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Abstract

Almost half of patients referred to orthopedic surgeons for Total Joint 
Arthroplasty (TJA) do not require TJA at that time or are not appropriate surgical 
candidates. The objective was to explore patients’ perspectives of a Surgical 
Readiness Interview Tool and its potential utility in the Osteoarthritis (OA) 
management process. Semi-structured qualitative interviews were conducted 
with a convenience sample of patients from arthroplasty clinics in Alberta. 
All interviews were digitally recorded and transcribed verbatim. Analysis was 
conducted iteratively, applying a constant comparison method. Nine patients 
were interviewed. Participants found the interview tool to be relevant and 
comprehensible. Suggestions were made on how to improve tool clarity 
and administration processes. Patient orientation versus that of the doctor, 
and expectation management emerged as salient factors in the meaningful 
application of the tool. As a result of the interviews, a revised tool was developed 
which incorporated the participant suggestions. Patients were positive about the 
interview tool and felt that it would lead to better care provision, particularly with 
incorporation of participants’ suggestions. The data suggest that the interview 
tool could improve the conversation on surgical readiness, conservative 
management, and addressing modifiable risk factors prior to TJA.

Keywords: Osteoarthritis; Readiness; Arthroplasty; Motivational 
interviewing; Modifiable risk factors
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Introduction 
Total Joint Arthroplasty (TJA) surgery is an effective and cost-

effective intervention for severe hip and knee Osteoarthritis (OA) 
leading to reduce pain, improve function, and improve quality of 
life [1-8]. In current practice, surgical suitability and medically 
determined readiness for TJA includes the following factors: degree 
of OA (progression of OA disease on plain radiographs), level of 
severity of functional disability or dysfunction, pain experience, 
patient symptoms, and/or co-morbidities, most notably obesity [9]. 
However, utilization rates vary, as there are no set indications for 
when it is best to operate, and which patients benefit most from the 
operation.

The majority of patients that are referred to orthopedic surgeons 
for hip and knee OA in Alberta do not require TJA at that time or are 
not appropriate surgical candidates. McHugh et al. report that patient 
referrals to an orthopedic surgeon by general practitioners were 
often inappropriate, with only 33% of referred patients undergoing 
TJA [10]. Of the remaining patients, the majority were sent back to 
their family physician because they did not want to undergo TJA or 
they had not yet exhausted non-surgical options (i.e. physiotherapy, 
joint injections, weight loss), had been referred to the wrong type of 
specialist (i.e. referred for arthroplasty when should have been referred 
high tibial osteotomy), or were not in a condition severe enough to 
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warrant TJA [10]. Canadian data suggests that 45% of patients with 
moderate knee OA who are referred by their family physician to 
an orthopaedic surgeons do not require TJA at that time or are not 
appropriate surgical candidates [11,12]. Klett et al. [13] also found 
that 47.4% of patients referred to sports medicine specialists were 
referred back to their primary care physician. Furthermore, patients 
referred to TJA by a sport medicine specialist were more likely to have 
exhausted conservative measures to manage their OA [13], utilizing 
conservative management prior to TJA. Similarly, in a study by Cross 
et al. [14], orthopaedic surgeons were found to be focused on disease 
management (disease severity, obesity, severity, patient demand, 
nursing home residency, etc.) in comparison to referring health 
care providers, which suggests the importance surgeons place on 
exhausting conservative management before proceeding with TJA.

One proposed solution to address this important point was the 
development of a Surgical Readiness Interview Tool (interview tool) 
that would facilitate a conversation between a family physician and a 
patient about modifiable risk factors and non-surgical management 
strategies for OA. Further, there was no other screening tool used 
being used by family physicians prior to a referral for an orthopedic 
consult to evaluate readiness for TJA and to identify modifiable risk 
factors that may contribute to adverse surgical outcomes. Lastly, it was 
recognized that such an interview tool might also enable a supportive 
dialogue with a shift to emphasize non-surgical approaches, which 
would be more beneficial to the patients’ overall health.

