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Abstract
Background: The growth in patient-centered care delivery combined with the rising costs of health care have perhaps not
unsurprisingly been matched by a proliferation of patient-centered technology. This paper takes a multistakeholder approach to
explore how digital technology can support the cocreation of value between patients and their care teams in the delivery of total
knee replacement (TKR) surgery, an increasingly common procedure to return mobility and relieve pain for people suffering
from osteoarthritis.
Objective: The aim of this study was to investigate communications and interactions between patients and care teams in the
delivery of TKR to identify opportunities for digital technology to add value to TKR health care service by enhancing the cocreation
of value.
Methods: A multistakeholder qualitative study of user needs was conducted with Australian stakeholders (N=34): surgeons
(n=12), physiotherapists (n=3), patients (n=11), and general practitioners (n=8). Data from focus groups and interviews were
recorded, transcribed, and analyzed using thematic analysis.
Results: Encounters between patients and their care teams are information-rich but time-poor. Results showed seven different
stages of the TKR journey that starts with referral to a surgeon and ends with a postoperative review at 12 months. Each stage of
the journey has different information and communication challenges that can be enhanced by digital technology. Opportunities
for digital technology include improved waiting list management, supporting and reinforcing patient retention and recall of
information, motivating and supporting rehabilitation, improving patient preparation for hospital stay, and reducing risks and
anxiety associated with postoperative wound care.
Conclusions: Digital technology can add value to patients’ care team communications by enhancing information flow, assisting
patient recall and retention of information, improving accessibility and portability of information, tailoring information to individual
needs, and by providing patients with tools to engage in their own health care management. For care teams, digital technology
can add value through early detection of postoperative complications, proactive surveillance of health data for postoperative
patients and patients on waiting lists, higher compliance with rehabilitation programs, and reduced length of stay. Digital technology
has the potential to improve patient satisfaction and outcomes, as well as potentially reduce hospital length of stay and the burden
of disease associated with postoperative morbidity.
(J Med Internet Res 2018;20(3):e95) doi: 10.2196/jmir.7541
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Introduction
Health care delivery is changing from paternalistic models
toward more participative and patient-centered models in which
patients, as consumers of health care services, are viewed as
active rather than passive participants in their own health care
[1,2]. The growth in patient-centered care delivery combined
with the rising costs of health care have perhaps not
unsurprisingly been matched by a proliferation of
patient-centered technology [3-8]. In this research, we explore
how care teams can utilize digital technology to support
patient-centered care for better outcomes and higher patient
satisfaction in total knee replacement (TKR).
TKR is an increasingly popular elective surgery for people
wanting relief from knee pain and loss of lifestyle because of
reduced functionality. Osteoarthritis is the primary diagnosis
of knee replacement patients (accounting for 97% of surgeries)
[9]. The average age of patients undergoing TKR in Australia
is 69 years [10]. When recommended, TKR is generally effective
in reducing knee pain and improving functionality [11,12];
however, despite many successes, there is still a relatively high
degree of patient dissatisfaction following TKR. A 2007 survey
of 10,000 TKR patients in the United Kingdom showed that
only 82% of TKR patients were satisfied with their outcome 12
months after surgery [13]. More recently, a 2012 systematic
review of journal articles on postoperative outcomes for TKR
indicated that as many as 10% to 34% of TKR patients continue
to experience long-term pain after knee replacement [14].
In this paper, we explore the facilitation of patient-centered care
using digital technology in a clinical setting for the delivery of
TKR. Specifically, we draw on the concept of cocreation of
value based on service dominant logic [15-17]. Service dominant
logic is a marketing perspective that calls attention to the
importance of services in creating value for consumers whereby
value, or the utility of a service, is determined by the customer
[16]. Although TKR, akin to other health services, does involve
the exchange of goods (implant, medication, and consumables),
it is predominantly a service provided by hospitals, clinics, and
care teams [2,18-20]. Similar to other services, health care
requires the active participation of consumers (ie, patients) [18].
The value of the service for the consumer is created, or rather
cocreated, with the service care team. Value or utility of a
service to customers is uniquely determined by the customer
[15]. TKR surgery is a means to an end. The value or utility of
the surgery is determined by each individual, and the value for
the patient could be about playing or being able to play with
grandchildren, going on an overseas trip, or being able to
continue to play golf. Interactions between service care teams
and consumers are opportunities to add value. The way in which
interactions are managed can facilitate (or destroy) consumer
value [21-24]. Digital technology has the potential to enhance
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the delivery of health care services by adding value to the
interactions and communications between patients and their
care teams [25-28].
In this paper, we explore the TKR journey from start (first
referral to a surgeon) to finish (12 months after surgery) to
understand the disparate needs of stakeholders and identify
opportunities for digital technology to add value to TKR health
care service delivery by enhancing the cocreation of value.

Methods
Design: Qualitative Study
Ethics approval was obtained from the Commonwealth Scientific
and Industrial Research Organisation (CSIRO) Health and
Medical Human Research Ethics Committee: low risk review
panel. Qualitative data were collected using focus groups and
interviews conducted in Queensland and New South Wales,
Australia from June 2015 to September 2015. In total, 34 people
(patients, general practitioners [GPs], and clinicians) participated
in the research. Participants were recruited based on a maximum
variation sampling approach [29] to ensure a diversity of opinion
and experience. All focus groups, interviews and discussions
were audio-recorded and transcribed. Qualitative analysis was
carried out using NVivo software (QSR International) to assist
in the management of the coding task. Thematic analysis was
used to identify emerging themes [30].

Study Population
Participants (N=34) included three different target groups:
patients (n=11), GPs (n=8), and clinicians (n=15), defined in
this research as surgeons (n=10), research fellows (n=2), and
physiotherapists (n=3).
Patients and GPs were invited to attend structured focus groups
and clinicians were invited for interviews or discussions. In the
following sections, we detail the participant recruitment process
and how data were collected. For each group of participants,
we outline the key questions. A more comprehensive list of
focus groups and interview questions is available in Multimedia
Appendix 1.

