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The field of dentistry lacks satisfactory tools to help visualize planned procedures and their potential results to
patients. Dentists struggle to provide an effective image in their patient's mind of the end results of the planned
treatment only through verbal explanations. Thus, verbal explanations alone often cannot adequately help the
patients make a treatment decision. Inadequate attempts are frequently made by dentists to sketch the
procedure for the patient in an effort to depict the treatment. These attempts however require an artistic ability
not all dentists have. Real case photographs are sometimes of help in explaining and illustrating treatments.
However, particularly in implant cases, real case photographs are often ineffective and inadequate. The purpose
of this study is to develop a mobile application with an effective user interface design to support the den-
tist–patient interaction by providing the patient with illustrative descriptions of the procedures and the
end result. Sketching, paper prototyping, and wire framing were carried out with the actual user's partici-
pation. Hard and soft dental tissues were modeled using three dimensional (3D) modeling programs and
real cases. The application enhances the presentation to the patients of potential implants and implant
supported prosthetic treatments with rich 3D illustrative content. The application was evaluated in terms
of perceived ease of use and perceived usefulness through an online survey. The application helps improve
the information sharing behavior of dentists to enhance the patients' right to make informed decisions. The
paper clearly demonstrates the relevance of interactive communication technologies for dentist–patient
communication.
© 2016 Canbazoglu et. al. Published by Elsevier B.V. on behalf of ResearchNetwork of Computational and Structural
Biotechnology. This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).
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1. Introduction

The interaction between dentists and patients has become an impor-
tant concern in making appropriate treatment decisions [1,2]. The
primary components of dentist–patient communication are informa-
tion exchange, treatment decision and interpersonal relations [3]. In
order to make a favorable decision towards treatment it is vital that
the patient clearly understands the treatment plan [4,5]. One of the
important ways of gaining patients' trust and providing the patient
with a sense of security is through effective patient-centered com-
munication [6]. However, due to dentists' scheduled workload this
crucial information exchange process can be overlooked and
undervalued. In such cases, the information needs to be transferred
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fast and effectively to ensure that the patient has gained full under-
standing of the procedures. Improving communication skills along
with a display of sympathy to the patient in a professional manner
by a dentist can certainly make the patient feel more at ease and
relaxed [7].

Dentists experience difficulties in explaining the treatment plan
to their patients only through verbal or pictorial presentations.
Often dentists make desperate attempts, through sketching, to pres-
ent the procedure to the patient, who is frequently unfamiliar with
the subject. These attempts however, require an artistic ability that
is not a precondition of becoming a dentist. Real case photographs
are sometimes helpful to explain and illustrate procedures. Howev-
er, particularly in implant cases, real case photographs are frequently
ineffective and inadequate. Effective dentist–patient communication
cannot be established merely based on using paper-based
presentations.

Briskly progressing technological improvements have allowed for
more powerful, graphics-oriented applications to be created and
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utilized for patient presentations. The decision to develop an application
compatible with tablet devices was made because of their portability
and high performance. Currently, these devices can perform anything
a standard PC can, just in a more portable format. These portable tablet
devices eliminate the need for a standing PC in every room and allow
dentists to gain flexibility. An efficient communication environment,
supported by interactive systems with visual presentations should be
implemented for better explanation of further treatment plans.
Information technology developed for dentistry is relativelymore limit-
ed than systems available for the wider medical industry. Thus, there is
a need for a mobile application with rich graphical content to help
inform patients about alternative methods of treatment, reduce
confusion, improve the service quality, and enable correct use of
medication [8].

The last three years have been marked by rapid adoption of mobile
devices. In the United States, researchers predicted that 20% of the
populations use touchscreens with natural user interfaces as their
primary computing device by 2014 [9]. 37% of the populations own
such devices for business purposes [10]. In December 2014 there were
49 million mobile subscribers supported with 3G connections in
Turkey [11]. 945,254 tablet computers were purchased by Turkish
users in the fourth quarter of 2014 [11]. The number of tablets sold in
Western Europe is to be 47.6 million units in 2015 [12]. Approximately
83.7 million tablet pcs were sold in the USA in 2015 [12].

In this study, we designed a mobile application to be used to inform
patients about treatment plans in office settings. The application was
developed for dentists by implementing user centered development
methodology followed by testing. User centered approaches are benefi-
cial in gaining insights in the healthcare domain, and for identifying the
knowledge and requirements of all stakeholders [13]. The integration of
potential users in the software lifecycle reduces the number of iterative
developments and the users' training costs [14]. Physicians believe that
developers should be more interested in their preferences, and visit
their practice environment in order to clearly identify the context. The
collaboration between the development team and the dentists is im-
proved by implementing this methodology [15]. Salman et al. proposed
icon design guidelines and designed medical icons for a mobile
emergency service application. It was found that the participatory icon
design guidelines resulted in usable and clear icons, which improved
the system usability and user success [16].

Soft and hard tissues were modeled in 3D computer aided design
programs and the most frequently encountered implant cases were
prepared for both dentists and patients. The system enables the presen-
tation of implant supported prosthetic treatments to the patients with
3D rich illustrative content. It enables dentists to easily explain
treatment plans to their patients when there is a need to describe surgi-
cal operations.

The treatment decisionmaking should bemanaged together and the
patient has the right to be informed in details. The portability of new
generation devices provides flexibility to dentists in effectively commu-
nicating with the patients. The contribution of this research is in the
designing of the application with the participation of actual users,
implementing user-centered design methodology to remove the com-
munication barriers between dentists and patients. Few researches
focused on computerized systems in a dental environment, and these
papers do no present a mobile application. However, our application
was developed specifically for implant procedures. Additionally, we
found encouraging outcome as dentists indicated that they are willing
to continue using this application in the future.

1.1. Scientific background

Wingard describes patient education as the process of informing the
patients by health professionals in altering patients' health behaviors,
improving health status, and aiding in development of remedy treat-
ment [17]. The aim of patient education is to assure that the patients
are informed of their treatment options, efficient use of medication,
and the management of their healthcare needs [18]. It is also critical
for improving self-advocacy in deciding to act independently from
medical provider and increasing patient motivation.