The interview tool was developed by assessing the current 
evidence-based guidelines and recommendations for both TJA and 
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optimizing surgical outcomes (Table 1). The language used was based 
on current Motivational Interviewing (MI) techniques and used 
to identify patient knowledge, engagement, and ability to change 
[15]. The interview tool also included evidence-based non-surgical 
management strategies to ensure patients are aware of and have 
exhausted all other treatment options prior to a consult for surgery.

The interview tool has been presented to clinicians and clinical 
support staff of arthroplasty clinics from across Alberta at provincial 
meetings of the Bone and Joint Health Strategic Clinical Network 
(BJH SCN), in particular a BJH SCN workshop focused on care for 
individuals living with OA and obesity [16]. Although there was 
interest from clinics to test the tool in their settings, it was recognized 
that a key stakeholder in the uptake and utility of this tool are patients. 
Hence, input from patients to confirm utility and alignment with 
patient needs was obtained. Further, with patient input, there was 
need to determine the optimal operational placement of the tool. For 
example, primary care settings or central intake hip and knee clinics. 
The objective of the qualitative inquiry was to explore patients’ 
perspectives of the interview tool and its potential utility in the 
management process for those with OA, with the goal of improving 
conversation with regard to surgical readiness and management of 
modifiable risk factors.

Methods
Ethical approval was received from the Conjoint Research Ethics 

Board at the University of Calgary (Ethics ID: REB17-1814). All 
participants provided verbal informed consent prior to the telephone 
interview being conducted. A qualitative study was conducted and 
COREQ guidelines for qualitative research reporting were followed 
[17]. Interpretative description was used as it enables an in-depth 
exploration of a participant’s experience and perceptions and moves 
beyond description by intentionally aligning the lived experience and 
implications within the clinical or health care.

The study was conducted in Calgary, Alberta, Canada with 
patients recruited from two hip and knee arthroplasty clinics, who 
had previously undergone at least one TJA at one of the recruitment 
sites. A convenience sampling strategy was used with the aim of 
including a range of participants (male/female; broad age range; 
no requirements related to education, residence location or other 
underlying conditions). The final sample was informed by data 
saturation. Recruitment was stopped when it was determined that 
no new codes or categories would emerge with additional interviews. 
Potential participants were approached about the study by clinic 
managers during their routine post-TJA follow up appointment. If 
consent to be contacted by the research team was obtained, contact 
for the interviews was initiated by a research team member, with 
study consent obtained verbally prior to the interview.

Semi-structured qualitative interviews were conducted by 
telephone by KIB, NLT and CEH. The interviews applied a cognitive 
interviewing approach in order to elicit information regarding clarity 
of questions and response options, relevance of topics covered in the 
tool, and what may be missing in the tool when considering readiness 
for arthroplasty. Based on a preliminary analysis of the first two (2) 
interviews, AKR provided minor revisions to the interview guide and 
additional coaching on how to frame questions in a semi-structured 
format during the interview process. All interviews were digitally 

recorded and transcribed verbatim.

The analysis was initiated after the first 3 interviews were 
completed. Each transcript was independently analyzed by two 
team members (AKR, KIB). Codes and categories identified by each 
member were compared to determine corroboration through three 
rounds. Any discrepancies were further discussed and final decisions 
regarding codes/categories were consensus-based. Through several 
iterations, an emergent coding framework was developed, and 
applied to all interviews for descriptive and thematic (interpretative) 
coding (Table 3).

Results
The participant sample (n=9) included males (n=3) and females 

(n=6), and, at the time of the interview, all had at least one TJA within 
the previous 12 months. Overall, participants were positive about the 
tool and felt that it would lead to better care provision. They felt the 
questions were clear and relevant to determining surgical readiness 
for individuals with osteoarthritis, and adequate for addressing 
modifiable risk factors, as well as addressing issues relevant to 
arthroplasty. The rating scale used in the interview tool to assess each 
item was seen as effective in capturing responses as it provided a 
quick yet good sense of where participants were at in relation to each 
of the health areas addressed.