Methods of Data Collection
Focus Groups
Focus groups (n=17) were used to collect data from GPs and
patients. For convenience and expediency, we contracted two
different Sydney-based medical market research companies to
recruit participants for general practitioner (GP; n=8) and patient
focus groups (n=9) because market research companies have
access to a large number of GPs and patients with the relevant
history of TKR needed to convene a focus group. The focus
groups were conducted by CSIRO researchers and lasted around
1 hour long. All participants signed consent forms.
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Table 1. General practitioner details.
Demographics

Bulk billing (Medicare), n

Private, n

Male

1

3

Female

1

3

35-44

1

2

45-54

1

2

Gender

Age (years)

55+

2

Years’ experience
6-10
11-19

1
2

20+

2
3

Hours worked
21-40
41-60

GP focus groups (n=8): GPs were screened based on gender,
age, years in general practice, weekly patient care hours,
proportion of public patients (100% funded by Medicare), and
frequency of referral of patients for TKR (see Table 1). The aim
of the GP focus group was to understand more about the role
of GPs in TKR in Australia because patients cannot consult a
surgeon without a referral from a GP. Questions included
recounting some of their experiences in referring patients for
TKR, with examples of different types of patients, patient
outcomes, and differences in referral and treatment between
private and public patients. GPs were also asked about any
treatments they recommended presurgery, such as exercise or
weight loss, as well as their role in postsurgery.
Patient focus groups (n=9): patients were screened based on
gender, age, type of knee surgery, principal diagnosis, year of
surgery, patient type: private or public, and choice of
rehabilitation. Table 2 summarizes patient demographics. A
total of 10 patients were recruited, but one did not attend. The
aim of the patient focus group was to understand the experience
of TKR patients as a basis for developing an app or technology
solution to assist them through TKR. Patients were asked about
how they came to consider and make the decision to undergo
TKR surgery, specifically asking about the process they went
through and what sort of information they needed along the way
to make decisions or to fulfil their role as a patient. Patients
were then asked to describe their experience of TKR surgery,
including the hospital stay, the rehabilitation, and recovery from
surgery. Patients were also asked about what might have been
done differently or better. Because the experience of TKR was
uniformly positive among the 9 patients in the focus group,
researchers used convenience sampling (word of mouth) to
recruit and interview a further 2 patient participants to capture
a more balanced view of the patient experience.

Interviews or Discussions
A total of 17 people, including patients (n=2) and clinicians
(n=15), participated in semistructured interviews or discussions.
http://www.jmir.org/2018/3/e95/
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1
6

Discussions refer to interviews involving more than one
participant. Participants were recruited using convenience
sampling, people known to either the research team or the
research sponsor. The research included both public and private
sector practitioners. Participation in interviews or discussions
with surgeons and physiotherapists was opportunistic and
self-organizing. Participant numbers varied between 1 and 8
attending depending on availability and opportunity on the day.
One interview was conducted by phone, all others were
face-to-face. The duration of interviews varied from 25 to 120
min dependent on the size of the group.
Patients (n=2): for maximum sample variation, it was important
to explore bad patient experience or service failure. Researchers
used convenience sampling (word of mouth) to recruit 2 patient
participants who were interviewed together. Both had
postoperative complications, multiple revisions and knee
replacements. The interview covered some of the same ground
as the focus group questions but focused on the experience of,
and reasons for, service failure.
Clinicians (n=15): clinician interviews or discussions included
orthopedic surgeons (OS, n=10), research fellows (n=2), and
physiotherapists (n=3). Participants were recruited from both
Queensland and New South Wales, see Table 3. Although
interview’s and discussions followed a broad direction, they
were less structured than the focus group because of the
multidisciplinary nature of groups, the number of attendees,
differences in patient base (private and public, local or remote),
as well as interstate differences in hospital practice. The aim of
the interviews with clinicians was to understand the process of
TKR. Clinicians were asked about each step in the TKR timeline
(for both private and public patients) from referral to 12 months
post surgery, which is when TKR patients are deemed to have
fully recovered from surgery. Particular emphasis was placed
on understanding the communication and information exchange
between clinicians and patients. Clinicians were asked to explain
how and when information was provided to patients and discuss
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issues where patients did not fully understand or follow
instructions. Clinicians were also asked to describe types of
patients, as well as their experience of patient compliance.

Finally, surgeons were asked to discuss how they managed
patient satisfaction and to describe circumstances leading to
poor outcomes.

Table 2. Patient demographics, including both focus group (n=9) and interview participants (n=2).
Demographics

Patient types
Private patients, n

Medicare pa- Covered by workers compentients, n
sation, n

Location
Queensland

1

New South Wales

7

1
1

1

Gender
Male

4

Female

4

1
1

1

Rehabilitation
Inpatient rehabilitation hospitals

5

Outpatient rehabilitation

1

1
1

In-home physiotherapy

1

Local physiotherapy clinic

1

No formal physiotherapy

1

Age (years)
50-59

4

60-69

3

70-79

1

1
1

1

Table 3. Clinicians’ breakdown.
Demographics

Clinicians
Surgeons, n

Fellows, n

Physiotherapist, n

Queensland

7

1

2

New South Wales

3

1

1

Male

8

1

2

Female

2

1

1

Location

Gender

Health care regime
Public

2

Private
Public and private

1
1

8

2

1

Results

Theme 1—The Patient Total Knee Replacement
Journey

Two themes emerged from patient and clinician data on the
experience of TKR. First, for patients TKR is not an event but
a long journey (12+ months). The journey is clearly marked by
stages with different interactions and opportunities for cocreation
at each stage. Second, effective communication and information
flow between patients and clinicians is a key cocreation task in
TKR, irrespective of the stage of the journey.

It was clear from the way patients and clinicians described TKR
that it is not an event but a journey of 12 months or more, which
officially starts when a patient obtains a referral to an orthopedic
surgeon (OS) from their local GP. Seven stages of cocreation
were identified: referral, consultation, prehabilitation,
perioperative, hospital stay, rehabilitation, and postoperative
(Table 4).
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1. Referral
In Australia, patients require a referral from a GP to access an
OS. The GP referral marks the start of the patient’s TKR
journey. Most patients will have seen their GPs over the years
for treatment and management of the increasing knee pain and
loss of functionality typical associated with osteoarthritis before
getting a referral for surgery. Some patients anxious to avoid
loss of lifestyle request TKR early, others, because of fear of
surgery or concerns about the outcomes, leave it too long:
Some want it way too early. They just think, oh, a
little bit of a twinge, I might get a new knee. [GP 2]
I had another guy the opposite way who put his knee
replacement off for ages and ages. [GP 8]
The referral stage is marked by information seeking and decision
making. Patients must decide if they wish to pursue surgery,

van Kasteren et al
and private patients can also decide which surgeon they want
to be referred to. To support decision making, patients are very
active in information seeking, principally using the Internet,
GPs recommendations, and increasingly via their social
networks. Patients research the medical procedures involved,
the experience of TKR, and prospective surgeons. GPs reported
that private patients are increasingly assertive in exercising their
rights as consumers of health care services. They are actively
requesting TKR surgery to avoid loss of lifestyle and/or referral
to a specific surgeon or a number of surgeons based on their
research:
Lots of people I know they’ve had knee replacements;
they were all very successful, so I just took their word,
and their recommendations. [Patient 8]

Table 4. The stages of the patient journey.

a

Stage

Cocreation network

Patients role

Timelines and detailsa

(1) Referral

GPb, social networkc

Information seeking. Decision
making: decision to consider
surgery.