In addition to the complexities involved with developing education
programs that meet the needs of a highly diverse population, resources
available to healthcare providers have come under significant financial
pressures. This challenging environment has made it essential that
healthcare providers take a more systematic, coordinated, and strategi-
cally planned approach thatwould facilitate the effective deployment of
the resources allocated to patient education [19].

Mobile systems developed to support the interaction between
physicians and patients are now replacing paper based methods [20].
The expanding use of portable devices in the education of physicians
and students is a well-documented phenomenon [21]. Tablet devices
have become useful for decision making purposes and are increasingly
used in clinical settings as a reference tool [22]. The use of mobile appli-
cations has emerged as an educational method that may assist dentists
in meeting financial and strategic challenges. These applications may
provide a highly cost effective modality for delivering content [23].
Tablet devices have various multimedia capabilities such as CT images
and drawing tools that are useful in increasing clinical efficacy, improv-
ing the patient experience, and optimizing patient satisfaction [24,25].

Various studies measure the effect of interactive education applica-
tions on users' overall satisfaction with their healthcare encounter
[26–28]. The quality of patient educationmay also affect patients' health
conditions.While some studies reported no benefits of using such appli-
cations in this context [29–33], others reported a positive impact of the
use of interactive systems [34–40,28].

It is suggested that physicians' job satisfaction is a perception based
reaction that results from a number of variables including the nature of
relationships with patients [41–43]. The quality of doctor–patient
interactions is consistently noted as an important driver of satisfaction
[42]. Haas et al. found that more satisfied physicians are better commu-
nicators and more empathetic [43]. In turn, patients with higher
satisfaction prompted physicians to feel better about the care they pro-
vided, which motivated physicians to spend more time meeting
patients' needs. Physicians also believe that there is a brilliant future
at handwhere several clinical practices, such as lab work and CT images
are carried out using a mobile device [44].

1.2. Rationale for the study

The portability of tablet devices provides efficient communication
with patients not only in clinical settings, but also in eliminating the
location barriers. To enhance patient education dentists need to be
able to illustrate the benefits of treatment easily, show the conse-
quences of untreated cases, and demonstrate dental concepts from
simple fillings to complex implant procedures [45,46].

The primary function of our application is to inform patients by
using thenewgeneration of hardware and communication technologies
in implant dentistry to support treatment decision making. The treat-
ment plan is better explained to patients using 3D illustrations through
amobile device,which also helps improve the service quality in terms of
time and effort spent, and enables better understanding of treatments. It
was observed that prior to using our application our dentists were using
real images from a book, and sketches, which have the potential to
cause frustration and fear in the patients (Fig. 1). We witnessed several
failed conversations between dentists and patients during our on-site
visits.

Itwas crucial to get a quick understanding of the content preferences
of the dentists in creating innovative ideas for our application. At the
very beginning of the research, an online survey was given to potential
users in order to identify the potential areas of implementation for our
application. The aim was to identify the primary demands of dentists
regarding the content to be included in the system. Sampling was



Fig. 1. Real case photograph.
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used to cover as wide a population of dentists as possible at the early
stages in the lifecycle process. 1610 dentists participated in the online
survey through an official dentistry web portal (www.dis-hekimi.org)
which provides up-to-date information on treatment methods for
various dental cases. Dentists attended to this initial survey are all
Turkish located at several cities of Turkey.

32% of participating dentists own tablet devices. Among those
surveyed, implant dentistry was chosen as the must-have content by
51% of participating dentists. Oral surgery, orthodontics, and cosmetic
dentistry were selected by 15%, 6%, and 5% respectively. Fig. 2 shows
the results of the initial survey.

A dental implant is an artificial tooth root which is placed into the
jaw to hold a prosthetic replacing a damaged or missing tooth. The
implant includes a crown, an abutment, and an implant body. The global
dental implant and prosthetics market was valued at US$6.8 billion
dollars in 2011 and is expected to increase to US$ 10.5 billion dollars
in 2016 [47]. It is crucial to satisfy the needs of patients in the treatment
process through the integration of technological advances.
1.3. Research objectives

Themain goal of this study is to improve the dentist–patient interac-
tion and patient education by implementing a mobile application in the
dental context. It is assumed that this application will support patient–
dentist communication and might improve the satisfaction of both
parties by providing better interaction. The suitability of user centered
design methodologies, which involve the actual users in each phase of
the software development lifecycle, was also tested. This study presents
the relevance of designing a mobile application using interactive
communication technologies for supporting patient education and
communication.
Fig. 2. The results of the initial survey.
2. Design and development

Our design methods include task and user analysis, user interface
design, and evaluationwith the actual users' participation. This research
is primarily conducted to cover the design process of the application.
Task analysis was conducted by interviewing and observing at the
work site. Sketching, paper prototyping, and wireframing stages were
completed for the initial design. Apple Human Interface Guidelines
(HIG) principles were taken into consideration while designing the
user interfaces [48]. These guidelines are established to help users to
understand and interact with the content. User interface concepts for
providing improved interaction, such as layout, navigation, animation,
color, typology, icons, graphics, and terminology use for tablet devices
are described in detail [48]. Superlative user interfaces and user experi-
ences were achieved for the application by using good platform
practices.

Displaying relatively large content on a tablet device was the
primary challenge in this study. The most efficient hierarchical menu
systemwas investigated for fast processing. The solutionswere generat-
ed to organize the user interface elements and 3D illustrations for the
benefit of dentists. Finally, in-screen and platform-specific prototypes
for the application were developed.

An online survey was conducted in the evaluation stage with the
participation of 100 dentists. The subjects were briefly informed about
the purpose of the study and allowed to use the application for two
weeks in their natural settings. The participants were kept updated
and encouraged to use our application for their own dental workflow
during testing. Two commonly used measures; perceived ease of use
(PEU), and perceived usefulness (PU) were inspected [49].

2.1. Application development methodology

User-centered development methodology includes actual users
through the analysis, planning, design and development of a specific
product [50]. It includes five steps: (1) understand the context of use;
(2) specify the user requirements; (3) generate design solutions to
meet the user requirements; (4) evaluate designs against requirements;
and (5) check whether design solutions satisfy user requirements [50].
User characteristics such as experience, knowledge, education,
preferences, and habits should be identified. The primary purpose of
including end-users is to ensure that the final product is usable and
meets the users' needs [51].