There appeared be nothing surprising in the topics covered in the 
interview tool. For some, there was a degree of familiarity with the 
content of the tool; several participants (n=6) said that these types of 
questions were addressed with their family doctor or physiotherapist 
in relation to their OA and/or discussions regarding surgery. Several 
participants (n=7) also commented that it was a good source of 
credible information in terms of what needs should be considered 
in relation to surgery. Some participants (n=3) also emphasized that 
this information is not only useful for them, but also for their family 
doctors and surgeons as it provided a more complete picture of what 
the patient had done (or not). All expressed that they felt comfortable 
discussing the content with their doctors. 

The key areas that raised questions for participants were related 
to tool administration, question priority, and relative importance of 
the topics in relation to determining readiness for surgery. A few of 
the participants were unclear about the method of administration - 
whether it would be done by the patient alone or with a doctor, or 
by the doctor. Timing of administration, in relation to a referral or 
scheduling of a surgery, was also raised by a few participants. This 
was important as it appeared to determine the purpose of the tool: 
later administration seemed to mean it would be used as a decision-
making tool for the doctor regarding referral to a specialist for 
surgery whereas earlier administration meant it functioned more as 
tool for the patient to help assess what needed to be done to enhance 
their surgical readiness. There was some preference towards earlier 
administration and using the tool as a readiness tool for the patient.

There was some question as to whether the order of questions 
reflected a priority in relation to surgical readiness, which suggested 
that the first topics were more important than those listed towards 
the end. Related to this, some participants were unclear about 
the relative importance of the questions. For example, almost all 
agreed that exercise and physical strength were important, however, 
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questions were raised regarding the relevance of the weight question. 
This was due to the inconsistency observed, as discussed by several 
participants, regarding excess weight and its impact on surgery and/

or surgical outcomes. For example, several participants observed that 
some people who were over-weight had surgery “…and did just fine”. 
Some who were not over-weight had poor outcomes. Therefore, focus 

 Not At All        Very Much 

1. Strength and Physical Fitness 1 2 3 4 5 6 7 8 9 10

Do you feel your strength and overall fitness will impact your hip or knee osteoarthritis?           

How important is it to you to change your strength and overall fitness?           

How confident are you that you can change your strength and overall fitness?           

2. Eating Habits 1 2 3 4 5 6 7 8 9 10

Do you feel your eating habits will impact your hip or knee osteoarthritis?           

How important is it to you to change your eating habits?           

How confident are you that you can change your eating habits?           

3. Smoking / Tobacco Use 1 2 3 4 5 6 7 8 9 10

Do you currently smoke or chew tobacco? ☐ Yes ☐ No → Skip to Section 4           

Do you feel your smoking will impact your hip or knee osteoarthritis?           

How important is it to you to change your smoking habits?           

How confident are you that you can change your smoking habits?           

4. Body Weight 1 2 3 4 5 6 7 8 9 10

Do you feel as though you have excess weight?           

Do you feel your weight is well controlled and/or maintained?           

Do you feel your weight will impact your hip or knee osteoarthritis?           

How important is it to you to change your weight (if applicable)?           

How confident are you that you can change your weight (if applicable)?           

5. Diabetes 1 2 3 4 5 6 7 8 9 10

Do you have diabetes (Type 1 or Type 2)? ☐ Yes ☐ No → Skip to Section 6           

Do you feel your diabetes is well controlled?           

Do you feel your diabetes will impact your hip or knee osteoarthritis?           

How important is it to you to change your diabetes management?           

How confident are you that you can change your diabetes management?           
6. Check All Strategies That You Have Tried (please provide any details about if these worked and 
to what extent)           

Physiotherapy (please list):

Exercise Therapy (please list):

Braces (please list):

Joint Injections (e.g. corticosteroids (cortisone), hyaluronic acid (Synvisc, Durolane), plasma rich protein, stem cell therapy; please list type/timing):
Medications Specific to Joint Problems and Pain Management (e.g. anti-inflammatories, chondroitin sulfate, glucosamine, over the counter drugs, narcotics, 
painkillers, topicals (Voltaren); please list): 
Other (e.g. walking aids, orthotics please list):

7. Readiness for Surgery 1 2 3 4 5 6 7 8 9 10

To what extent is your hip or knee osteoarthritis impacting your daily life?           