Private: 2-12 weeks; Public: 12
months.

(2) Consultation

Administrative staff, OSd

Understanding information, decid- Private: 2-4 weeks; Public: approxiing on surgeon (private patients),
mately 12 months.
risk management, establishment of
a relationship of trust with surgeon.

(3) Prehabilitation

Physiotherapist

Being fit for surgery and exercise
completion.

(4) Perioperative

Administrative staff, occupational Preparation for hospital admission
therapist, physiotherapist, registered and discharge.
nurse (RN)

Public and private: 2 to 4 weeks before surgery.

(5) Hospital stay

Administrative staff, OS, RN,
Following instructions and providphysiotherapist, occupational thera- ing feedback on progress.
pist, social network

Public and private: walking day 1,
discharge day 3 to 5.

(6) Rehabilitation

Physiotherapist

Exercise completion and providing
feedback on progress.

Private: in- and outpatient rehabilitation and private physiotherapy; Public: outpatient rehabilitation, limited
public funding for private physiotherapy.

(7) Postoperative

Administrative staff, occupational
therapist, RN, GP

Detecting and reporting complications. Following medication. Staying positive.

Private: scheduled appointments, removal of surgical clips at clinic or by
OS at 2 weeks, OS at 6 and 12 weeks
and at 12 months; Public: fixed
schedule, removal of surgical clips at
clinic or GP at 2 weeks, OS at 6 and
12 weeks and at 12 months.

(8) Complications (restart from
perioperative)

GP and/or OS

Private: more likely to go straight to
surgery; Public: emphasis on home
exercise therapy.

Private: more access to OS over and
above scheduled appointments; Public: more gatekeepers.

There is some variation in practice especially in private surgeons, the time lines suggested reflect common practice.

b

GP: general practitioner.

c

family and friends.

d

OS: orthopedic surgeon.

Public patients have less, if any, choice in their surgeon and are
therefore more passive consumers at this stage of their TKR
journey. The time between referral by a GP and the first
http://www.jmir.org/2018/3/e95/
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patients will have their first consultation with an orthopedic
surgeon usually between 2 to 4 weeks after referral. However,
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because TKR is an elective surgery, public patients can wait up
to a year to see a surgeon. Waiting lists are problematic because
GPs try and get public patients onto to a waiting list early so
that by the time they need surgery, they will already be on a
surgeon’s list. This, however, creates additional work for
surgeons who must review all patients on their lists yearly.
However, these annual reviews are often the only thing assuring
patients that they have maintained their position on the waiting
list.

2. Consultation
The consultation stage for patients is about risk assessment and
forging a relationship of trust with their orthopedic surgeon.
Importantly, during this stage, patients establish expectations
about the outcomes of TKR, which in turn affects their
subsequent satisfaction with the surgery:
[S]atisfaction is directly linked with expectations. So
if there are those conversations preoperatively about
this will take you 12 months or 2 years to get over, I
think they are much more willing to accept that that’s
the case, rather than being dissatisfied for the first
12 months. [Fellow 1]
In these initial consultations, establishing a relationship with
the surgeon is very important. Patients must be comfortable
with and have faith in the surgeon’s ability to deliver the
outcomes they expect:
I went to a surgeon first, someone who had done my
father’s knee...he wasn’t the surgeon I ended up with
because I couldn’t stand the guy. I wasn’t going to
let him cut me open. [Patient 1]

3. Prehabilitation
Once a decision to undergo surgery is taken, private patients
have a 2 to 8 week wait for their surgery to be scheduled. Private
surgeons tend not to recommend prehabilitation:
Very rarely would someone of mine go in for
prehab[ilitation]...I don’t know if I’m right or
wrong—but I tend to reserve the rehab[ilitation] for
postsurgery. [Surgeon 4]
In the public sector, waiting time can be over 12 months. GPs,
physiotherapists, surgeons, and public services use this time to
promote prehabilitation:
If they come in at a reasonable period before their
surgery date, for instance, if they’ve got, say, 4 to 6
weeks beforehand, it gives us the opportunity to
possibly improve, say, their knee extension prior to
surgery, because we know that will dramatically
improve their walking ability postop. [Physiotherapist
1]
I don’t think you will come to a knee replacement for
some time and what I’m going to do is plan to see you
in a year but I want you to do [the exercises] and I’m
going to write to the GP and say if there’s any major
changes or a problem I’m happy to see you earlier.
So they’ve got a prehabilitation process. [Surgeon
10]
http://www.jmir.org/2018/3/e95/
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4. Perioperative
Once surgery is scheduled, the perioperative stage begins. This
stage is information rich. Hospitals and care teams need to
communicate with and collect information from the patient with
a view to facilitating a cost-efficient hospital experience and a
timely admission and discharge.

5. Hospital Stay
Patients admitted to hospital have their surgery and are typically
discharged 3 and 5 days after surgery. Private patients in large
metropolitan areas have the option of being discharged to
inpatient rehabilitation clinics for a 1 or 2 week stay where
inpatient physiotherapy is delivered. Public patients who have
less access to rehabilitation services post surgery may be kept
in the hospital longer if the surgeon feels they might benefit
from a few days extra of inpatient physiotherapy:
The big difference between public and private, as far
as how long they stay in hospital, is really dictated
by access to rehab. Private patients can get into
rehab, whereas public patients...rehab is almost
impossible to find...at least they’re receiving some
inpatient physio...before going home. [Surgeon 2]

6. Rehabilitation
Rehabilitation begins in the hospital and continues into the
postoperative stage. In-patient physiotherapy starts on the day
after surgery when patients are expected to start walking with
aids. In addition to walking, patients also have to complete
exercises designed to improve knee extension (straightening),
range of movement (bending), and function (walking, steps,
and running). Rehabilitation continues after discharge at
inpatient or outpatient clinics, or with local physiotherapy
services. Proximity to rehabilitation facilities or physiotherapists
and private health care cover determine access to rehabilitation.
However, all physiotherapists recommend in-home exercise
and self-management of prescribed in-home exercise as an
important part of rehabilitation.