In the predesign stage, both ethnographical observations and
contextual inquiry techniques were used. Cognitive walkthrough
was used to identify work breakdown structure in the early design
stage. We developed the system using a four step method: (1) deter-
mine the users and usage context, (2) identify the functional and
business requirements, (3) design the system from rough concepts,
and (4) evaluation.

2.2. User and task analysis

Five private dental clinics in Istanbul, Turkeywere visited in order to
observe real cases and to understand themedical environment. Initially,
to better figure out the existing medical environment, several context-
related cases were observed without interacting with on-site staff.
Additionally, dentists were interviewed to identify the treatment and
medical procedures to be included to the system. The accuracy of each
scenario and corresponding tasks was validated by the interviewed
dentists.

2.3. User interface design

A workshop was organized with 11 (3 female, 8 male) dentists. The
average age of the subjectswas 35. All subjects declared their familiarity
with the technological developments and mobile devices. The

http://www.dis-hekimi.org


Fig. 4. Sample of paper-prototyping.
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workshop was conducted in a controlled environment, a standard
computer laboratory at Bahcesehir University, Istanbul. The sessions
took 2 days, 3 h/day and were recorded using a handy cam, and several
photos were taken. Initially, some brief information about the experi-
ment was provided to the subjects. The participants were encouraged
to discuss the tasks once more to check the validity of task analysis
findings, and to generate innovative ideas for the user interfaces of
our mobile application. The primary purpose of the workshop was to
design the interfaces with the actual users' participation. Then,
sketching, paper prototyping and wireframing methods were used.
The subjects were informed briefly about the design methods used. At
the end of theworkshop, a low fidelity representation of the application
was designed.

Sketches are instantiations of the design concepts which are used
predominantly in the early ideation stages, to explore the huge range
of design options, and dispose of ideas that do not fit specific design
challenges [52]. It is an expendable technique and is fun [53]. Sketches
do not have to be pretty, therefore the participants do not need to
have any artistic ability but they should be able to explain them to
others. We established an entertaining environment with the partici-
pants where the design ideas were discussed, critiqued, and realized
for later reflection. Time limits from ten to thirtyminuteswere followed
to encourage greater focus on producing diverse ideas rather than
focusing on the details [54]. Final sketches worth developing were
chosen for the following phase. A low-cost and fast pencil-paper sketch
was prepared for the initial user interface design [55]. Fig. 3 presents the
findings of sketching sessions. Sketching sessions were essential in the
software planning and task clarification phases [56].

Although sketching and paper prototyping are similar tools as
they are cheap, throwaway and fast, we continued with the paper
prototyping in order to present the content on the sketched layouts. In
this research, paper prototyping was a useful technique for working
through the details of screen flows, sequencing, validating decisions
about screen layout, button placements, and rough ideas for touch and
gesture [57].
Fig. 3. Sketching of pos
Theuser interface layoutswere detailedwith visual components and
colors to present the user experience on paper prototypes (Fig. 4). This
is a tangible way of testing our interaction ideas with dentists and gath-
ering feedback at an early stage in the design process [9]. User interfaces
proposed by dentistswere then presented and criticized by designers in
the research team [48].

Content generation and creation are shown in Fig. 5. A wireframe
was prepared to show and check the structure, information hierarchy,
functions, and content. Wireframes are a representation of the skeletal
structure of a mobile application, compared to a building's blueprints
[58]. Wireframes are used to lay out the structure, hierarchy and
relationship between elements that make up a mobile application.
They guide the user through a full experience without being distracted
by the visual design. Well-designed wireframes provide a clear under-
standing of the structure and functionality of an application [59].
Functions, behaviors and content were reviewed using the low fidelity
prototype (Fig. 6).

Balsamiq was selected to develop the mockup due to its agility and
useful effects [60]. Notes were taken directly on sketches, wireframes,
sible approaches.



Fig. 5. Content generation and creation.
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and sketch boards during critiques. The outcomes were all listed and
applied in the final version of the application.

Screen layouts were designed using a photo editing tool and any
necessary resizing of the design fileswas completed. The resized images
were saved in a supported file format for the tablet devices. All screen
images were organized into the correct order for the scenario (Fig. 7).
2.4. Implementation

Objective-Cwas selected as the programming language, Actionscript
3.0 for platform specific prototyping, and Extensible Markup Language
(XML) was used for dynamic announcements. MySQL was used for
the data collection. XCode 4.5 (4G182), Software Development Kit
(SDK), Altova XMLSpy 2011 for XML, iOS, and Debugger: LLDB were
used as IDE and tools in order to develop the mobile application.

The application needed to be practical and easy enough to beused by
the dentists regardless of their mobile computing experience and skills.
We assumed that users already possessed simple knowledge of finger
taps and gestures used in touch-screen devices. When dentists click
on a button corresponding events should be performed promptly. The
application size should not exceed 200 MB including images, audio
and all other application data. The application was designed to take no
more than three steps or be more than three screens deep when using
any feature [48].

The Model-View-Controller Pattern (MVC) was used to break the
complex application into smaller parts to simplify the process. Also,
MVC helps ensure maximum reusability. A split view controller was
Fig. 6.Wireframing.
used in our application as it is themost common tablet device view con-
troller. This is very effective for browsing through content and is a great
starting point for content-heavy tablet device applications.

A hierarchical menu structure was designed and the tasks were
categorized into different groups based on their similarities. The prima-
ry navigation was located on the left hand side of the screen, and the
dynamic content was positioned at the center.

In order to check the possibilities of crash or error cases, the applica-
tion had to be imported on to a real tablet device. The application
initially demonstrated certain execution complications such as blank
announcement windows, unexpected ineffective performances in
terms of physical resources consumption and alignment. Detected
functional and display related failures were removed.

2.5. Final product

The primary user target of our application is the dentists. We have
identified two main categories labeled as “Fixed Prostheses” including
nine items and “Overdentures” including four options. All tasks associ-
ated with these main categories are listed in Tables A.1 and A.2 in
Appendix A.

