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ABSTRACT word count 246, limit 250 

Introduction. Sanoia is an online interactive electronic e-health platform developed to allow 

patient self-assessment and self-monitoring. The objective was to assess in rheumatoid 

arthritis (RA) patients, the efficacy on patient-physician interactions, of giving access to 

Sanoia. 

Methods. In this French, multi-center, 12-months randomized controlled trial (CarNET: 

NCT02200068), patients with RA and internet access were randomized to: access without 

incentives to the Sanoia platform after minimal training, or usual care. The primary outcome 

was the change from baseline in patient-physician interactions, by the patient-reported 

Perceived Efficacy in Patient-Physician Interactions (PEPPI-5) questionnaire. The number of 

accesses to Sanoia was recorded and satisfaction with the platform was assessed through a 

0-10 numeric rating scale. Analyses were in Intention to Treat (ITT), on SAS. 

Results. Of 320 RA patients (159 Sanoia versus 161 usual care), mean (standard deviation) 

age was 57.0 (12.7) years, mean (SD) disease duration was 14.6 (11.1) years, 216 (67.5%) 

were taking a biologic and 253 (79.1%) were female. Mean (SD) PEPPI scores at baseline 

and 12 months were 38.6 (8.2) and 39.2 (8.0) (delta=+0.60 [5.52]) versus 39.7 (7.3) and 38.8 

(8.0) (delta=-0.91 [6.08]) in the Sanoia and control group, respectively (p=0.01). Although 

mean satisfaction with the platform was very high (1.46 [1.52]), 41 patients (25.7%) never 

accessed Sanoia.  

Conclusion: Giving RA patients access to the interactive Sanoia e-health platform led to a 

small improvement in patient-perceived patient-physician interactions. A disjunction between 

patient satisfaction and access to the platform was noted. E-Health platforms are promising 

in RA.  

 

Key words: rheumatoid arthritis, disease activity; patient attitude to health; e-health, 

electronic health records, patient-reported outcome measures, quality of life, quality of 

health care 
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Highlights 

1. In this randomized controlled trial, giving access to the interactive Sanoia e-health 

platform led to a small improvement in patient-perceived patient-physician 

interactions. 

2. E-Health platforms are promising adjuncts to physician care in RA.  

3. Although mean satisfaction with the platform was very high, around a quarter of the 

patients did not use the interactive platform. 

4. Future studies of e-health should measure not only patient satisfaction but a 

combination of both patient satisfaction and utilization.   
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INTRODUCTION 

Interactive online services may be a useful tool for patients with chronic diseases such as 

rheumatoid arthritis (RA).(1-3) Interactive, online electronic e-Health services which allow 

patients to self-report patient-reported outcome measures (PROMs) in between visits, and to 

record events and changes over time, may be helpful in several ways. In particular, such 

online services may facilitate patient-physician communication. A tight control or treat-to-

target management strategy has become the standard of care for RA and there has been 

growing emphasis on the importance of shared decision-making in RA.(4,5) Patient-

physician shared decision-making necessitates open and thorough discussions and good 

interactions. Thus, in an optic of shared decision-making, online services may be useful in 

particular if they facilitate patient-physician interactions. 

Sanoia is a secure e-health and mobile (m)-health platform for patients, which is under the 

aegis of the French Society of Rheumatology.(6) The platform was developed to allow 

patient self-assessment, storage of questions to ask to physicians, and self-monitoring of 

disease status through validated scores and PROMs.(7,8)  

To our knowledge, most previously published studies on e-health services have mainly 

focused on patient satisfaction, but have not assessed in a methodologically rigorous way 

the efficacy of such platforms.(9-13) Given the need for optimal patient-physician 

interactions, and the specificities of the Sanoia platform, we hypothesized that using Sanoia 

might render the outpatient visit more efficient and more satisfactory to the patient (and 

potentially to the physician as well, though this was not assessed here). Another important 

issue is use of e-health platforms over long periods of time. Although patients may be 

attracted to such platforms, repeated use over time has been little assessed.(2,14) 

Thus, the objective of the present trial was to assess the effect of access to the Sanoia e-

health platform on patient-perceived patient-physician interaction efficacy after 12 months. 