7. Postoperative
Patients will have their wound assessed and clips removed 2
weeks after surgery by their GP in a clinic or by their surgeon.
They also typically see their surgeon at 6 weeks to check for
wound infection and at 12 months to assess recovery and the
performance of the prosthetic. In the postoperative stage, the
patient is responsible for detecting and reporting postsurgical
complications, including wound infection, clots, and deep vein
thrombosis. Although the risks of complications post surgery
are low, the consequences are very high, which can cause some
uncertainty and anxiety in patients:
Well, with things like that, a lot of patients at 6 weeks
are worried, “My knee is hot and red.” And [knees
post surgery] are all hot and red. [Surgeon 1]

Theme 2—Information and Communication Flow
Two-way communication between patients and care teams is
essential in the TKR journey. Clinicians, including surgeons,
physiotherapists, and others, need to communicate information
effectively to manage patient expectations. Communication is
J Med Internet Res 2018 | vol. 20 | iss. 3 | e95 | p. 6
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also essential to ensure informed consent and decision making
and to ensure patients meet the surgeon’s and hospital’s
expectations for self-management pre and post surgery. Equally,
patients need to communicate information effectively to care
teams for accurate diagnosis and treatment in the consultation
and postoperative phases. Our analysis revealed issues with
information flow, gaps in communication, and communication
problems.

Information Flow
Care teams and hospitals have to communicate the same
information to patients repeatedly. This requires efficiency in
communication. Due to the limited amount of face-to-face time,
printed information is the principle means of supporting
information communication to patients at all stages of their
TKR journey:
When every patient books for an operation, we give
them [an information pack] this is a preloaded what
paperwork is required, the consent form, the hospital
admission paperwork, thing about knee replacement
et cetera, et cetera. [Surgeon 5]
I got a booklet…and [the surgeon] explained a little
bit also with an instrument of some sort; I don’t know.
Showed how the joints fit together, and he gave me
the brochure and sent me off. [Patient 4]
Increasingly hospitals are organizing presurgery education or
assessment sessions during the perioperative phase. These
sessions often combine group information sessions and
one-on-one consultations with nurses, physiotherapists, and
occupational therapists:
Well, I have worked in two private hospitals, and they
had significant differences in their length of stay. The
big difference has been the patients who have been
preoped have everything organised, arranged, and
mostly their expectation of discharge. So they come
in and they go, I’m having a total knee replacement,
I’m going to be in, my surgery is on Monday, I’m
going to be home Friday. [Physiotherapist 3]
However, interview data revealed that patients do not necessarily
absorb, retain, or act on the information provided:
We always inform the patients not to take antibiotics.
But I do the review at 2 weeks; a lot of people are full
of antibiotics for unnecessary reasons. [Surgeon 1]
There was one patient that will forever stick in my
mind. She was in absolute tears when I called her,
and she was distraught...I found out that she...thought
that she had to stay in the house. [S]he thought that
she was trapped in the house until she went back to
see the GP at 2 weeks and the surgeon at 6 weeks.
[Physiotherapist 2]
Information can also allay fears and concerns:
We often have to ask them, have you done the
[presurgery] education? And you know the ones that
haven’t, because...they’re apprehensive about getting
out of bed. [Physiotherapist 2]
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Physiotherapists also provide patients with a lot of information.
Physiotherapist’s explain to patients how to modify everyday
activities to cope with limited functionality (eg, how to climb
stairs safely and the best way to get in and out of bed) and
prescribe exercise plans which include the type of exercise, the
number of repetitions, and the recommended frequency.
Importantly, they also teach patients to perform exercises
correctly. In addition to providing information, physiotherapists
also have to motivate the patient to complete their exercise
program:
So a lot of them get given information sheets and stuff
like that, they watch videos in there as well and then
get given a whole lot of stuff to do at home, so I think
a good rehab is a rehab that will encourage them to
be self-motivated rather than just doing 4 hours of
rehab a week while at rehab. [Physiotherapist 1]
Patients must also convey information to care teams. Although
patients are not medical experts, they are the only ones who can
communicate what they feel and experience, therefore giving
them expert knowledge. Surgeons and physiotherapists need
quality feedback from patients for their diagnosis and ongoing
care. Pain and sleep are two important variables that help
surgeons and physiotherapists assess progress. Sleep quality is
directly associated with pain, and care teams use both to
understand patient progress. Other key information patients are
required to provide to the doctor is physical functionality:
I think it’s critical…to take a history about physical
status, what are they doing and I [cover] hills and
stairs, crouches and squats, kneeling and ladders,
running and jumping,…the way you answer me will
tell me where in the knee the problem lies…each of
those activities, and the way you weight them helps
me to know where the problem is. [Surgeon 10]
The decision to operate is—it’s their pain level, it’s
their function, it’s the, can you walk—I can’t walk
around the shops, I can’t sleep…and my usual
statement to patients is, “You have your operation
when you are ready.” [Surgeon 1]

Cocreation Styles
In addition to the cocreation tasks associated with information
gathering and decision making, patient’s personalities and life
experience mean that they establish different types of
relationships with their surgeons and physiotherapists. The type
of relationship they establish is particularly apparent in the
postoperative stage, where lack of expertise or experience and
the high cost of undetected complications makes patients
anxious and fearful:
Rare complications when you have them, they’re
disastrous (64.10) infected prosthesis, it’s terrible.
I’ve had patients who’ve had a protracted
postoperative of 6 months said, I wish I never set my
eyes on that surgeon. [GP 3]
Because if you wash [infected joints] out in the first
few weeks, you may be able to save the joint. So it
actually matters a lot. And the main reason, probably
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we see the thousands [of patients at] 6 weeks is to
pick up the one [infection]. [Surgeon 1]
Public and private patients generally see their surgeons at 6
weeks and at 12 weeks. In the postoperative stage, private
patients have more access to their surgeons. They are more
readily able, and perhaps feel more entitled, to communicate
directly with their surgeon:
There’s usually a heightened sense of awareness and
patients are paranoid about clots and infection, so
most people will ring at the drop of a hat if they’re
worried...if someone’s worried I’d rather see them.
[Surgeon 9]
Public patients are generally encouraged to see their GP if they
have concerns about postsurgical complications, despite a
number of surgeons reporting that GPs lacked knowledge to
correctly treat postsurgical infections. Over and above
differences in health care cover, differences in personality and
communications style result in both under- and overreporting.
Overreporting occurs when patients are overanxious and
frequently contact the surgeons directly or via the practice
receptionist for private patients or via the GP for public patients.
Clinician time is limited, so to relieve pressure on care teams
and GPs, practice receptionists can act as gatekeepers, filtering
requests. On rare occasions, their lack of clinical expertise,
coupled with patient’s limited ability to communicate their
condition, could result in genuine complications being
overlooked:
When I go in there the message that [my surgeon]
had [from his receptionist] was that I had nicked the
top of the scar. It was wide open, I had to have a
tourniquet to stop the bleeding...that was the
arrogance of a front line staff member who had not
even passed the message on. [Patient 11]
Underreporting also occurs and is equally problematic. Patients
who do not want to bother the surgeon will wait until the next
appointment to raise concerns that again can exacerbate
outcomes:
What I say to people is...“See you in 6 weeks.” And
then they sit there for 2 weeks with pus pouring out
of their knee, because they are seeing the doctor at 6
weeks...so whatever happens in between, they just
hold on to it. [Surgeon 1]
Most patients tend to follow medical advice. Many patients
referred to themselves as a “good patient,” following care team
advice and instructions, in particular with respect to medication
and exercise:
I think I was an excellent patient...so I did all the
things I was told to do [in rehab] because I just
wanted the best recovery I could have and I just
thought their exercises, their knee clinic I think they
called it, it was just really good. [Patient 3]
Reasons for not completing rehabilitation or home exercise
included access to rehabilitation, having to rely on others to
drive them to a clinic, the need to return to work, and pain:
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The rehab, getting that bend in the knee, I can still
remember tears streaming down my face trying to do
what they were telling me to do, to get that particular
degree that they wanted. [Patient 3]
I was really concentrating on exercising and that,
while I was in the hospital…then I wanted to get back
to work, because I was totally bored. So I didn’t do
as much rehabilitation as what I should be doing.
[Patient 7]
Due to pain and difficulty of completing exercises, some patients
(Patient 11) developed very negative attitudes toward their
physiotherapists describing them as “overzealous, rude, and
condescending.”