To what extent is your hip or knee osteoarthritis limiting your daily activities?           

To what extent is your hip or knee osteoarthritis impacting your mental health?           

Do you believe that you understand what the surgery entails?           

Do you believe that you understand what the surgery rehabilitation entails?           

How ready are you to undergo surgery?           

Do you feel surgery will benefit you?           

Table 1: The readiness interview tool for patients to improve conversation on modifiable risk factors prior to total joint arthroplasty (TJA). The revised suggested 
changes are in grey text.
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Terminology
Term “Excess Weight”
Participant 1: “…and your concern about just the words excess weight. Right? Okay. Um, I, I really don’t know any other way to put it myself. Other than maybe 
you can call it weight management or something like that.”
Participant 2: “…like other than maybe changing the excess weight title and I don’t know what you would change it to-um, I think other than that, it looks good.”
Participant 3: “…I think that’s what, that’s the big thing I would just change that to just either weight or body weight, something like that.” 
Participant 3: “I think just maybe just calling it, you know, body weight, or weight might seem, might make you feel less defensive about it.”
Participant 3: “…the only thing that bothered me was in [question] number four uh where it’s the excess weight. So, the weight thing isn’t bothersome. I think the 
use of the word excess. Um, I think you’re sort of assuming perhaps, that people are overweight? Who has these issues? And I certainly have known people who 
were not. So, I think if it was just perhaps renamed weight. Or body weight. Um, I think just, there’s an inference here that you must be overweight, right. So that the 
word excess is just kind of, it already put, kind of puts you in a bit of a defensive mode.”
Participant 8:“…the nurses take you and uh do your height and your weight and stuff like this. And he came in with this piece of paper, and I guess it had my 
weight on there as well as my height and stuff like this. And he says, you’re obese. And I said, what?! I said, what the heck are you talking about? I said, yes, I’ve 
put on a few pounds. I said, I may be 10 to 15 pounds overweight, but you call that obese? I said, what is wrong with you? I, I just wanted to up and hammer him 
right there, I was so angry with him”. And the word obese should never be used to a person that is trying to stay fit with a problem knee. You know?”
Implied Assumption (that the person is overweight in question 4)
Participant 3: “…the only thing that bothered me was in [question] number four uh where it’s the excess weight. So, the weight thing isn’t bothersome. I think the 
use of the word excess. Um, I think you’re sort of assuming perhaps, that people are overweight? Who has these issues? And I certainly have known people who 
were not. So, I think if it was just perhaps renamed weight. Or body weight. Um, I think just, there’s an inference here that you must be overweight, right? So that 
the word excess is just kind of, it already put, kind of puts you in a bit of a defensive mode.
Participant 7: “I had some difficulty answering some of the questions—only some of them are very straightforward. But I, I thought some of the questions were 
somewhat assuming some things, depending on what your answer was.”
Confidence
Participant 6: “And then how confident are you? For some reason, it just doesn’t resonate with me when it’s, when it’s stated that way.”
Spacing
Ability to Include Details (provide a better/more complete/more comprehensive picture to the physician) 
Participant 2: “Some doctors are pretty good at, you know, trying to get you to try other things. Others like, I’m looking especially at joint injections.”
Participant 2: “…like and even the weight thing. Like I said, I know this guy was deflated and he’d tried losing weight, so I don’t know what you-it’s a difficult one, 
right? And people are sensitive.”
Participant 3: “The only thing I can think of was, just as an example, like for [question] number seven joint Injections, I’ve also had Synvisc. So, it just wasn’t listed 
there. I know that a lot of people have had that.”
Participant 4: “There’s not enough space, like if you’ve tried exercise therapy and physiotherapy and the braces and you’re supposed to list all of it, hopefully 
there’s room, you know, some place where you can add all that stuff. Because you know, if you’ve done the last check off strategies that you have tried, but then it 
says, please list, so then you start listing all the things that you’ve tried, you kind of run out of space on that sheet.” 
