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Abstract: Few studies have reported on how customer value is co-created in healthcare service delivery,
and its effect on patients’ perceptions of wellbeing. It is important to examine physician-patient
interaction in the context of a healthcare sector characterized by complex, specialized services and
to determine how value is thereby co-created. This study’s purpose is to investigate the potential
impact of patient participation through physicians’ resource offering on patient experiential value
and wellbeing. Data was collected through a questionnaire survey of actual patients in South Korea,
whose responses were analyzed via structural equation using IBM SPSS Statistics for Windows, Version
22.0. IBM Corp.: Armonk, NY, USA. The results indicate that physicians provide significant affective
and cognitive resources to patients; in turn, patients are actively involved in the medical encounter
process. These co-creation activities lead to increases in patients’ experiential value and perceived
wellbeing. Patients’ play a major role in problem-solving, and service providers contribute resources
such as professional expertise and affective care. Healthcare service providers can refer to the service
process model proposed herein and aim to maximize patients’ roles and use of their resources for
patients’ wellbeing.

Keywords: customer value co-creation; physician’s resource offering; customer participation;
experience value; wellbeing; healthcare service

1. Introduction

Recent studies on transformative services, a topic gaining increasing attention from researchers,
focusses on healthcare services and recognizes the industry’s great potential to improve individuals’
wellbeing and welfare [1,2]. Customers in healthcare service have traditionally been viewed as passive
participants. Reflecting the expertise of physicians, they inevitably have less control over information
than physicians [3]. In recent years, however, healthcare services have emphasized that to successfully
recover from chronic diseases, patients must cooperatively interact with physicians and be actively
involved in service process [4–6]. It has also been reported that, in the course of discussing and
selecting an optimal treatment process, it is beneficial for the patient to actively inform the physician
of their condition and environment, and for the physician to effectively provide various resources to
improve the patient’s satisfaction [5–7]. In this study, we expand patient value co-creation and service
experience research by investigating the potential impact of patient participation through physicians’
resource offering to improve patient experiential value and wellbeing.

Healthcare services are complex and specialized, so it is important to closely examine the
interaction between patient and physician, and how customers’ value is thereby co-created [8].
Both service providers and customers rely heavily on the knowledge and resources provided by
the other [9,10]. Thus, the creation of value through the interaction between physician and patient is
essential in healthcare service management [11], and the wide range of interactions and collaborations
between physicians and patients is a major factor in complex and sophisticated service exchange
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situations such as in healthcare. For services based on expertise, such as in healthcare, service delivery
is a type of problem-solving process [12,13] that involves identifying the customer’s needs, defining
objectives, and determining how to achieve them [13]. At times, a service provider’s high expertise
causes a disparity between them and service users, who may face difficulty in clearly identifying
what they want [14]. In such cases, the user is entirely dependent on the expert to diagnose and
identify the problem [10]. Consequently, this imbalance can cause difficulties within service situations.
Accordingly, such aspects as the flexibility, responsiveness, reliability, and communication skills of
experts are important resources in providing such services [15,16].

According to previous studies, value co-creation consists of four major types; engagement and
collaboration for resource integration between companies and customers [5,17], dialogical interactions
that listen to the customer’s voice to identify their hidden needs and wants [18], the way the
firm-providers learn from customers by inducing customers’ valuation through messages, reviews
and references [19] and creative processes stemming from shared thinking, engaging conversations,
and shared issues [20]. Thus, integrating resources such as dialogical interactions, and shared thinking
are critical components for both of customers and service providers to enhance service experience.
Focusing on customers’ value co-creation in healthcare services, McColl-Kennedy et al. [5] and,
Sweeney et al. [6] argue that collaboration with medical teams through customer involvement in health
care enhances patients’ perceived wellbeing. This study, however, focused on out-of-clinic activities
(i.e., at home and community) rather than medical encounters. Recently, McColl-Kennedy et al. [21]
demonstrated that interactions with medical staff improve customers’ wellbeing through behavior
changes. However, these interactions measured social perspectives and did not evaluate the customer’s
experiential value, which is for the actual core service delivery process.

As such, this study addresses the following research questions: (1) how can physicians’ resource
offerings help patients participate in medical encounters? (2) how can patients’ participation influence
their experiential value, in turn, perceived wellbeing? This study contributes to extant literatures
in two aspects. This study suggests a research model which focuses on how physicians ‘resource
offering can help patients overcome their passivity in medical encounters and gain experiential value
and perceived wellbeing. This study also identifies the types of resource offering from physicians to
patients related to patients’ experiential values upon existing studies.