Discussion
Principal Findings
This research explored TKR patient-clinician interactions
looking for opportunities for digital technology to enhance
cocreation and add value at different stages of the TKR journey.
Technology can add value by enhancing and increasing
opportunities for two-way communication between clinicians
and their patients.

Communication From Clinician to Patient
Results showed that interactions between clinicians and patients
are time-poor but information-rich, and patients do not
necessarily retain or recall the information or instructions given
to them by their care team because information given by
clinicians, and in particular surgeons, to their patients is often
technical and complex [31]. About half a surgeon’s consultation
time is spent explaining the medical condition, treatment
options, and surgical procedure; a good deal of which is required
to meet legal obligations [31]. Although this information is
necessary for patients to understand their condition, the risks
associated with treatment options, and to provide informed
consent to treatment plans [31-34], it has been demonstrated
that patients have very poor recall of information provided to
them by clinicians, especially if, as with TKR, they are older,
in pain, or anxious [35]. Patients also have selective information
retention and generally have higher recall of information about
the diagnosis than about the treatment options [35]. Similarly,
with rehabilitation, patient recall of exercises, sets, and
repetitions is particularly problematic for older adults, and recall
is not substantially improved by the provision of a memory
sheet [36]. Results showed a clear role for digital technology
to add value through improved communication and information
flow between clinicians and patients. Digital technology can
facilitate the following:
•

Deliver the right information at the right time. Mobile
phone features such as short message service, push
notifications, reminders, tasks, and alarms are well suited
to supporting real-time information delivery and
“just-in-time” access [4,8]. The results clearly identified
different information needs at different stages of TKR.
Technology-supported information delivery can deliver the
right information at the right time, making it both easier to
absorb and readily accessible to add value through improved
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patient recall and compliance. Reminders have been
successful in increasing adherence for routine daily tasks
such as medication management [4]. Mobile notifications
may also increase adherence to home-based physiotherapy,
as research has shown that setting regular times for exercise
and integrating exercise into routine is more likely to
encourage successful completion [37]. Interactive tasks or
checklists could potentially help patients prepare for hospital
admission, complete rehabilitation plans, and take
medication as prescribed.
Convey complex information in a more engaging way,
including text, imagery, audio, or video [36], thereby adding
value through better patient understanding of treatment and
rehabilitation. Mobile phone apps with videos could support
demonstrating the surgery and the treatment options, and
video is a great medium for providing exercise
demonstrations to support safe and correct exercise at home
[38-42].
Enhance motivation and compliance with exercise programs
through interactive gaming and rewards systems.
Gamification is a commonly used engagement strategy to
increase motivation by providing positive feedback to users,
which in TKR could include compliance with physiotherapy
and achievement of functionality milestones. Achieving
functionality milestones could support patients’ sense of
positive progress toward recovery.
Increase the number of interactions (albeit indirect) and
thereby the opportunities for adding value between care
team and patients. Encounters and interactions with
clinicians are dictated by standardized care pathways that
determine duration and number of appointments. Push
notifications and just-in-time delivery of information can
add value by indirectly increasing the communication or
interactions from care team to patients between
appointments. Mobile phone apps can also provide patients
who cannot or do not have access to rehabilitation services
with support in completing their rehabilitation. A mobile
phone app for cardiac rehabilitation has been proven to
increase uptake, adherence, and completion of patient
rehabilitation for patients who have had a heart attack in
comparison to face-to-face outpatient clinic [39,40].
Tailor information to individual needs to deliver
personalized solutions. Mobile technology can ensure that
individual patients receive personally relevant information
and/or can make choices in how they receive the
information and which support tools they use. Mobile phone
apps can also potentially match different behavioral
interventions to different cocreation styles to optimize
outcomes [24].

Communication From Patient to Clinician
Patients have an expert role in that only they can describe what
they are feeling and experiencing. This patient input is a crucial
element of clinical diagnosis and treatment [32,43,44]. Results
show that technology could add value to patient clinician
communication by supporting patients in their role of an expert
to better and more accurately communicate how they are feeling
and what they are experiencing. Self-reported information can
be difficult for patients to recall, inconsistent over time, and
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difficult to convey [45]. Research shows that patient self-reports
on sleep and pain are unreliable. For participants with fair or
poor health, no correlation was observed between subjective
and objective sleep measures [46], and patients with a high
social desirability bias (desire to be viewed favorably by their
surgeon) report higher level of pain [47]. For patient clinician
communication, digital technology can facilitate the following:
Enhance the quality and frequency of patient communication
with their care team using self-monitoring tools and wearables.
Self-monitoring using mobile phones could assist patients in
recalling the timing of events and improve accuracy and validity
of self-reports on pain or recovery progress with text-based
diaries, photo or video blogs, tools to track pain, medication
use, mood, physiotherapy, knee range of motion, and more.
This type of reporting could be further enhanced with the use
of wearable technologies such as activity trackers, body worn
sensors, or Bluetooth-enabled thermometers or scales. By linking
data from digital technology to a Web portal accessible by the
care team, daily progress data could be used to flag patients not
progressing as expected, allowing clinicians to move
appointments forward as needed. Remote monitoring of progress
could potentially increase motivation and compliance as patients
extend the role of good patient to their self-management tasks,
knowing that they are been observed. This approach could also
be used for waiting list management to supplement the yearly
orthopedic consult.
Assist in the early detection of postoperative complications and
reduce patient anxiety. Results showed that the most critical
time for effective patient communication is the postoperative
period (0-12 weeks post surgery) because even though the risk
of infection and complication after TKR are low, the resulting
morbidity is high, and patients are naturally anxious. With only
limited access to surgeons (3 postoperative visits in 12 weeks),
it is largely the patient’s responsibility to detect and report
postoperative complications and infections. Results showed that
patients both under- and over-report postsurgical complications.
There is very clearly a role for technology to add value in the
detection of postsurgical complications to help reduce patient
anxiety and uncertainty and improve patient outcomes. Solutions
might include telehealth services for the 12-week postoperative
period or intelligent technology such as smart wound dressings,
wearable devices, and heat detectors for infections [48,49].