Include Additional Information
Additional Information Discussed (mental health measure/indicator, quality of life, blood pressure, impact on everyday life, rating of activity, impact of joint disease 
on function)
Participant 1: “Um, the only other thing is, is do you, do we, do you need to put in things like high blood pressure?” 
Participant 3: “The one thing about—like for me personally, I have severe OA in both knees. And I have two small children. Is how this impacts daily life? So, you 
know, you, you’re going over things like strength and your eating and your smoking and your weight. But perhaps, like trying to gauge like people’s pain level. Um 
and, and the kind of impact-like that is maybe where the conversation would come in. Like, how much of this really is affecting your life? Um, I know for me it affects 
me on every level. Um everything I do. So um, that might help a surgeon or a doctor gauge, like how important the surgery is. I mean, of course, there is always the 
criteria of you know, is this going to be helpful? Is this something that you know, you can actually do? But the fact that it does impact people’s lives so much. What 
is having OA like, how does it, affect your daily life? And what is your pain level? How do you tolerate that? And how do you get through life on a daily basis like 
that? Might help them, you know.”
Participant 7: Recommended rating of activity, quality of life, and impact of joint disease on function. 
Participant 8: “People that are not uh well, um physically are not well mentally either, you know. And u, you know, I’m not saying a shrink or anything like that, but 
you know, it, um, it has a tendency to play mind games on the, on the, on—on the head. So maybe incorporating a mental health question would be beneficial too 
for the Tool?
Participant 8: Recommended listing topical creams for question 7. 
Readiness 
Ready at Home Post-Surgery/Discharge
Participant 3: “Yeah so like for instance, for me, I had an ACL reconstruction. And I was a single girl at the time. And living by myself. And so um, you really, 
you have to organize yourself. I went and I got a whole bunch of um food that could readily be made. Um I was on crutches. So, I had to do things like um, put 
yeah easily, easily prepared food in a plastic bag and put it, and hold it in a plastic bag with my crutches, and go over to the table. Right? So even, you know, 
and like having a tea was, I couldn’t. I couldn’t make tea, because I couldn’t carry it unless I stood there and drank the tea. So, it’s all these little things that um, 
your after care. Like do you, is it, is it possible for you to go through this surgery? And be able to look after yourself? Um afterwards. Um it is quite important. 
That’s something. It took me two and a half months to recover from that surgery. And be able to go back to work in a standing position. And so it’s a long time and 
everything from like bathing, you know. Like do you have help? You know, is there somebody who can come in? Do you have help? Are you aware? And I didn’t 
know this at the time-that there is Home Care. Um there’s all these types of things. And what, what um, is accessible to you? So, it’s a big part of going through this 
type of surgery. At least it was for me.”
Participant 3: “Like if you added a couple extra spots, you know? Like, like I say, for things like um, like how does this impact your daily life? And the pain level. 
And then things like after care, like are you prepared to be virtually incapacitated, to some degree? And, or like, can you get yourself to um physio? You know? I 
had to recruit my brother-in-law to drive me to Physio over by what used to be called the Talisman.”
Readiness for Surgery (both going into surgery and coming out of surgery) 
Participant 3: “…people might not think about um, your strength and your physicality. Like, I’ve had three knee surgeries. And so, I know that if you have a, a very 
weak musculature, that after surgery your road back is a lot harder. So, people might not realize that. They might think it’s, you know, going in for an, an appendix 
uh taken out, and you can just keep going. Like the, the more in shape you are, and um the better your muscles are toned, you will, it’ll help your recovery.”
Participant 3: “But when it really comes to the topic of surgery, it’s not just are you physically capable to go into surgery? But how are you going to be coming out?”
Participant 4: “…and because like, you get these exercises, like you can go online and you can go to the Hip and Knee Clinic and they show you these exercises, 
and yeah they’re all a piece of cake before surgery. You know? Like these things, all are a piece of cake until you really, until you have had the surgery. And then 
it’s a whole different ballpark.”