Fig. 8 presents the final design of the application. A hierarchical
menu structure was implemented. The screens were designed to have
one function per screen to reduce the mental load [61]. The application
provides flexibility to the users while also allowing navigation without
any constraints.

The interaction with the content screens is performed by pinching
and rotating the screen as shown in Fig. 9. This allows users to move
the 3D illustrative content in any direction to improve the visibility
and functionality.

An iPad or newerwith iOS 5.0 or higher versions operating system is
the minimum hardware configuration to run the application at the
satisfactory level. Wi-Fi or cellular network connection might be re-
quired in order to display the updated announcements. Minimum
space required is 170 MB.

3. Evaluation

The application was evaluated in terms of PEU, and PU using an
online survey. A 7-point Likert scale was used. The survey consists of
three parts: Part I is for collecting the demographic information of
participants; Part II is for evaluating the PEU; and Part III is for measur-
ing the PU. The online survey was accessible for a period of 25 days.



Fig. 7. In-screen prototypes.
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Evidence that shows the user continuation of the applicationwas deter-
mined by a semi-structured interview via phone. Fig. 10 shows the
work-site use of the application by participating dentists.

We contacted the participants on the first day after he/she had
downloaded the application to provide brief information about the
experiment. The participants tried operating the application in their
natural settings. We kept collecting updates from the subjects to clarify
whether they were continuing to use our application for their business
purposes. The dentistswere encouraged to use the application to inform
the patients in implant dentistry cases for treatment decision-making
purposes.
3.1. Participants

The participants were dentists, categorized based on gender,
age, years of experience as a professional, and amount of tablet
device usage. 114 data sets were collected and 100 (24 female, and 76
male) were valid. Subjects declared their familiarity with tablet
devices and mobile applications. Table 1 shows the details about the
participants.
Fig. 8. Final
4. Evaluation results

4.1. Perceived ease. of use (PEU)

The Cronbach's alpha value of PEU is 0.82which leads to a consistent
and reliable set of data. The mean value of the collected data on PEU is
4.93 (STD = 0.12). The mean values are 4.66 (STD = 1.27) and 5.77
(STD = 0.96) respectively for male and female participants. It
was found that there is significant difference between genders on PEU
(t (98) = −3.947, p = 0.000). Participants who were aged between
25 and 34 had the greatest mean value (M = 5.69, STD = 1.18).
ANOVA was implemented to find out the significance between age
groups. TUKEY test was also conducted for further analysis in
understanding the differentiations among dentist's age range variable.
Significant differences were found between age ranges (F = 5.54,
p b 0.05). Especially participants aged between 25 and 34 felt that our
application was easy to use.

ANOVA showed that job experience presented significant difference
between identified categories on PEU (F = 6.51, p b 0.05). Specifically,
dentists who have professional experience of between 5 and 9 years
found the application easy to use.
design.



Fig. 9. Content screen while pinching and rotating.

Table 1
Information on participants.

Variables Categories Frequency Percentage

Gender Female 24 24
Male 76 76

Age range −24 18 18
25–34 31 31
35–44 24 24
45–54 20 20
55+ 7 7

Dentistry professional experience (in years) −4 32 32
5–9 18 18
10–14 16 16
15–19 16 16
20+ 18 18

Duration of tablet device usage (in months) −5 33 33
6–11 11 11
12–17 13 13
18–25 14 14
26+ 29 29
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It was also found that there is a significant difference between
examined groups in terms of tablet device usage extent (F = 3.21,
p b 0.05). There are significant differences especially between dentists
who have been using tablet devices for less than 5 months and those
with over 26 months of experience.

4.2. Perceived usefulness (PU)

The Cronbach's alpha value of PU is 0.86. We also have a consistent
and reliable set of data in measuring PU. The mean value of PU is 5.22
(STD= 0.11). The results regarding user experience on PU are satisfac-
tory. The mean values are 5.89 (STD= 0.96) and 5.01 (STD= 1.12) for
male and females respectively. Female dentists found the application to
be more useful than the male dentists (t (98) = −3.493, p = 0.001).

It was found by ANOVA that age has a significant effect on PU (F =
3.28, p b 0.05). The TUKEY test was applied to find out the differentia-
tion among dentists' age ranges.

ANOVA reported that working experience has a significant effect on
PU (F = 3.04, p b 0.05). TUKEY results showed that dentists who have
professional experience of between 5 and 9 years, and those whose
experience is over 20 years are significantly different (p b 0.05).

ANOVA revealed that the extent of tablet device usage has a
significant effect on the usefulness (F = 4.46, p b 0.05). The length of
experience with mobile devices is correlated with the perceived
usefulness.

We have found significant evidence that userswould continue to use
the application. 89 of the participants who responded to the survey
question “Would you want to use the application again?” said that
Fig. 10. On-site patient–dentist interaction during evaluation.
they would, often very decisively. Dentists aged relatively older
generated a resistance to a change for their applications on medical
procedures. A positive initial experience with the application
encourages users to continue using it.We believe to report upon the de-
velopment and evaluation of the system in a later research.

4.3. Subjective responses

At the end of the survey, a short semi-structured interview via
phone was carried out to explore user reactions to the system.
Responses indicated a strong preference for the use of our application
by dentists. Additionally, respondents clearly would have continued to
use the system: all participants who replied to the question “Would
you continue to use the application?” (n = 100) mentioned that they
would, very conclusively. Participants also expressed that they felt
more comfortable and satisfying while explaining the treatment plan
to the patients by the illustrations instead of presenting the bloody
real case photographs: “The application saves time and effort. It
removes the communication barriers between the dentist and the
patients. I would definitely continue using it”. Another subject indicated
that the application also provides greater control of their workflow, and
improves the quality of service.

In this research, ourmain concernwas designing and developing the
mobile application with the actual users' participation. As further, we
hope to extend the content of the application and report details on the
development and usability evaluation of the system by different
methodologies.

5. Discussions

This paper suggests that it is appropriate to design mobile systems
for patient education and communication through the implementation
of interactive technologies. An effective interaction between dentists
and patients is the core of successful dentistry. The treatment decision
making should be managed together and the patient has the right to
be informed in detail. The portability of new generation devices
provides flexibility to dentists in effectively communicating with the
patients. Previous studies showed that mobile applications, as support-
ive learning tools for patient education, are a great way to educate
patients and provide a visual guide when dentists are explaining their
treatment procedures [29–31,33].