Strengths and Limitations
The strength of this research is that it provides a
multistakeholder perspective on how care teams can use digital
technology to add value to patient clinician interactions and in
so doing, potentially improve patient experience and satisfaction.
Limitations of this research include the limited generalizability
of qualitative data. We also acknowledge an overrepresentation
of the private sector perspective (patients and care teams), even
though 70% of TKR in Australia occurs in private hospitals
[50]. Although research was conducted in two major cities,
Sydney and Brisbane, this study is not necessarily representative
of TKR journey in whole of Australia, as only 60% of TKR
surgeries occur in capital cities [51]. Focus groups conducted
in remote and less affluent areas may have yielded different
patient experiences because access to TKR and physiotherapy
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are affected by proximity to hospitals and rehabilitation
facilities, as well as affordability. Finally, this research was
cofunded by a commercial partner who has engaged CSIRO to
conduct this research independently on their behalf. CSIRO
was solely responsible for decisions on the study design,
analysis, and interpretation of data. This research has led to the
design and development of a digital orthopedic rehabilitation
platform, which is being evaluated through a multihospital
randomized controlled trial and registered with the Australian
N ew
Zealand
Clinical
Tr i a l s
R eg i s t r y
(ACTRN12616000504415) [52].

Conclusions
Digital technology has the potential to enhance the current model
of care for TKR, adding value for all stakeholders through
increased and improved communication and information flow.
For patients, digital technology could enhance information
retention and recall, support the patient as an expert, reduce
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anxiety in the postoperative stage, improve recovery through
improved adherence to rehabilitation, and increase satisfaction
through supporting personal agency and perceived control. For
clinicians, digital technology can enhance the communication
and information flow between care teams and patients to
improve patient compliance, outcomes, and satisfaction. For
health care providers, digital technology can assist in managing
waiting lists, reduce length of stay because patients are better
prepared for admission and discharge, and reduce morbidity
and burden of disease through early detection of postoperative
complications. Digital technology could also potentially reduce
the cost of service delivery [53] without compromising patients’
outcomes. Although patient-centered care is by definition not
technology-centered care [54], technology can nevertheless
assist in the delivery, reinforcement, and accessibility of
information if the focus of digital technology design and
development (eg, apps) is value-driven and patient-centric [25].

Acknowledgments
The project is cofunded by Johnson and Johnson Medical Devices Australia and CSIRO. The commercial partner, Johnson and
Johnson Medical Devices Australia has engaged CSIRO to conduct this research on their behalf and has approved the manuscript
for publication. The authors would like to thank Angela Coble, Ben Travers, Julian Ryall, and Nathan Edgington from Johnson
and Johnson Medical Devices Australia for their input and contribution. Present address of YVK: Flinders Digital Health Research
Centre, Flinders University, GPO Box 2100 Adelaide SA 5001. Yasmin.vankasteren@flinders.edu.au.

Authors' Contributions
YVK designed the study methodology and conducted the thematic analysis. All the authors participated in interviews and focus
groups and contributed to the writing of the report.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Interview questions.
[PDF File (Adobe PDF File), 39KB-Multimedia Appendix 1]

References
1.
2.
3.

4.

5.
6.

7.
8.

Dunston R, Lee A, Boud D, Brodie P, Chiarella M. Co-production and health system reform: from re-imagining to re-making.
Aust J Public Mark 2009;68(1):39-52. [doi: 10.1111/j.1467-8500.2008.00608.x]
Janamian T, Crossland L, Wells L. On the road to value co-creation in health care: the role of consumers in defining the
destination, planning the journey and sharing the drive. Med J Aust 2016 Apr 18;204(7 Suppl):S12-S14. [Medline: 27078786]
Boulos MN, Wheeler S, Tavares C, Jones R. How smartphones are changing the face of mobile and participatory healthcare:
an overview, with example from eCAALYX. Biomed Eng Online 2011 Apr 05;10(1):24 [FREE Full text] [doi:
10.1186/1475-925X-10-24] [Medline: 21466669]
Hamine S, Gerth-Guyette E, Faulx D, Green BB, Ginsburg AS. Impact of mHealth chronic disease management on treatment
adherence and patient outcomes: a systematic review. J Med Internet Res 2015 Feb 24;17(2):e52 [FREE Full text] [doi:
10.2196/jmir.3951] [Medline: 25803266]
Lewis TL, Wyatt JC. mHealth and mobile medical Apps: a framework to assess risk and promote safer use. J Med Internet
Res 2014 Sep 15;16(9):e210 [FREE Full text] [doi: 10.2196/jmir.3133] [Medline: 25223398]
Quinn CC, Clough SS, Minor JM, Lender D, Okafor MC, Gruber-Baldini A. WellDoc mobile diabetes management
randomized controlled trial: change in clinical and behavioral outcomes and patient and physician satisfaction. Diabetes
Technol Ther 2008 Jun;10(3):160-168. [doi: 10.1089/dia.2008.0283] [Medline: 18473689]
Terry M. Medical apps for smartphones. Telemed J E Health 2010;16(1):17-22. [Medline: 20070172]
Donker T, Petrie K, Proudfoot J, Clarke J, Birch MR, Christensen H. Smartphones for smarter delivery of mental health
programs: a systematic review. J Med Internet Res 2013 Nov 15;15(11):e247 [FREE Full text] [doi: 10.2196/jmir.2791]
[Medline: 24240579]

http://www.jmir.org/2018/3/e95/

XSL• FO
RenderX

J Med Internet Res 2018 | vol. 20 | iss. 3 | e95 | p. 10
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
9.
10.
11.