Table 2: Suggested changes for the readiness interview tool from study participants.
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on or any emphasis on weight seemed contradictory or confusing 
to participants. However, through the analytic process, two themes 
emerged-patient orientation and expectation management-which are 
described below.

Several changes to the language and content were proposed by 
participants to further enhance the tool and enable its orientation 
towards the patient and their needs. In terms of terminology used in 
the questions, asking about a patient’s confidence in relation to their 
readiness did not “resonate” for one participant, as they did not think 
this was an issue of confidence. Several participants were dissatisfied 
with the question specific to weight management. The wording seemed 
to imply that weight was a concern or an issue, which “automatically 
makes one defensive …” (Participant 3). Similarly, use of “excess 
weight” was interpreted as an assumption that there was a problem 

with weight. Whereas stating, “weight’ or ‘weight management’ in the 
question was perceived to be more neutral, not problematizing weight. 
Most participants shared the opinion that the use of “excess weight” 
was preferable to “over-weight” or “obese” or “fat” as these appeared 
be interpreted as an insult or negative judgement of the person. 
The sensitized meaning of these words appeared to be important to 
participants, as reflected in the experience of Participant 8: 

“And he (surgeon) came in with this piece of paper… and he says, 
you’re obese. And I said, what?! I said, what the heck are you talking 
about? I said, yes, I’ve put on a few pounds. I said, I may be 10 to 15 
pounds overweight, but you call that obese? I said, what is wrong with 
you? I just wanted to up and hammer him right there, I was so angry 
with him…the word obese should never be used to a person that is 
trying to stay fit with a problem knee”.

Administration
Timing (complete earlier rather than later) 
Participant 5: 
“I guess it depends on how far in advance you are, um, um, the doctor’s going over this Tool with you because if your surgery is you know, six months away or four 
months away or whatever, there’s um, in, I don’t know how much you can do in terms of losing weight if that’s something that um, um, you need to consider. Or, or 
getting, strengthening, I think the, the earlier on in the process this is, this tool is used, the better.”

Category Sub-Category Code

Positive Response

Good source information

Knowing factors that impact readiness for surgery (i.e. information, awareness, education tool)

Credible source of information

Information for surgeon (what you are implementing and what you have tried)

Appropriate

Better care provision

Reasonable questions to answer if surgery is being considered

The term ‘excess weight’; good middle ground, no concern with term

To discuss with doctor

For patient with arthritis

Familiarity with topics
Nothing surprising in the tool
Topics not new to participants; asked these types of questions (with doctor or physio) prior to 
surgery

Structure

Good overall

Understandable, clear, and concise

Good layout

Like the rating scale

Strategies tried

Clarifications

Tool administration

Method for administration (questionnaire vs. conversation guide) 

Clarify the purpose of the tool (clinical tool, guide a conversation, self-check tool for the patient?)

Method to elicit honest response

Method of timing (completed earlier rather than later)

Question priority  

Relative importance of topics
Contradictory information about the importance of weight/weight loss for surgical readiness

Connection between topics

Suggested Changes Please see Figure 2  

Managing Expectations

Meaning of outcomes Being referred to a surgeon does not mean you will get surgery

Risk assessment What if the surgery is not successful? 

Change expectations Surgeon requires weight loss, exercise, further management 

Expectation of a ‘truthful’ response  

Table 3: Emergent coding framework.
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Participants also commented that a narrow view of weight - a 
number on a scale - had negative consequences. It resulted in an 
automatic judgement and precluded a beneficial health-focused 
dialogue. The experience of some participants suggests that this 
could lead to detrimental effects on a patient’s physical/or and mental 
health, as evidenced in the experience of Participant 8:

“…wording is definitely everything. It can turn their mind off 
surgery, and they go into, they turn into themselves. And they uh 
build a shell around them and they don’t come out. You know? It 
takes a long time to reach a person like this”.