We were also interested in the use of Sanoia and its link with patient-declared satisfaction 

with the website. 

 

METHODS 

Study design 

CarNET (http://www.clinicaltrials.gov/ct2/show/NCT02200068) was a French 12-month multi-

center randomized controlled unblinded trial. Patient inclusions were performed from July 

2014 to February 2015 and patient follow-up was finished in March 2016. Follow up was 

http://www.clinicaltrials.gov/ct2/show/NCT02200068


6 
 

undertaken in 13 rheumatology centers across France: most were tertiary care centers and 

one was a rheumatology private practice. All patients received at inclusion full information; no 

signed consent was necessary according to the ethical committee. Ethical approval was 

obtained from the institutional review board (CPP Ile de France III) and the human research 

ethics committee (CCTIRS, number 13.569). 

Patients 

Patients were enrolled by their treating rheumatologist. The patients had confirmed RA 

(according to the ACR/EULAR classification criteria (15) and to the rheumatologist’s opinion), 

they were followed-up by the same rheumatologist for more than one year and they had 

internet access.  

Intervention 

Patients were allocated to 2 groups: a) possibility of access to the Sanoia platform, or b) 

usual care (continuation of normal internet use without Sanoia access). In the Sanoia arm, 

patients received a 30-minute information/training call to help them set up their Sanoia 

accounts. After this initial call, patients were not prompted to use the platform either in the e-

CRF or by their physicians at any point. If they recorded information in Sanoia, they could 

share this with their physician during visits, at their own instigation. 

Sanoia is an e-health platform developed to allow self-assessment of health and disease 

status.(6) Sanoia (http://www.sanoia.com) was launched in 2010, and provides online secure 

health records that allow patients to track and store their own health data (Supplementary 

online Figure 1). Patients can enter data on perceived health (in particular, through the 

RAPID3, Health Assessment Questionnaire and RA Impact of Disease scores, as well as 

symptoms as free text), blood test results and other features and follow their evolution 

graphically. They can also store questions to ask their physicians. It is easy in Sanoia to 

generate summary reports which can then be downloaded or printed in view of data-sharing. 

Sanoia is available in 14 languages on PCs, tablet computers and smartphones.(6) 

Follow up was performed using a home-based e-CRF completed at months 3, 6, and 12 by 

the patient, without physician intervention and unrelated to ongoing medical follow-up visits.  

The rest of the follow-up and therapeutic decisions were performed according to usual care. 

Primary outcome 

The primary outcome was change in patient-physician interactions, assessed using the 

Perceived Efficacy in Patient-Physician Interactions questionnaire (PEPPI-5), over 12 
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months. The PEPPI-5 consists of 5 items, each starting with “How confident are you in your 

ability to…” (eg. “…know what questions to ask a doctor?”) (Table 1 and Supplementary 

online Table 1).(16, 17) Patients rate each item on an 11-point scale; 0=not at all confident, 

10=very confident. Total PEPPI-5 scores range 0–50; higher scores represent higher 

perceived self-efficacy in patient-physician interactions. The questionnaire was translated 

and adapted to French, after obtaining authorization from its authors, following validated 

procedures.(18) 

Use of Sanoia 

For patients randomized to the active group (i.e., with access to Sanoia), use of the Sanoia 

platform was automatically collected through platform logs. Of note, the investigators did not 

prompt their patients to enter data in the platform, as we assessed here the active role of the 

patient. 

At the end of the study the patients used the home-based e-CRF to record satisfaction with 

the platform (0-10 numeric rating scale; 0=completely satisfied, 10=not at all satisfied), and 

barriers to Sanoia use, from a pre-specified list which included poorly organized site, 

technical issues, fear of internet in general, not useful because of remission, other reason, no 

barriers. 