12.
13.

14.

15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.

26.
27.
28.

29.
30.
31.
32.
33.
34.
35.
36.
37.

Peat G, McCarney R, Croft P. Knee pain and osteoarthritis in older adults: a review of community burden and current use
of primary health care. Ann Rheum Dis 2001 Feb;60(2):91-97 [FREE Full text] [Medline: 11156538]
Graves S. Hip and Knee Arthroplasty: Annual Report. Adelaide: Australian Orthopaedic Association; 2015.
Russell TG, Buttrum P, Wootton R, Jull GA. Internet-based outpatient telerehabilitation for patients following total knee
arthroplasty: a randomized controlled trial. J Bone Joint Surg Am 2011 Jan 19;93(2):113-120. [doi: 10.2106/JBJS.I.01375]
[Medline: 21248209]
Pozzi F, Snyder-Mackler L, Zeni J. Physical exercise after knee arthroplasty: a systematic review of controlled trials. Eur
J Phys Rehabil Med 2013 Dec;49(6):877-892 [FREE Full text] [Medline: 24172642]
Baker PN, van der Meulen JH, Lewsey J, Gregg P, National Joint Registry for EnglandWales. The role of pain and function
in determining patient satisfaction after total knee replacement. Data from the National Joint Registry for England and
Wales. J Bone Joint Surg Br 2007 Jul;89(7):893-900 [FREE Full text] [doi: 10.1302/0301-620X.89B7.19091] [Medline:
17673581]
Beswick AD, Wylde V, Gooberman-Hill R, Blom A, Dieppe P. What proportion of patients report long-term pain after
total hip or knee replacement for osteoarthritis? A systematic review of prospective studies in unselected patients. Br Med
J Open 2012;2(1):e000435 [FREE Full text] [doi: 10.1136/bmjopen-2011-000435] [Medline: 22357571]
Vargo SL, Lusch RF. Service-dominant logic: continuing the evolution. J Acad Mark Sci 2007 Aug 1;36(1):1-10. [doi:
10.1007/s11747-007-0069-6]
Vargo SL, Lusch RF. Evolving to a new dominant logic for marketing. J Mark 2004 Jan;68(1):1-17.
Lusch RF, Vargo SL. Service-dominant logic: reactions, reflections and refinements. Mark Theory 2006;6(3):281-288.
[doi: 10.1177/1470593106066781]
Prahalad CK, Ramaswamy V. Co-opting customer competence. Harv Bus Rev 2000;78(1):79-90 [FREE Full text]
Berry LL, Bendapudi N. Health care a fertile field for service research. J Serv Res 2007 Nov;10(2):111-122. [doi:
10.1177/1094670507306682]
Porter ME. What is value in health care? N Engl J Med 2010 Dec 23;363(26):2477-2481. [doi: 10.1056/NEJMp1011024]
[Medline: 21142528]
Grönroos C. Value co-creation in service logic: a critical analysis. Mark Theory 2011 Oct;11(3):279-301 [FREE Full text]
Prahalad CK, Ramaswamy V. Co‐creating unique value with customers. Strategy Leadership 2004 Jun;32(3):4-9. [doi:
10.1108/10878570410699249]
Osei-Frimpong K, Wilson A, Owusu-Frimpong N. Service experiences and dyadic value co-creation in healthcare service
delivery: a CIT approach. J Serv Theory and Pract 2015 Jul 13;25(4):443-462. [doi: 10.1108/JSTP-03-2014-0062]
McColl-Kennedy JR, Vargo SL, Dagger TS, Sweeney JC, van Kasteren Y. Health care customer value cocreation practice
styles. J Serv Res 2012 May 25;15(4):370-389. [doi: 10.1177/1094670512442806]
van Limburg M, van Gemert-Pijnen JE, Nijland N, Ossebaard HC, Hendrix RM, Seydel ER. Why business modeling is
crucial in the development of eHealth technologies. J Med Internet Res 2011 Dec 28;13(4):e124 [FREE Full text] [doi:
10.2196/jmir.1674] [Medline: 22204896]
Loane SS, Webster CM, D’Alessandro S. Identifying consumer value co-created through social support within online health
communities. J Macromarketing 2014;35(3):353-367. [doi: 10.1177/0276146714538055]
Caridà A, Colurcio M, Melia M. Rethinking and improving the health care service through interactive web technologies.
In: Baglieri E, Karmarkar U, editors. Managing Consumer Services: Factory Or Theater?. Cham: Springer; 2014:191-210.
Jing Z, Tao W, Xiucheng F. Patient value co-creation in online health communities: social identity effects on customer
knowledge contributions and membership continuance intentions in online health communities. J Serv Manage
2015;26(1):72-96 [FREE Full text]
Onwuegbuzie AJ, Collins KM. A typology of mixed methods sampling designs in social science research. Qual Rep
2007;12(2):281-316 [FREE Full text]
Guest G, MacQueen KM, Namey EE. Applied Thematic Analysis. Thousand Oaks, CA: SAGE Publications; 2011.
Levinson W, Chaumeton N. Communication between surgeons and patients in routine office visits. Surgery 1999
Feb;125(2):127-134. [Medline: 10026744]
Lazare A, Putnam SM, Lipkin Jr MJ. Three functions of the medical interview. In: The Medical Interview. NY: Springer;
1995:3-19.
Rosenberg EE, Lussier MT, Beaudoin C. Lessons for clinicians from physician-patient communication literature. Arch
Fam Med 1997;6(3):279-283. [Medline: 9161356]
Ha JF, Longnecker N. Doctor-patient communication: a review. Ochsner J 2010;10(1):38-43. [Medline: 21603354]
Jansen J, van Weert J, van der Meulen N, van Dulmen S, Heeren T, Bensing J. Recall in older cancer patients: measuring
memory for medical information. Gerontologist 2008 Apr;48(2):149-157. [Medline: 18483427]
Smith J, Lewis J, Prichard D. Physiotherapy exercise programmes: are instructional exercise sheets effective? Physiother
Theory Pract 2005;21(2):93-102. [Medline: 16392462]
Campbell R, Evans M, Tucker M, Quilty B, Dieppe P, Donovan J. Why don't patients do their exercises? Understanding
non-compliance with physiotherapy in patients with osteoarthritis of the knee. J Epidemiol Community Health 2001
Feb;55(2):132-138 [FREE Full text] [Medline: 11154253]

http://www.jmir.org/2018/3/e95/

XSL• FO
RenderX

van Kasteren et al

J Med Internet Res 2018 | vol. 20 | iss. 3 | e95 | p. 11
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
38.