This study differs from similar research in the literature. Related
studies concentrated on the impact of clinical office computing to
improve the interaction between physicians and patients while dealing
with chronic diseases [62–64]. Few have focused on computerized
systems in a dental environment and these studies do not present amo-
bile application [65,66]. However, our mobile system was developed
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specifically for implant procedures by implementing user-centered
designmethodology to improve patient education and communication.

Dentists stated that the application saves time and that it reduces the
required effort. It also provides dentists greater control of their
workflow, and improves the quality of service. The rich visual compo-
nents support the user experience and interaction. Participants indicat-
ed that they arewilling to continue using this application in the future. It
was revealed that the designed menu structure, and 3D illustrative
content appear to be user friendly for dentists and more attractive for
patients on a visual impact basis. Therefore, it is more likely to produce
better results compared with previously used text-based and bloody
presentations taken from real cases.

Patients trust businesses which are leaders in the field and offering
patients a mobile application shows that the dentist cares enough to
provide a high quality service through technological investments. The
adoption of mobile applications in dentistry for educative purposes
continues to progress and become more important as an alternative to
the traditional communication methods. Statistical results show that
the application was adopted successfully by the dentists. The flexibility
of interaction provided by the touchscreenmight encourage the users to
adopt the systemmore rapidly in today's information age. Dentists who
are more familiar with tablet devices declared that the application is
very effective in explaining the treatment plan to patients.

The main strength of this research is in the designing of the applica-
tion with the participation of actual users. Implemented methodologies
in application development life cycle are encouraging for the further
mobile development projects and participants who believe the applica-
tion is more familiar and usable when their preferences are included.
Participants also believe that the use of advanced technologies in their
workflow would improve the quality of service. They are much more
encouraged to use mobile devices for business purposes. Our applica-
tion improves the information sharing behavior of dentists to enhance
the patients' right to make informed decisions. Designers of mobile
information systems need to be aware of the importance of the user in-
terface in dentist–patient communication.

6. Conclusion

In conclusion, user centered development methodology was
successfully implemented to develop a mobile dental application. The
needs and preferences of the dentists were identified during on-site
visits. To understand the regular workflow, the dentists were observed
and interviewed in their professional environments. The involvement of
the end-users allowed us to generate better design solutions, and devel-
op a more practical and usable application. Dentists believe that this
approach produces better designs, which is helpful in promoting inter-
action for all stakeholders. The application advances the information
sharing behavior of dentists to enhance the patients' right to make
informed decisions. It is strongly believed that the modularity of the
design approach and software architecture used in this study is benefi-
cial for further related applications in medical informatics. As a further
research, the application is intended to be evaluated by scientifically ap-
proved usability inspection methods and the findings can be compared
with a commercial equivalent.

Appendix A

Table A.1
Fixed prostheses menu.
Menu item
1

Subcategories
.1. Single tooth restoration
1

1.1.1. Upper jaw second premolar
deficiency
1.1.2. Panoramic radiography
1.1.3. Bone loss, tilting and elongation of the
contralateral tooth
able A.1 (continued)
Menu item
 Subcategories

1.1.4. Conventional treatment: preparation
of the teeth
1.1.5. Conventional treatment: bridge
fabrication
1.1.6. Panoramic view after implantation
1.1.7. Final restoration
1.1.8. Cross-sectional view of the implant
site
1.1.9. Transparent view
.2. Single tooth restoration
(anterior region)
1.2.1. Upper jaw central incisor deficiency
1.2.2. Panoramic radiology — before
1.2.3. Bone loss over time, irreversible
unaesthetic results
1.2.4. Bone loss over time panoramic view
1.2.5. Conventional treatment: preparation
of the teeth
1.2.6. Conventional treatment: bridge
fabrication
1.2.7. Panoramic view after implantation
1.2.8. Titanium angled
abutment/porcelain-fused-to-metal crown
1.2.9. Final restoration and cross-sectional
view of the bone
1.2.10. Zirconium abutment
1.2.11. Final restoration and cross-sectional
view of the bone
.3. Implant supported fixed partial
restoration
1.3.1. Upper jaw 2nd premolar, 1st & 2nd
molar deficiency
1.3.2. Panoramic radiography — before
1.3.3. Conventional treatment: removable
partial denture
1.3.4. Deformation due to partial denture
1.3.5. Bone loss
1.3.6. Pneumatization of maxillary sinus
1.3.7. Implantation
1.3.8. Panoramic view
1.3.9. Cross-sectional view of the implant
1.3.10. Cross-sectional view, close-up
1.3.11. Final Restoration, Transparent View
.4. Internal sinus lifting &
implantation
1.4.1. Upper jaw 2nd premolar, 1st & 2nd
molar deficiency
1.4.2. Pneumatization of maxillary sinus
1.4.3. Panoramic view
1.4.4. Panoramic views after sinus lifting &
implantation
1.4.5. Sinus lifting, grafting & implantation
1.4.6. Abutments delivered
1.4.7. Panoramic views after final prosthesis
1.4.8. Cross-sectional view of implants
1.4.9. Transparent view
.5. External sinus lifting &
implantation
1.5.1. Upper jaw 2nd premolar, 1st & 2nd
molar deficiency
1.5.2. Severe pneumatization of maxillary
sinus
1.5.3. Panoramic view
1.5.4. Panoramic views after sinus lifting &
implantation
1.5.5. Sinus lifting, grafting & implantation
1.5.6. Abutments delivered
1.5.7. Panoramic views after final prosthesis
1.5.8. Cross-sectional view of implants
1.5.9. Transparent view
.6. Full mouth reconstruction
(upper jaw, 6 implants)
1.6.1. Loss of vertical dimensions
1.6.2. Edentulous upper & lower jaws
1.6.3. Panoramic view of edentulous upper
& lower jaws
1.6.4. Edentulous upper jaw, 6 implants
1.6.5. Following osteointegration
abutments delivered
1.6.6. Cementation of final restoration
1.6.7. Transparent view
1.6.8. Final restoration
1.6.9. Panoramic view
.7. Full mouth reconstruction
(upper jaw, 8 implants)
1.7.1. Loss of vertical dimension
1.7.2. Edentulous upper & lower jaws
(continued on next page)
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able A.1 (continued)
Menu item
1