Other data collected 

Characteristics of RA patients were collected at baseline and included gender, age, disease 

duration and ongoing pharmacological arthritis treatment including conventional synthetic 

and biological disease-modifying drugs. Patients self-reported their socio-professional 

category, work status, and if they had already undergone patient education and were or not, 

members of a patients association. 

Where available, the status for rheumatoid factor (RF) and for anti-cyclic citrullinated peptide 

(anti-CCP), and the presence of radiographic erosions were recorded, as recorded in the 

medical files, based on local readings in the context of usual care. At baseline, disease 

activity was assessed by the last available Disease Activity Score 28 (DAS28) in RA patients, 

and disability was self-assessed using the Health Assessment Questionnaire Disability Index 

(HAQ-DI, range 0-3).(19,20) 

Secondary outcomes included the RA Impact of Disease (RAID) questionnaire, which 

includes 7 questions on disease impact, and its subscale on coping.(21) Furthermore, a 

numeric rating scale (NRS) question was developed by the steering committee with the help 

of a patient education nurse specialist, to assess patient-perceived quality of care. The 
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question used was: “Considering all the resources available (interactions with your physician, 

your pharmacist, the care team including nurse and physiotherapist), and also other 

information and support resources like patients associations, brochures, internet, how do you 

consider the quality of  care of your rheumatoid arthritis?” scored 0 : very bad ; to 10 : 

excellent.” 

 

Statistical analyses 

Sample size: based on expected baseline scores of 37 (standard deviation 12) (17), and on 

no change in the control group and an improvement of 4 points in the Sanoia group, 

considering a statistical power of 85% and a significance level of 5%, 132 participants had to 

be analysable in each group. To account for 20% of patients who could not be analysed, we 

aimed to include 160 patients per group. 

Patient characteristics were analysed descriptively. Comparisons between groups were non-

parametric, in Intention to Treat (ITT) and missing data were imputed using Last Observation 

Carried Forward (using the 6 month or 3 month data if necessary). 

Use of the platform was analysed descriptively over time. Baseline patient characteristics 

associated with more frequent use (above the median) vs not, were compared by univariate 

and multivariate stepwise logistic regression. Factors analysed included patient 

demographics, disease characteristics, activity and treatment, and RAID/coping questions. 

All analyses were performed on SAS the Statistical Analysis System version 9.3.2. 

 

 

RESULTS 

 

Patient description 

In all, 320 patients were assigned randomly to 2 groups, either with access to the Sanoia 

platform (n=159), or with normal internet use without Sanoia access (n=161). 

Baseline demographics were well balanced between both groups (Table 2). Of 320 RA 

patients (159 vs 161, Sanoia vs usual care), mean (SD) age was 57.0 (12.7) years, mean 
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(SD) disease duration was 14.6 (11.1) years, and 253 (79.1%) were female. Mean DAS28 

was 2.65 (1.20), 54.1% were in DAS28 remission (<2.6); 216 (67.5%) were taking a biologic.  

Twelve-month data were available for 244 (76.0%) patients. 

Primary outcome: changes in PEPPI 

At baseline, the mean PEPPI-5 score was 39.2 (standard deviation, SD: 7.8) and the median 

was 40. Overall, a small improvement in PEPPI-5 score was seen in patients with access to 

the Sanoia platform compared to patients in the control group, for whom a concurrent decline 

in PEPPI-5 scores was observed, leading to a significant difference (Figure 1 and Table 3): 

mean (SD) changes in PEPPI from baseline to 12 months were 38.6 (8.2) to 39.2 (8.0) 

(delta=+0.60 [5.52]) vs 39.7 (7.3) to 38.8 (8.0) (delta=-0.91 [6.08]) in Sanoia vs control group 

(p=0.01).  

Of note, post-hoc analyses indicated greater efficacy at 6 months: delta=-1.43 (6.65) vs 

+0.52 (5.42), in the control group vs Sanoia group respectively, p=0.002.  

Changes were similar across the 5 PEPPI-5 questions (Supplementary online Table 2).  