39.

40.
41.

42.

43.
44.

45.
46.
47.
48.
49.

50.

51.

52.

53.
54.

van Kasteren et al

Schooley B, San Nicolas-Rocca T, Burkhard R. Patient-provider communications in outpatient clinic settings: a clinic-based
evaluation of mobile device and multimedia mediated communications for patient education. JMIR Mhealth Uhealth 2015
Jan 12;3(1):e2 [FREE Full text] [doi: 10.2196/mhealth.3732] [Medline: 25583145]
Varnfield M, Karunanithi M, Lee CK, Honeyman E, Arnold D, Ding H, et al. Smartphone-based home care model improved
use of cardiac rehabilitation in postmyocardial infarction patients: results from a randomised controlled trial. Heart 2014
Nov;100(22):1770-1779 [FREE Full text] [doi: 10.1136/heartjnl-2014-305783] [Medline: 24973083]
Varnfield M, Karunanithi MK, Särelä A, Garcia E, Fairfull A, Oldenburg BF, et al. Uptake of a technology-assisted
home-care cardiac rehabilitation program. Med J Aust 2011 Feb 21;194(4):S15-S19. [Medline: 21401482]
Kingston G, Gray MA, Williams G. A critical review of the evidence on the use of videotapes or DVD to promote patient
compliance with home programmes. Disabil Rehabil Assist Technol 2010 May;5(3):153-163. [doi:
10.3109/17483101003671709] [Medline: 20205545]
Weeks DL, Brubaker J, Byrt J, Davis M, Hamann L, Reagan J. Videotape instruction versus illustrations for influencing
quality of performance, motivation, and confidence to perform simple and complex exercises in healthy subjects. Physiother
Theory Pract 2002;18(2):65-73.
Tattersall RL. The expert patient: a new approach to chronic disease management for the twenty-first century. Clin Med
(Lond) 2002;2(3):227-229. [Medline: 12108472]
Chang HJ, Mehta PS, Rosenberg A, Scrimshaw SC. Concerns of patients actively contemplating total knee replacement:
differences by race and gender. Arthritis Rheum 2004 Feb 15;51(1):117-123 [FREE Full text] [doi: 10.1002/art.20073]
[Medline: 14872464]
Hadjistavropoulos T, Craig KD. A theoretical framework for understanding self-report and observational measures of pain:
a communications model. Behav Res Ther 2002 May;40(5):551-570. [Medline: 12038648]
Lauderdale DS, Knutson KL, Yan LL, Liu K, Rathouz PJ. Self-reported and measured sleep duration: how similar are they?
Epidemiology 2008 Nov;19(6):838-845 [FREE Full text] [doi: 10.1097/EDE.0b013e318187a7b0] [Medline: 18854708]
Deshields TL, Tait RC, Gfeller JD, Chibnall JT. Relationship between social desirability and self-report in chronic pain
patients. Clin J Pain 1995 Sep;11(3):189-193. [Medline: 8535037]
Dargaville TR, Farrugia BL, Broadbent JA, Pace S, Upton Z, Voelcker NH. Sensors and imaging for wound healing: a
review. Biosens Bioelectron 2013 Mar 15;41:30-42. [doi: 10.1016/j.bios.2012.09.029] [Medline: 23058663]
Mehmood N, Hariz A, Templeton S, Voelcker NH. A flexible and low power telemetric sensing and monitoring system
for chronic wound diagnostics. Biomed Eng Online 2015 Mar 01;14:17 [FREE Full text] [doi: 10.1186/s12938-015-0011-y]
[Medline: 25884377]
Australian Orthopaedic Association National Joint Replacement Registry. Adelaide: Australian Orthopaedic Association;
2015. Lay Summary 2015 Annual Report Hip and Knee replacement URL: https://aoanjrr.sahmri.com/documents/10180/
217647/Lay%20Summary%202015%20Annual%20Report%20Hip%20and%20Knee%20Replacement[WebCite Cache
ID 6xWL0l97u]
Australian Institute of Health and Welfare. 2011. Population differences in health-care use for arthritis and osteoporosis in
Australia URL: https://www.aihw.gov.au/getmedia/68c55ff6-6ea9-4266-afa2-b4e560c616ef/11835.pdf.
aspx?inline=true[WebCite Cache ID 6xWLFVwY8]
Hussain MS, Li J, Brindal E, van Kasteren Y, Varnfield M, Reeson A, et al. Supporting the delivery of total knee replacements
care for both patients and their clinicians with a mobile app and web-based tool: randomized controlled trial protocol. JMIR
Res Protoc 2017 Mar 01;6(3):e32 [FREE Full text] [doi: 10.2196/resprot.6498] [Medline: 28249832]
Lusch RF, Vargo SL, Tanniru M. Service, value networks and learning. J Acad Market Sci 2009 Jan 29;38(1):19-31. [doi:
10.1007/s11747-008-0131-z]
Stewart M. Towards a global definition of patient centred care. Br Med J 2001 Feb 24;322(7284):444-445 [FREE Full text]
[Medline: 11222407]

Abbreviations
GP: general practitioner
OS: orthopedic surgeon
TKR: total knee replacement
CSIRO: Commonwealth Scientific and Industrial Research Organisation

http://www.jmir.org/2018/3/e95/

XSL• FO
RenderX

J Med Internet Res 2018 | vol. 20 | iss. 3 | e95 | p. 12
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

van Kasteren et al

Edited by G Eysenbach; submitted 24.02.17; peer-reviewed by M Sjölinder, N Bashi; comments to author 13.04.17; revised version
received 27.08.17; accepted 18.11.17; published 20.03.18
Please cite as:
van Kasteren Y, Freyne J, Hussain MS
Total Knee Replacement and the Effect of Technology on Cocreation for Improved Outcomes and Delivery: Qualitative Multi-Stakeholder
Study
J Med Internet Res 2018;20(3):e95
URL: http://www.jmir.org/2018/3/e95/
doi: 10.2196/jmir.7541
PMID: 29559424

©Yasmin van Kasteren, Jill Freyne, M Sazzad Hussain. Originally published in the Journal of Medical Internet Research
(http://www.jmir.org), 20.03.2018. 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 the Journal of Medical Internet Research, is properly cited. The complete
bibliographic information, a link to the original publication on http://www.jmir.org/, as well as this copyright and license information
must be included.

http://www.jmir.org/2018/3/e95/

XSL• FO
RenderX

J Med Internet Res 2018 | vol. 20 | iss. 3 | e95 | p. 13
(page number not for citation purposes)