1

2

2

2

2

Subcategories

1.7.3. Panoramic view of edentulous upper
& lower jaws
1.7.4. Edentulous upper jaw, 8 implants
1.7.5. Following osteointegration
abutments delivered
1.7.6. Abutments delivered, occlusal view
1.7.7. Transparent view
1.7.8. Final restoration
1.7.9. Panoramic view
.8. Full mouth reconstruction
(lower jaw, 6 implants)
1.8.1. Loss of vertical dimension
1.8.2. Edentulous upper & lower jaws
1.8.3. Panoramic view of edentulous upper
& lower jaws
1.8.4. Edentulous lower jaw, 6 implants
1.8.5. Following osteointegration
abutments delivered
1.8.6. Cementation of final restoration
1.8.7. Final restoration transparent view
1.8.8. Panoramic view
.9. Full mouth reconstruction
(lower jaw, 8 implants)
1.9.1. Loss of vertical dimension
1.9.2. Edentulous upper & lower jaws
1.9.3. Panoramic view of edentulous upper
& lower jaws
1.9.4. Edentulous lower jaw, 8 implants
1.9.5. Following osteointegration
abutments delivered
1.9.6. Cementation of final restoration
1.9.7. Final restoration transparent view
1.9.8. Panoramic view
Table A.2
Overdenture main category items.
Menu item
 Subcategories
.1. Single tooth restoration
 2.1.1. Loss of teeth & bone
2.1.2. Totally edentulous mandible
2.1.3. Panoramic view
2.1.4. Delivery of octa abutments
2.1.5. Delivery of bar construction
2.1.6. Bar construction fixed by screw
2.1.7. Attachments
2.1.8. Overdenture cross-section
2.1.9. Delivery of overdenture
2.1.10. Transparent view
.2. Single tooth restoration
(anterior region)
2.2.1. Loss of teeth & bone
2.2.2. Totally edentulous mandible
2.2.3. Panoramic view
2.2.4. Delivery of octa abutments
2.2.5. Delivery of bar construction
2.2.6. Transparent view
2.2.7. Overdenture reinforcement with metal
construction
2.2.8. Overdenture cross-section
.3. Implant support fixed partial
restoration
2.3.1. Loss of teeth & bone
2.3.2. Totally edentulous mandible
2.3.3. Panoramic view
2.3.4. Delivery of ball abutment
2.3.5. Delivery of attachments
2.3.6. Cross-section
2.3.7. Transparent view
.4. Internal sinus lifting &
implantation
2.4.1. Loss of teeth & bone
2.4.2. Totally edentulous mandible
2.4.3. Panoramic view
2.4.4. Delivery of kerators
2.4.5. Transparent view
2.4.6. Delivery of attachments
2.4.7. Cross-section of attachments
2.4.8. Final restoration
2.4.9. Transparent view
References

[1] Ong LML, De Haes J, Hoos AM, Lammes FB. Doctor–patient communication: a review
of the literature. Soc Sci Med 1995;40(7):903–18.
[2] Roter D, Hall JA. Doctors talking with patients/patients talking with doctors:
improving communication in medical visits. London: Praeger; 2006.

[3] Sondell K, Soderfeldt B, Palmqvist S. Underlying dimensions of verbal communica-
tion between dentists and patients in prosthetic dentistry. Patient Educ Couns
2003;20(2):157–65.

[4] Zolnierek KBH, Dimatteo MR. Physician communication and patient adherence to
treatment: a meta-analysis. Med Care 2009;47(8):826–34.

[5] Cegala DJ. The effects of patient communication skills training in compliance. Arch
Fam Med 2000;9(1):57–64.

[6] Mundada V. Effective communication skills and professionalism for better dentist–
patient relationship. Indian J Dent 2012;3(3):182–3.

[7] Awad MA, Shapiro SH, Lund JP, Feine JS. Determinants of patients' treatment
preferences in a clinical trial. Community Dent Oral Epidemiol 2000;28(2):119–25.

[8] Rozenblum R, Donze J, Hockey PM, Guzdar E, Labuzetta MA, et al. The impact of
medical informatics on patient satisfaction: a USA-based literature review. Int J
Med Inform 2013;82(3):141–58.

[9] Hinman R. Themobile frontier: a guide for designing mobile experiences. New York:
Rosenfeld Media; 2012.

[10] VentureBeat, Survey: 1 in 5 Americans will own tablet by 2014, one-third will use
them for business. 2010 Available: http://venturebeat.com/2010/12/21/harris-inter-
active-survey-tablets-enterprise. [Accessed 2014 Mar 21].

[11] ICTA, Turkish Information and Communication Technologies Authority, 4. Quarter
report (2014). Available: http://www.btk.gov.tr/kutuphane_ve_veribankasi/pazar_
verileri/ucaylik14_4.pdf. [Accessed 2015 Aug 14].

[12] Statista, The Statistics Portal, Tablet PC sales forecast for the United States from 2010
to 2016 (in million units). 2015 Available: http://www.statista.com/statistics/
200248/sales-forcast-for-tablet-pcs-by-region/. [Accessed 2015 Aug 16].

[13] Das A, Svansaes D. Human-centered methods in the design of e-health solution for
patients undergoing weight loss treatment. Int J Med Inform 2013;82(11):1075–91.

[14] Nies J, Pelayo S. From users involvement to users' needs understanding: a case study.
Int J Med Inform 2010;79(4):76–82.

[15] Martikainen S, Korpela M, Tiihonen T. User participation in healthcare IT develop-
ment: a developers' viewpoint in Finland. Int J Med Inform 2014;83(3):189–200.

[16] Salman YB, Cheng HI, Patterson PE. Icon and user interface design for emergency
medical information systems: a case study. Int J Med Inform 2012;81(1):29–35.

[17] Wingard R. Patient education and the nursing process: meeting the patients' needs.
Nephrol Nurs J 2005;32(2):211–4.