Use of Sanoia 

Patients in the Sanoia group were asked to assess satisfaction between 0 and 10 (where 

total satisfaction was scored 0) with the platform after 12 months: satisfaction was high 

among the 110 patients still followed-up: mean, 1.5 (SD 1.5), median 1. 

In the Sanoia group, 118/159 (74%) patients accessed the platform at least once, whereas 

41 (26%) patients never accessed the Sanoia platform at any time. Over the 12 months of 

the study, 81 (51%) patients accessed the platform at least twice, with a median of 2 and a 

mean of 4.4 (SD: 11.3) connections per patient over the 12-month period. However, use of 

the platform decreased over time, in particular over the first months (Figure 2). 

The main limitation expressed by patients (12%) was that the platform was not useful 

because they were in disease remission (Supplementary online Table 3)  

In multivariate analyses, the only factor found to be related to connecting more than twice to 

the platform was being a member of a patient association (odds ratio, 1.44 (95% confidence 

interval, 1.17-1.77, p=0.0007). In the group with high versus low number of connections, the 

percentage of patient association members was 24.7% versus 6.5%, respectively. 

Other outcomes 
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Changes in perceived quality of care were different between the groups (Table 3): mean 

(SD) changes in quality of care NRS from baseline to 12 months were 8.2 (1.7) to 8.3 (1.6) 

(delta=+0.06 [1.44]) vs 8.2 (1.6) to 7.8 (1.9) (delta=-0.42 [1.63]) in the Sanoia vs control 

group (p=0.02).  

RAID changes did not differ between groups; both the Sanoia and the control group saw a 

numerical improvement in RAID score at 12 months; a further numerical improvement was 

seen in the coping component of the RAID for the Sanoia group although differences were 

not statistically significant (Table 3).  

 

 

DISCUSSION 

 

We demonstrated that giving patients access to the interactive Sanoia e-health platform led 

to a statistically significant, albeit small, improvement in patients’ perception of patient-

physician communication quality and quality of care, confirming the potential usefulness of 

an e-health intervention when used in conjunction with physician care in RA. The results also 

suggest that patient satisfaction should be interpreted with caution, since despite high levels 

of satisfaction reported with the platform, only half of patients used the platform more than 

twice in 12 months, suggesting that future research should consider a combination of both 

patient satisfaction and utilization. 

This study has strengths and weaknesses. This trial was one of the first to measure the 

impact of an e-health tool on the quality of the patient’s efficacy in patient-physician 

interactions, as opposed to simply measuring patient satisfaction with the tool. Patient-

physician interactions are an important aspect of care and may be a key aspect of shared 

decision-making. (4,5,22) However, as with many aspects of holistic care, patient-physician 

interactions pose difficult assessment challenges. In the present study, we chose to use the 

PEPPI which appeared to us as the best questionnaire available for our purposes. Although 

the PEPPI is a validated questionnaire, it has not been previously used in RA; furthermore, 

responsiveness has not been assessed. The PEPPI might not have been the best outcome 

since some of the questions relate more to the physician attitude than to patient 

empowerment, which is the key notion which Sanoia could improve. This is confirmed by the 

small but statistically significant improvement in patient-reported quality of care, found in the 

present study. Of note also, differences observed were small and probably below minimal 



11 
 

clinically important differences (though such thresholds are not available for the PEPPI).The 

patient’s status was not assessed by a physician as part of this study, over time. It is possible 

that changes to patients’ disease activity and treatment patterns may have occurred and this 

may have modified perceived interactions between patients and physicians. 

It is interesting to note in the present study, that the statistically significant difference in the 

change in patient-physician interactions (PEPPI scores) over the study duration was due to a 

slight improvement in the Sanoia group but also a slight worsening in the control group. The 

improvement in the intervention group may have been limited by the surprisingly high 

baseline PEPPI values, reflecting excellent interactions before the study. Indeed, the results 

were better than previously reported in breast cancer.(17) The worsening in the control group 

may indicate dissatisfaction of patients who were assigned to the control group, especially 

given this was an unblinded study. Indeed, the choice of a randomized controlled trial, 

although leading to higher quality data, is often difficult for non-pharmacological interventions 

(23). The only previous randomized trial of e-health in rheumatology performed by Alam et al 

indicated the complex web-based intervention had a positive impact on both self-care and 

empowerment; however effect sizes were small.(13) Patient follow-up was correct and all 

analyses were performed as ITT thus the results are robust. 