2. Theory and Hypotheses

2.1. Characteristics of Healthcare Service Encounters: Relationship between Physician and Patient

Healthcare service providers are not limited to physicians. The term encompasses a wide
array of individuals who interact directly with patients including physicians, nurses, other medical
professionals, counselors, therapists, and administrative staff. While each role contributes to team
efforts to provide healthcare services, patients spend more time with physicians than any other
team members in the decision-making process relating to their health. In a healthcare service
encounter, the physician and patient engage in a face-to-face relationship, and patients often meet
regularly with the same physician over time, frequently resulting in very intimate interactions [5].
However, even where a patient regularly sees the same doctor, the service outcome changes depending
on the patient; thus, a patient’s active participation is an essential factor in achieving a successful
service outcome [5]. Moreover, healthcare services are generally very complex and, depending on the
type and severity of the health condition, may be comprised of several stages [22]. Sometimes patients’
unrealistic or erroneous expectations raise a situation’s difficulty [23].

In this context, the extensive exchange of information and empathy deepens the relationship
between physician and patient. This leads to interactions between physicians and patient that affects
the latter’s evaluation of the service [24]. According to social cognitive theory, social factors experienced
during points of contact are essential to creating physician/patient relationships. These factors include
trust, interest, communication, and attention Research on healthcare service encounters has emphasized
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that physicians should provide appropriate emotional care in addition to care and treatment based on
their technical expertise [24]. Social cognitive theory also suggests that patient satisfaction depends on
how the patient interprets point-of-contact interactions [25,26], and this is key to virtually all services
provided [27]. Thus, the cooperative interactions between physician and patient in medical encounters,
in which they determine how to share and utilize resources, play a major role in creating value.

2.2. “Value in Use” in Healthcare Services

The concept of “value” has been widely discussed in service-related research. According to
La Rocca and Snehota [28], value is associated with devising and creating solutions throughout the
process of delivering products or services to customers. While most prior studies have focused on
value in terms of efficiency, recent research has increasingly advocated discussing value in terms
of not only economic utility but also customer experience [29]. It is also important for the service
provider to understand how the customer perceives the value they seek to gain from the service [30],
which ultimately increases the customer’s experiential value and perceived wellbeing [31,32].

Since value is created simultaneously by both the service provider and customer, the impact of the
information on situation or context shared by each party is significant [33,34]. This information
is related to service participants’ understanding of prior knowledge and future outcomes [28].
The success of service exchanges is determined by their participants, and all parties contribute to value
creation [35]. Consequently, the patient’s perceived value of service encounters results from contextual
perception, which is dependent on the situation and socially conceptualized [36,37].

On the other hand, the notion of customer value can be defined as a cost-based outcome [38],
and customers form value concepts by assessing the benefits to be gained from their efforts [39].
However, the customer’s perceived value is, in fact, largely determined by their experiences at service
contact points [40]. In other words, value is part of the service delivery process, and when considering
the many complex relationships between physicians and customers [41,42], value varies depending on
how the customer perceives the delivery process during individual service encounters [43]. Therefore,
how each customer interacts with their physician profoundly affects how they understand and
experience the mechanism and structure of the service process [44,45].

2.3. Resources from Physician to Patient

Grönroos and Voima [46] state that value is the most misleading concept in service marketing
and management. Defining how customer value is formed is among the most controversial topics
in the field [36]. Grönroos and Voima [10] propose that value creation in a service occurs solely
in the dynamic common domain between the service provider and customer. This area is largely
based on communication. In a simple healthcare service encounter, the patient may be exposed to
various physicians and affected by various factors such as the physicians’ knowledge and skills,
the patient’s own personal characteristics, and the situation [36]. Thus, similar to other service
industries, cooperative value is created through interactions within this common domain.

Examining what value means to the patient is identifying how to share and utilize resources
through interactions in service encounters [30,47]. Service-dominant logic is based on a common
mission between the service provider and customer, and the complex complementarities between
them [12]. Therefore, cooperative value creation between the physician and patient in healthcare
service encounters needs to be examined in terms of resource integration. Therefore, this study aims
to investigate how physicians’ resource offering impacts the patient-centered participation behavior
of physicians and patients at healthcare service contact points [47,48]. This relation will ultimately
demonstrate the collaborative value-creation process and the interactions between physicians and
patients in the common domain proposed by Grönroos and Voima [46].