Participants’ feedback identified additional information that 
should be included in the interview tool: an indicator of mental health 
state, quality of life and rating of impact of the disease on everyday 
activities and functionality. A number of participants recommended 
provision of more space for each question where additional details 
could be included to provide a better or more complete picture of the 
individual’s reality or situation. Additionally, the different strategies 
can be listed and the individual’s comments specific to the strategies 
tried. This seemed to be particularly important in relation to exercise 
and weight management. For instance, simply being labelled as 
“over-weight” or “obese” without a context or understanding of 
why was very limiting and did not provide the complete picture that 
participants felt should be considered by a doctor.

There were several recommendations to expand what is covered 
under “surgical readiness”. Several noted that this does not only 
relate to the time prior to surgery but also after surgery. To that end, 
suggestions were made that the tool should include questions that 
consider readiness at home – food preparation, social and health 
care supports, access within the home. Lastly, consideration of the 
very real challenges to be faced after surgery - pain, limited mobility, 
poor sleep – and if the patient is ready for this. As one participant 
commented:

“… and they show you these exercises, and yeah they are a piece 
of cake before surgery… until you’ve had the surgery. Then it’s a 
whole different ballpark…” (Participant 4).

Participants’ input and comments on the tool brought to light 
the importance of managing expectations of patients and doctors 
as to what the tool outcomes mean and their relevance in terms of 
healthcare provision. Several participants raised the issue that any 
discussion about surgery, even if the tool suggests a high readiness 
level, should also include some real risk considerations – the surgery 
may not work, the outcomes may be poor. Further, the level of 
functionality may improve but it will not be at the same as level as 
before they had OA. As one participant stated: 

“….I knew, once I had the procedure done I wasn’t going to be …
it’s not as good as my original equipment…and I did not expect it to 
be…as a result, I’m definitely not disappointed” (Participant 9).

The interview tool may also be useful in potentially managing the 
expectations that doctors have of their patients in terms of what can 
be realistically achieved by the person compared to a readiness and/
or optimization benchmark. Although most participants recognized 
the importance health factors listed in the tool, many expressed a lack 
of control of the issues their doctors wanted addressed or “fixed”. For 
example: 

“…and I think sometimes people, especially if they have no issues 
with weight, always just say well you’ve just got to lose it, you’ve got 
to lose weight. But this guy was really trying. And he gets to meet the 
surgeon finally – and it takes a long time to get to that point - and I 
remember he was just so deflated. And he just felt like, he didn’t know 
what the next step was” (Participant 2).

Some also spoke of a ‘vicious cycle’ that doctors appeared unaware 
of, and, in some ways, was perpetuated by doctors. For instance, one 
became overweight because they were unable to exercise due to the 
arthritis and the pain. And now they were expected to lose weight 
that they gained because they are unable to function and did not have 
surgery that they perceived would give them the function back.

Lastly, there is an expectation that people will respond to the 
questions in the tool honestly. However, one participant pointed out 
that if the tool is used to inform a decision about surgery or referral 
to a surgeon, this may influence how the patient responds to the 
questions; they may aim to provide the “right answer” instead of an 
honest answer to get the end result they want - the surgical referral 
and/or the surgery.

Discussion
The intent of this interview tool was to involve the patient and 

enable better communication between the doctor and the patient 
regarding management of the patient’s OA; therefore, focusing on 
a patient centric care to align decisions with patient’s needs, wants, 
and preferences [18-20]. Overall, participants were positive about 
the interview tool and felt that it would lead to better care provision. 
However, a common perspective identified across multiple interviews 
was that the tool was actually more medicine or physician centric. 
Although study participants recognized it to be a useful educational 
and awareness tool in OA management, it appeared to be perceived 
as primarily oriented towards information needs and issues of 
importance to physicians and not necessarily the patient. To ensure 
that the tool is also meaningful to patients in the context of their 
lives and decision-making regarding surgery, input from study 
participants was incorporated in the interview tool. The revised tool 
is provided in Table 2.