Online services may help for patient self-monitoring.(2) In outpatient clinics that monitor 

patients using outcome measures as standard practice, ∼75% of patients with RA have been 

reported to be in remission or in low disease activity.(24) PROMs have been described as 

‘critical, relevant and complementary’ in the context of the physician–patient interaction.(25) 

In an optic of “measuring is getting better” (also called Quantify Self), better knowledge of 

one’s state may improve that state.(26, 27) Remote monitoring and reporting of PROMs may 

facilitate a treat-to-target approach both through these aspects and potentially through 

patient empowerment. This could potentially lead to benefits both in patient adherence and in 

disease activity control.(26,28-30) 

In the present study, patient inclusion was rapid and easy, indicating people with RA at least 

in France, may have an initial positive outlook on e-health interventions. Indeed this is a 

topical subject given the interest in e-health.(31,32) However, in the present study patients 

did not all feed information longitudinally to the Sanoia website. Perhaps patients lose 

interest in websites – as may be suggested by the number of new websites created each 

year in particular in e-health.(32, 33) A recent study in the US found similar results: of 1946 

RA patients who agreed to voluntarily complete PROs in a mobile application, 20.6% never 

contributed any PRO information, 53.3% answered once, and only 26.1% answered at least 

twice.(14) Surprisingly, the present study evidenced a disjunction between patient 



12 
 

satisfaction with the website, and actual (repeated) use of the website. This is interesting in 

several ways. Firstly, it puts into question many of the previous publications on websites in e-

health since most of these previous studies have use satisfaction scores as the only marker 

of quality of the website.(9-12,34) We feel this indicates future research into e-health should 

consider a combination of both patient satisfaction and utilization. Secondly, these findings 

raise questions around why patients would not want to use an interactive platform. It is 

noteworthy that in the present study, the patients had all consented to participate in this e-

health based randomized controlled trial so would be supposed to be inclined in favor of e-

health. However, this study differed from other e-health tool studies in that patients were not 

prompted to use the platform by their physicians at any point after initial training – the 

decision to use the platform was determined entirely by the patient with no further 

reinforcement. Our hypothesis was that patients would feel empowered and decide 

themselves to show the data to the physician during visits. However, the data-sharing was 

not measured and cannot be confirmed. Future research should propose a process, to 

facilitate physician access to patient data at each consultation, to motivate patients.  

There are many other possible reasons for loss of interest in the website. The website 

content was developed with input from health care providers and patient associations and 

the website is user-friendly, thus we do not believe the practicality of the website is in 

question. Maybe the multiplicity of screens and complexity of some of the items should be 

discussed. However, the scores which could be of use in practice in RA, were chosen 

through an expert-driven approach within a French Society of Rheumatology working group. 

Perhaps patients simply lose interest with self-assessment over time.There has been a 

concern that use of IT applications by patients with RA may be limited by their age and 

manual disability.(34) However, a recent study found that manual disability in patients with 

RA is not an obstacle for using mobile applications. The present study indicated that practical 

issues were rarely cited as a barrier.(35) Another worry with e-health is confidentiality of data 

(36) but here again, this was rarely raised by the patients in our study. Of note, cybersecurity 

is an issue which is central to Sanoia and patients may have been reassured by this. The 

only barrier which was regularly cited was related to the good status. Indeed, it is highly 

possible that when the disease is in remission, patients may want to “forget” their disease. 