Customers gain benefit from actively participating in the service process. The customers’ engagement
process for services is value co-creation, which works in a variety of forms; a function of interaction [19],
integration, relationship, participation and involvement [6,8]. Customer service experience results from
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value co-creation and is multi-dimensional; cognitive, social, physical, psychological and economical.
These can be largely divided into cognitive and affective dimensions [15,16]. On the other hand,
the resources that physician provide to patients in the service delivery process can be largely divided into
cognitive and emotional resources [4], and in the end, the value that patients experience is associated with
them (See Figure 1). Therefore, this study proposes that physicians’ resources offerings lead to customer
participation, and this value co-creation is given to the customer as a perceived value.
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2.4. Physician’s Resource Offering and Patient’s Participation

When the service provider actively converses, and interacts with the customer, the latter’s
perception of service value is positively influenced [12]. In addition, prior research indicates
that customer value can be co-created through key information sharing and efficient interactive
dialogue [49,50]. Physicians can only rely on information provided by patients with regard to such
factors as their needs, demands, and usage situation [13,14]. However, efficient conversations can be
particularly difficult, especially in the context of professional and complex services such as healthcare
because patients experience an information imbalance and uncertainty in relation to the physician [51].
The greater the information imbalance between service providers and customers, the more likely they
are to depend on each other for value creation [52].

Thus, the physician needs to provide a comfortable atmosphere and instill a sense of security in
the patient to encourage his/her active participation in the service process. Cooperative and empathic
communication between physicians and patients positively influences the patient’s participation in the
service decision-making process [9]. Service contact provides many means for engagement among
participants [12]. In healthcare services particularly, major affective resources such as empathy and
care can play decisive roles. Patients can participate more actively in the service process when they
feel their physician is empathic and genuinely interested [30,53]. Ultimately, the physician’s medical
practice should be interactive, connected to the patient, and based on emotional care; this, in turn,
affects the patient’s perceived value of the experience.

Hypothesis 1 (H1). The physician’s affective resource offering will have a positive impact on patient participation.

The service process also involves collaborative activities and resource integration involving all
participants in the exchange [54]. For healthcare services, the information a physician provides to
the patient is essential for joint decision making. When the physician provides a large amount of
information during the service encounter, the patient participates by also providing information,
thereby generating significant satisfaction from the interaction [55] that ultimately impact service
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outcomes. For professional services, the role of cognitive resources is significant; in healthcare,
these resources include the expertise and knowledge provided by the physician. This cognitive
resource-based exchange process helps patients develop confidence and trust in healthcare services
through a series of interactive exchanges among participants [56].

Another important determinant of the patient’s active participation in the service process is their
confidence in the physician. In healthcare services, a patient’s trust in a physician indicates that the
physician has a considerable level of expertise and skill, that the patient believes in and relies on the
physician’s judgment, and that they feel assured when receiving the service from the physician [57].
In other words, it indicates the patient’s expectations of the physician and confidence in him/her to
deliver. Thus, patient confidence and trust, based on the physician’s professional skills, knowledge,
and cognitive resources, affect the patient’s experience. Patients have previously been found more
likely to actively participate in healthcare services if they had confidence in their physician, developed
through cooperative interactions [58].

Value co-creation at contact points requires active participation from each participant [55],
particularly when making decisions about treatment methods during a healthcare service
interaction [59]. Healthcare services’ special purpose is to consider the treatment of diseases and
subsequently decide how to conduct the treatment, which should be a joint decision-making process.
In other words, the physician should provide enough information about the pros and cons of each
treatment method in a manner easy for the patient to understand; then, an optimal treatment plan
is decided with the patient according to their preference. This requires a high level of trust, and an
intimate relationship between the physician and the patient. In addition, the physician and patient
should provide each other with detailed information necessary for decision making. In recent years,
it has become necessary for patients to present their preferences and opinions in a very detailed and
intimate way [60]. That is, patient confidence and ideas should be discovered and integrated within
the service provider’s strategy [9,60,61]. Involving patients in joint decision making for treatment and
recovery methods is also a form of accountability.

Many studies have indicated that increased cooperative interactions between physicians and
patients increases the likelihood that patients will follow physician instructions and actively participate
in medical process [62–65]. Furthermore, when information is shared in a timely manner, the patient
can have confidence in the physician’s expertise and skills [66]. In other words, in the healthcare
service process, the information that physicians and patients share through collaborative interactions
can help the patient to actively participate in a medical service process, establishing the physician’s
professional skills.

Hypothesis 2 (H2). The physician’s cognitive resource offering will have a positive impact on patient participation.

2.5. Patient’s Experiential Value and Wellbeing

Previous research on customer experience has interpreted customer experience as their evaluation
of a service or product [67]. However, in value co-creation, customer experience is evaluated
through a variety of perspectives on value [10], and is deemed an evaluation of past or future
interactions [36]. Therefore, the nature of various interactions and contexts in value creation is a
key factor in understanding customer experience [31].

Additionally, service participants including both customers and service providers offer and accept
their respective resources with expectations regarding the output [31,47]. In other words, experiential
value is complex, subjective, and multi-faceted [68], while Holbrook [67] claims that value is relative
preference based on interaction. Essentially, value is the collection of all feelings, thoughts, expectations,
sensations, imaginations, and behaviors of the experiencing individual. Therefore, the level of customer
experience depends upon the degree of their participation in the service [68]. Further, it has been
suggested that customer participation affects perceived service quality and value creation, which in
turn affects service outcomes such as customer experience [69].