[18] Behar-Horenstein LS, Guin P, Gamble K, Hurlock G, Leclear E, et al. Improving patient
care through patient-family education programs. Hosp Top 2005;83(1):21–7.

[19] Green LW. Hospitals and health care providers as agents of patient education. Pa-
tient Educ Couns 1990;15(2):169–70.

[20] Alsos OA, Das A, Svanaes D. Mobile Health IT: the effects of user interface and form
factor on doctor–patient communication. Int J Med Inform 2012;81(1):12–28.

[21] Kubben PL. Neurosurgical apps for iPhone, iPod touch, iPad and Android. Surg
Neurol Int 2010;1:89–90.

[22] Savel RH, Munro CL. Scalpel, stethoscope, iPad: the future is now in the intensive
care unit. Am J Clin Care 2011;20(4):275–7.

[23] Hu J, Yu H, Shao J, Li Z, Wang J, et al. An evaluation of the dental 3D multimedia sys-
tem on dentist–patient interactions: a report from China. Int J Med Inform 2008;
77(10):670–8.

[24] Wang J, Hsu JTS, Bhatia AC. Expanding the role of iPad and tablet devices to cosmetic
patient consultations. Semin Cutan Med Surg 2012;31(3):200–2.

[25] Berger E. The iPad: gadget or medical godsend? Ann Emerg Med 2010;56(1):21–2.
[26] Martin JT, Hoffman MK, Kaminski PF. NPs vs. IT for effective colposcopy patient ed-

ucation. Nurse Pract 2005;30(4):52–7.
[27] Shaw MJ, Beebe TJ, Tomshine PA, Adlis SA, Cass OW. A randomized, controlled trial

of interactive, multimedia software for patient colonoscopy education. J Clin
Gastroenterol 2001;32(2):142–7.

[28] Homer C, Susskind O, Alpert HR, Owusu M, Schneider L, et al. An evaluation of an in-
novativemultimedia educational software program for asthmamanagement: report
of a randomized, controlled trial. Pediatrics 2000;106(1 Pt 2):210–5.

[29] Linne AB, Liedholm H. Effects of an interactive CD-program on 6 months readmis-
sion rate in patients with heart failure — a randomized, controlled trial. BMC
Candiovasc Disord 2006;6:30.

[30] Stromberg A, Dahlstrom U, Fridlund B. Computer-based education for patients
with chronic heart failure. A randomized, controlled, multicenter trial of the effects
on knowledge, compliance and quality of life. Patient Educ Couns 2006;64(1):
128–35.

[31] Gerber BS, Brodsky IG, Lawless KA, Smolin LI, Arozullah AM, et al. Implementation
and evaluation of a low-literacy diabetes education computer multimedia applica-
tion. Diabetes Care 2005;28(7):1574–80.

[32] Huss K, Winkelstein M, Nanda J, Naumann PL, Sloand ED, et al. Computer game for
inner-city children does not improve asthma outcomes. J Pediatr Health Care
2003;17(2):72–8.

[33] Green MJ, Peterson SK, Baker MW, Harper GR, Friedman LC, et al. Effects of a
computer-based decision aid on knowledge, perceptions, and intentions about ge-
netic testing for breast cancer susceptibility, a randomized controlled trial. JAMA
2004;292(4):442–52.

[34] Davis K, Schoen C, Schoenbaum S, Audet AM, Doty M, et al. Mirror mirror on the
wall: looking at the quality of American health care through the patient's lens.
New York: The Commonwealth Fund; 2004.

[35] Miller DP, Kimberly JR, Case LD, Wofford JL. Using a computer to teach patients
about fecal occult blood screening. A randomized trial. J Gen Intern Med 2005;
20(11):984–8.

[36] Marsch LA, Bicket WK. Efficacy of computer-based HIV/AIDS education for injection
drug users. Am J Health Behav 2004;28(12):316–27.

http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0005
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0005
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0010
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0010
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0015
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0015
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0015
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0020
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0020
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0025
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0025
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0030
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0030
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0035
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0035
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0040
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0040
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0040
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0045
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0045
http://venturebeat.com/2010/12/21/harris-interactive-survey-tablets-enterprise
http://venturebeat.com/2010/12/21/harris-interactive-survey-tablets-enterprise
http://www.statista.com/statistics/200248/sales-forcast-for-tablet-pcs-by-region/
http://www.statista.com/statistics/200248/sales-forcast-for-tablet-pcs-by-region/
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0060
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0060
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0065
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0065
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0070
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0070
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0075
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0075
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0080
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0080
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0085
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0085
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0090
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0090
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0095
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0095
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0100
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0100
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0105
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0105
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0110
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0110
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0110
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0115
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0115
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0120
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0125
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0125
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0130
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0130
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0130
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0135
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0135
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0135
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0140
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0140
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0140
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0145
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0145
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0145
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0145
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0150
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0150
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0150
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0155
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0155
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0155
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0160
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0160
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0160
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0160
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0165
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0165
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0165
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0170
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0170
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0170
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0175
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0175


261E. Canbazoglu et al. / Computational and Structural Biotechnology Journal 14 (2016) 252–261
[37] Reis J, Trockel M, King T, Remmert D. Computerized training in breast self-
examination: a test in a community health center. Cancer Nurs 2004;27(2):162–8.

[38] Krishna S, Francisco BD, Balas EA, König P, Graff GR, et al. Internet enabled interac-
tive multimedia asthma education program: a randomized trial. Pediatrics 2003;
111(3):503–10.

[39] Neafsey PJ, Stickler Z, Shellman J, Chartier V. An interactive technology approach to
educate older adults about drug interactions arising from over-the-counter self-
medication practices. Public Health Nurs 2002;19(4):255–62.

[40] Bartholomew LK, Gold RS, Parcel GS, Czyzewski DI, Sockrider MM, et al. Watch, dis-
cover, think and act: evaluation of computer-assisted instruction to improve asthma
self-management in inner-city children. Patient Educ Couns 2000;39(3):269–80.

[41] Atkins PM, Marshall BS, Javalgi RG. Happy employees lead to loyal patients. Survey
of nurses and patients shows a strong link between employee satisfaction and pa-
tient loyalty. J Health Care Mark 1996;16(4):14–23.