Then, e-health platforms would be most useful during periods when the disease is less well- 

controlled.(37,38) A recent review on e-health suggested some patients might be better 

candidates for e-health remote self-monitoring of disease status: i.e., patients with a high 

technological understanding, those with high engagement with their own disease 

management, those with barriers to frequent clinic visits, and those at high risk of flare.(2). In 

the present study, patients who connected most frequently to the platform were found to be 
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more often members of a patient association. Of note, no campaigns to promote Sanoia 

were ongoing through patient organisations at the time of the study. Thus, our interpretation 

of the link between use of Sanoia and patient associations is high personal engagement in 

disease management. This confirms partly the hypotheses of our colleagues.(2) 

In conclusion, this study has brought to light several important findings. By showing in a 

randomized controlled trial setting that access to Sanoia improved slightly but significantly 

patient-physician interactions, this study indicates that e-health platforms are promising 

adjuncts to physician care in RA. On the other hand, given the disjunction between patient-

reported satisfaction with the platform and its actual use, we feel future studies of e-health 

should consider a combination of both patient satisfaction and utilization. Further research 

could also explore the impact of the platform on physician-perceived quality of patient-

physician interactions. 
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Table 1. The PEPPI-5 questionnaire (16,17) 
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Table 2. Baseline patient characteristics  

DAS28: Disease Activity Score on 28 joints; HAQ-DI: Health Assessment Questionnaire 

Disability Index, DMARD: disease-modifying anti-rheumatic drug.  

 
Whole population 

(N=320) 
Sanoia group 
N=159 

Control 
group 
N=161 

Age, years, mean (SD) 57.0 (12.7) 56.1 (13.1) 58.0 (12.2) 

Female, n (%) 253 (79.0) 132 (83.0) 121 (75.2) 

Duration of disease, years, mean (SD) 14.6 (11.1) 15.0 (11.5) 14.8 (10.7) 

Erosive disease, n (%) 218 (68.1) 109 (68.6) 109 (67.8) 

Positivity for rheumatoid factor or 
ACPA, n (%) 

255 (79.7) 125 (78.6) 130 (70.8) 

University-level studies, n (%) 166 (51.9) 85 (53.5) 81 (50,3) 

Currently in paid employement, n (%) 176 (55.0) 90 (56.6) 86 (53.1) 

Previous patient education programme, 
n (%) 

70 (21.9) 37 (23.3) 33 (20.1) 

Member of a patient association, n (%) 49 (15.3) 25 (15.7) 24 (14.9) 

DAS28, mean (SD) 2.65 (1.2) 2.7 (1.2) 2.6 (1.2) 

HAQ-DI (0-3) mean (SD) 0.8 (0.7) 0.8 (0.7) 0.8 (0.7) 

Treatment with methotrexate, n (%) 232 (72.5) 123 (77.3) 109 (67.7) 

Treatment with biologics, n (%) 216 (67.5) 115 (72.3) 101 (62.7) 

Treatment with oral glucocorticoids, n 
(%) 

109 (95.6) 57 (96.6) 52 (94.5) 
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Figure 1. Change in PEPPI over 12 months 
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Table 3. Outcomes at baseline and at 12 months and change in outcomes in the 

Sanoia and control groups  

 

Results are mean (SD). Bold type represents statistically significant results. 

  

Outcome 

Sanoia 
group : 

baseline 
 

N=159 

Sanoia 
group 

completers: 
12 months 

 
N=110 

Sanoia 
group : 
change 

from 
baseline to 
12 months 

(ITT 
analysis) 

 
N=159 

Control 
group: 

baseline 
 

N=161 

Control 
group 

completers: 
12 months 

 
N=134 

Control 
group :  
change 

from 
baseline to 
12 months 

(ITT 
analysis) 

 
N=161 

p value 
comparing 
changes 
over 12 
months 
between 
groups 

PEPPI-5 
(SD) 

38.57 
(8.18) 

39.72 
(7.96) 

0.45 
(5.81) 

39.73 
(7.34) 

38.32 
(8.32) 

-1.04 
(6.21) 

0.042 

RAID (0-10) 
3.3 

(2.2) 
3.3 (2.1) 0.2 (1.8) 

3.3 
(2.3) 

3.5 (2.3) 0.2 (1.8) 0.94 

RAID 
(Coping 
domain) (0-
10) 

2.6 
(2.2) 

