patient experience: cross-sectional study in
Chinese public hospitals. JMIR mHealth and uHealth. 2018;6(5):e126.
21. Ventola CL. Mobile devices and apps for health care professionals: uses and
benefits. P & T : a peer-reviewed journal for formulary management. 2014;
39(5):356–64.
22. Ernsting C, Dombrowski SU, Oedekoven M, OS JL, Kanzler M, Kuhlmey A,
Gellert P. Using smartphones and health apps to change and manage health
behaviors: a population-based survey. J Med Internet Res. 2017;19(4):e101.
23. Kirwan M, Vandelanotte C, Fenning A, Duncan MJ. Diabetes selfmanagement smartphone application for adults with type 1 diabetes:
randomized controlled trial. J Med Internet Res. 2013;15(11):e235.
24. Pal K, Eastwood SV, Michie S, Farmer A, Barnard ML, Peacock R, Wood B,
Edwards P, Murray E. Computer-based interventions to improve selfmanagement in adults with type 2 diabetes: a systematic review and metaanalysis. Diabetes Care. 2014;37(6):1759–66.
25. Licskai C, Sands TW, Ferrone M. Development and pilot testing of a mobile
health solution for asthma self-management: asthma action plan
smartphone application pilot study. Can Respir J. 2013;20(4):301–6.
26. Kernan WN, Ovbiagele B, Black HR, Bravata DM, Chimowitz MI, Ezekowitz
MD, Fang MC, Fisher M, Furie KL, Heck DV, et al. Guidelines for the
prevention of stroke in patients with stroke and transient ischemic attack: a
guideline for healthcare professionals from the American Heart Association/
American Stroke Association. Stroke. 2014;45(7):2160–236.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 9 of 9