[42] Garman AN, Garcia J, Hargreaves M. Patient satisfaction as a predictor of return-to-
provider behavior: analysis and assessment of financial implications. Qual Manag
Health Care 2004;13(1):75–80.

[43] Haas JS, Cook EF, Puopolo AL, Burstin HR, Clearly PD, et al. Is the professional satis-
faction of general internists associated with patient satisfaction? J Gen Intern Med
2000;15(2):122–8.

[44] Blanchet KD. Medical apps for urologists: usefulness still evolving for physicians and
patients. BJU Int 2012;109(10):1–5.

[45] Scheleyer TK, Spallek H, Bartling WC, Corby P. The technologically well-equipped
dental office. J Am Dent Assoc 2003;134(1):30–41.

[46] Cooper BR. Patient education software: technology in the dental office. Dent Assist
2007;76(3):16–7.

[47] Trappey CV, Trappey AJC, Peng HY, Lin LD, Wang TM. A knowledge centric method-
ology for dental implant technology assessment using ontology based patent analy-
sis and clinical meta-analysis. Adv Eng Inform 2014;28(2):153–65.

[48] Apple iOS HIG. Apple iOS human interface guidelines. 2012 Available: https://
developer.apple.com/library/ios/#documentation/UserExperience/Conceptual/
MobileHIG/Introduction/Introduction.html. [Accessed 2015 Oct 10].

[49] Davis FD. Perceived usefulness, perceived ease of use, and user acceptance of infor-
mation technology. MIS Q 1989;13(3):319–40.

[50] International Standards Organization ISO 9241-210. Ergonomics of human–system
interaction — part 2010: human-centered design for interaction systems. Geneva,
Switzerland: International Organization for Standardization; 2008.
[51] Preece J, Rogers Y, Sharp H. Interaction design beyond human–computer interaction.
New York, USA: Wiley & Sons Inc; 2002.

[52] Buxton B. Sketching user experiences: getting the design right and the right design.
San Francisco, California, USA: Morgan Kaufmann Inc; 2007.

[53] Bowles C, Box J. Undercover user experience design. Berkeley, California, USA: New
Riders; 2011.

[54] Warfel TZ. Prototyping: a practitioner's guide. Brooklyn, New York, USA: Rosenfeld
Media; 2009.

[55] Moule J. Killer UX design. Australia: Sitepoint Pty Limited; 2012.
[56] Ponn J, Lindemann U, Diehl H, Müller F. Sketching in early conceptual phases of

product design: guidelines and tools. Proc of the Eurographics Workshop and
Sketch-based Interfaces and Modeling, SBIM. Aire-la-Ville: Eurographics Associa-
tion; 2004. p. 27–32.

[57] Synder C. Paper prototyping: the fast and easy way to design and refine user inter-
faces. San Francisco, California, USA: Morgan Kaufmann Inc; 2003.

[58] Mendoza A. Mobile user experience: patterns to make sense of it all. San Francisco,
California, USA: Morgan Kaufmann Inc; 2014.

[59] Arnowitz J, Arent M, Berger N. Effective prototyping for software makers. San
Francisco, California, USA: Morgan Kaufmann Inc; 2007.

[60] Lowdermilk T. User-centered design: a developer's guide to building user-friendly
applications. Sebastopol, California, USA: O′Reilly Media Inc; 2013.

[61] Saadé GR, Otrakji AC. First impressions last a lifetime: effect of interface type on dis-
orientation and cognitive load. Comput Hum Behav 2007;23(1):525–35.

[62] Hsu J, Huang J, Fung V, Robertson N, Jimison H, et al. Health information technology
and physician–patient interaction: impact of computers on communication during
outpatient primary care visits. J Am Med Inform Assoc 2005;12(4):474–80.

[63] Makoul G, Curry RH, Tang PC. The use of electronic medical records: communication
patterns in outpatient encounters. J Am Med Inform Assoc 2001;8(6):610–5.

[64] Legler JD, Oates P. Patients' reactions to physician use of a computerized medical re-
cord system during clinical encounters. J Fam Pract 1993;37(3):241–4.

[65] Vogel A. The reality of the paperless dental office. Dent Today 2005;24(10):146–8.
[66] Scheleyer TK, Thyvalikakath TP, Spallek H, Torres-Urquidy HM, Hernandez P, et al.

Clinical computing in general dentistry. J AmMed Inform Assoc 2006;13(3):344–52.

http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0180
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0180
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0185
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0185
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0185
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0190
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0190
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0190
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0195
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0195
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0195
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0200
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0200
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0200
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0205
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0205
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0205
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0210
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0210
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0210
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0215
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0215
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0220
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0220
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0225
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0225
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0230
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0230
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0230
https://developer.apple.com/library/ios/#documentation/UserExperience/Conceptual/MobileHIG/Introduction/Introduction.html
https://developer.apple.com/library/ios/#documentation/UserExperience/Conceptual/MobileHIG/Introduction/Introduction.html
https://developer.apple.com/library/ios/#documentation/UserExperience/Conceptual/MobileHIG/Introduction/Introduction.html
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0240
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0240
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0245
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0245
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0245
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0250
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0250
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0255
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0255
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0260
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0260
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0265
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0265
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0270
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0275
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0275
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0275
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0275
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0280
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0280
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0285
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0285
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0290
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0290
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0295
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0295
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0300
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0300
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0305
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0305
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0305
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0310
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0310
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0315
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0315
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0320
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0325
http://refhub.elsevier.com/S2001-0370(16)30001-0/rf0325

	Developing a mobile application to better inform patients and enable effective consultation in implant dentistry
	1. Introduction
	1.1. Scientific background
	1.2. Rationale for the study
	1.3. Research objectives

	2. Design and development
	2.1. Application development methodology
	2.2. User and task analysis
	2.3. User interface design
	2.4. Implementation
	2.5. Final product

	3. Evaluation
	3.1. Participants

	4. Evaluation results
	4.1. Perceived ease. of use (PEU)
	4.2. Perceived usefulness (PU)
	4.3. Subjective responses

	5. Discussions
	6. Conclusion
	Appendix A
	References