2.8 (2.2) 0.2 (2.0) 
2.7 

(2.5) 
2.8 (2.2) 0.0 (2.3) 0.87 

Perception 
of care 
(NRS) (0-
10) 

8.2 
(1.7) 

8.3 (1.6) 0.1 (1.4) 
8.2 

(1.6) 
7.8 (1.8) -0.4 (1.6) 0.01 



22 
 

Figure 2. Number of connections to the Sanoia website over time 

 

Footnote 

The x-axis represents months of follow-up and the y-axis represents the total number of 

connections to the website. 
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Online supplementary Table 1. The French version of the PEPPI-5 questionnaire 

EFFICACITE PERCUE DE LA RELATION MEDECIN-PATIENT : PEPPI (« perceived efficacy in 
physician-patient interactions ») 

Les 5 questions suivantes portent sur vos échanges en tant que patient(e), avec les médecins.  

Merci d’entourer le chiffre qui indique la confiance que vous ressentez dans votre capacité à faire 
chacune des choses suivantes. Ces questions portent sur votre capacité à faire ces choses en 
général et ne concernent pas un médecin en particulier. 

Évaluez votre confiance sur une échelle de 0 à 10, où 10 correspond à ‘j’ai totalement confiance en 
moi’ et 0 correspond à ‘aucune confiance en moi’. 

Quelle confiance avez-vous dans votre capacité : 

1. A savoir quelles questions poser au médecin : 

[0 = aucune confiance en moi, 10 = totalement confiance en moi] 

0 1 2 3 4 5 6 7 8 9 10 

2. A obtenir une réponse à toutes vos questions de la part du médecin : 

[0 = aucune confiance en moi, 10 = totalement confiance en moi] 

0 1 2 3 4 5 6 7 8 9 10 

3. A tirer le meilleur des consultations avec vos médecins : 

[0 = aucune confiance en moi, 10 = totalement confiance en moi] 

0 1 2 3 4 5 6 7 8 9 10 

4. A obtenir que le médecin prenne au sérieux votre principal souci lié à votre santé : 

[0 = aucune confiance en moi, 10 = totalement confiance en moi] 

0 1 2 3 4 5 6 7 8 9 10 

5. A obtenir que le médecin fasse quelque chose à propos de votre principal souci lié à 
votre santé : 

[0 = aucune confiance en moi, 10 = totalement confiance en moi] 

0 1 2 3 4 5 6 7 8 9 10 
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Online supplementary Table 2 Changes in the 5 PEPPI-5 questions over 12 months 

Number of the PEPPI 

question 

Change in PEPPI question: 

Sanoia group 

Change in PEPPI question: 

Control group 

1 0.25 (1.49) 0.12 (1.56) 

2 0.01 (1.47) -0.12 (1.68) 

3 0.15 (1.39) -0.19 (1.49) 

4 0.14 (1.40) -0.30 (1.69) 

5 0.04 (1.35) -0.41 (1.37) 

Results are mean (SD) change over 12 months. Positive changes correspond to 

improvement and negative changes to worsening in the PEPPI. 
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Online supplementary Table 3 Causes for dissatisfaction with the platform, presented 

among the 110 completer patients randomized to the Sanoia group, and presented for 

patients connecting at least twice or not to the platform (median number of connections=2)  

 Total  

N=110 

<2 
connections 

N=46 

>= 2 
connections 

N=64 

P-value 

Mean (SD) satisfaction  1.46 (1.52) 1.43 (1.78) 1.48 (1.32) 0.39 

No motive for 
dissatisfaction 

68% 71% 66% 0.63 

Website poorly 
organised 

4% 2% 5% 0.85 

Technical issues 3% 0% 5% 0.37 

Fear of internet 2% 0% 3% 0.62 

Not useful because of 
remission 

12% 13% 11% 0.97 

Percentages are % of patients 
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Online supplementary Figure 1. Screenshots of some of the features of Sanoia: what 

patients can self-assess and follow in the platform (a: the RAID Questionnaire ; B: graphical 

follow-up of this score over time). 
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