An important issue that emerged through the analytic process 
was related to how patients respond to questions. The tool creates 
the opportunity for an open dialogue that may help identify which 
risk factors the patient is willing and able to start making changes 
on. This often comes with an inherent assumption, if not expectation, 
that patients respond to questionnaires or questions, in the context of 
a consultation with a physician, in an honest or transparent manner. 
However, several participants identified that this is not always the 
case. Some will frame their response based on what they perceive 
the physician may want to hear in order to achieve a certain ‘next 
step’ in a care process, such as a surgical referral. Therefore, when it’s 
administered and what the results of the tool are used for will likely 
influence how a patient responds to the questions. A similar issue 
was addressed in a study by Burt et al (2017) exploring how patients’ 
choices of response options related the nature of the primary care 
physician consultation. The authors concluded that drivers impacting 
responses to questionnaires include the nature of the consultation 
with a primary care physician and expectations of that consultation, 
and the power differential between a doctor and the patient [21]. This 
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highlights the need for careful consideration of when the interview 
is administered in the process of OA management and establishing 
clear expectations, as this may potentially influence how a patient 
responds to the tool items.

Time of the interview tool administration within the care 
journey of individuals living with OA was an important factor 
and appeared to have implications on how the tool could be both 
used and interpreted. Although initially the tool was presented to 
orthopedic specialists, participant feedback suggests its utility may 
be greater within a primary care setting. This aligns with the stepped 
care approach applied by the BJH SCN framework for osteoarthritis 
management [22]. The stepped care approach [23] provides a 
progressive strategy to management and treatment of OA that is 
initiated with low intensity evidence-informed interventions and 
an emphasis on self-management in (step 1). This is progressed to 
increasingly more intensive treatment interventions with step 2, 
including exercise therapy, dietary therapy, and non-steroidal anti-
inflammatory drugs, and step 3, comprising of multidisciplinary 
care, intra-articular injections, and transcutaneous electrical nerve 
stimulation for patients with persisting complaints. Surgery would 
be the last option, after step 3 essentially failed in effective treatment 
of OA symptoms. With the stepped care approach, it is imperative 
that the steps are completed in the prescribed manner. Further, to 
provide value, a stepped care strategy needs to be consistent across 
the different providers involved (e.g. family physicians, specialists), 
as there are effects on costs and long-term effects [23]. Within this 
stepped care approach, the interview tool could provide consistency 
within the primary care setting as to what conversations to have prior 
to any referrals, including consultation for arthroplasty, and engage 
the patient in playing an active role in their care. The interview 
tool may also prompt the family physician to encourage follow up 
appointments for both discussion and reassessment of modifiable risk 
factors, and guide patients to appropriate non-surgical interventions 
(i.e. physiotherapists, kinesiologists, dieticians, diabetes management 
clinics, smoking cessation clinics, etc.) prior to a surgical referral. 
Lastly, its uptake could result in improvements in referral efficiency 
by appropriately triaging poor current surgical candidates to other 
health care professionals, which would in turn reduce inappropriate 
surgeon referrals. 

This study is not without limitations. First, the patients were 
recruited within specific geographic location - Calgary, Alberta; 
however, these clinics service a larger proportion of hip and knee 
patients in Alberta and are not limited to Calgary residents. Second, 
the patients were identified by clinic managers and then invited 
to participate, therefore introducing potential selection bias into 
which patients were invited to be interviewed. Lastly, the cognitive 
interviewing approach was relatively new to the interviewers. This 
led to some inconsistency in how the interviews were conducted 
by the three interviewers. However, the semi-structured approach 
allows for flexibility in the flow of an interview to ensure research 
objectives are addressed. Further, coaching was provided and almost 
all interviews (6/9) were conducted by the same interviewer (KB). 
Peer member checking of the revised tool was not conducted. It may 
be step incorporated into an implementation strategy to confirm 
acceptability of the interview tool from the patient perspective.

Conclusion
In summary, patient participants were positive about the 

proposed interview tool. Participants believed these discussions 
would lead to better care. The use of this tool will likely enable better 
patient engagement in managing chronic diseases and have real 
impact in reducing the number of inappropriate consults seen by 
orthopedic surgeons. The results confirmed utility of the interview 
tool to improve the conversation on surgical readiness, conservative 
management, and addressing modifiable risk factors that contribute 
to adverse surgical outcomes in TJA.
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