Sustainability 2018, 10, 2102 6 of 14

Customer experience is an affective/cognitive response to the service process [70]. At service
contact points, customer experience is particularly influenced by the quality of interaction between
the service provider and the customer. According to social cognitive theory, social information is
obtained through interaction; this is especially applicable to healthcare services due to the information
imbalance between the physician and patient, as well as the need for extensive human interactions [71],
whose importance is increased by patient stress [72]. Therefore, when the social factors a patient
expects are found in his/her interaction with the physician and resources are exchanged, the patient
will assess the interaction more favorably [72]. This does not seem to be influenced by the severity of
the patient’s illness or the degree of professionalism [73]. By participating more actively in the service
process, patients feel more comfortable and reduce stress through a satisfying contact experience [74],
leading to satisfactory outcomes such as referrals and further revisit intentions [8].

Healthcare services can improve a patient’s quality of life by increasing their life satisfaction,
happiness, and psychological wellbeing [2]. Customer participation in value co-creation signifies
devoting time and effort to the service process by sharing and suggesting information or participating
in the decision-making process [11,46]. Therefore, in the healthcare service industry, to successfully
treat chronic diseases such as cancer, individuals must cooperatively interact with physicians and
actively participate in the service process [6–8]. Furthermore, in the process of discussing and
choosing the optimal treatment, the patient should actively inform the physician of their condition and
environment [9]. In other words, patients can increase life satisfaction by actively participating in the
service process [7]. Therefore, it is further hypothesized that if the patient actively participates
in a medical encounter, his/her experiential value and wellbeing perception will also increase.
The proposed model is shown in Figure 2.

Hypothesis 3 (H3). The degree of patient participation will be positively related to the patient’s experiential value.

Hypothesis 4 (H4). The degree of patient participation will be positively related to the patient’s perceived wellbeing.

Hypothesis 5 (H5). The degree of the patient’s experiential value will be positively related to their perceived wellbeing.
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3. Research Method

3.1. Preliminary Study

In order to achieve research objectives, firstly this study undertook an exploratory approach as a
preliminary study before empirically testing the proposed model. The purpose of this preliminary
study is to reaffirm the proposed model through interviewing actual patients. Accordingly, eight
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healthcare customers who have visited hospitals in 6 months were interviewed. Respondents profiles
are as follows; Age: 20–50s, Sex: 5 females, 3 males, Clinic used: 4 orthopedics, 4 internal medicine.
Respondents were asked to recall and describe followings; (1) Situations where patient-physician
interaction affected their experience of the service (2) To elaborate on the reasons why that happened;
(3) How the incident affected their experience, and feelings. The abductive reasoning approach in
analyzing the data was used. Thematic analysis was used by ascribing meanings to the incidents and
categorizing these incidents [74].

As a result, the findings of the pre-study recognize that patients’ resource offering to patients can
be categorized mainly into cognitive and affective types. Further, the result identifies these cognitive
and affective value-creating activities that benefit each patient’s experience and feelings. The cognitive
and affective resource from physicians has offers details as follows.

[Affective resource from physicians to patients]

“The doctor were totally close to me. And if I have any special request, he tried to fulfill anything”

“The doctor was very nice and friendly. It was very nice that the physician recalled me, thus I did not
have to get annoyed and could relax”

Negative. “I visited the doctor at that time he was not engaging. The doctor didn’t talk into my eyes
and said in a very small voice. When I did not hear him well and asked him again, he responded
in annoyed”

[Cognitive resource from physicians to patients]

“The treatment was very efficient and professional. When I came back home, I don’t feel any doubt
and worry”

“The doctor gave me very concrete information of what’s going on, and it got rid of unnecessary guess
and doubt”

“He explained the need for additional tests and I could make decisions accordingly”

3.2. Method and Participants

This study selected patients who visited healthcare institutions to examine the cooperative value
creation process between patients and physicians in healthcare service encounters. We chose an
orthopedic hospital in a metropolitan area of South Korea, specializing mainly in treating chronic
diseases as the context of this study. The selected hospital has a multidisciplinary team comprised
of doctors, nurses, physiotherapists, occupational therapists, etc. In addition to focusing on physical
recovery, its treatment also aims include the patient’s psychological and social functioning after the
completion of acute care. There has been a recent increase in the number of cases of neurological,
circulatory, and musculoskeletal diseases; thus, the number of patients receiving rehabilitation is
also rising.

This study surveyed outpatients over 20 years of age who participated in healthcare service
encounters at the hospital. A self-survey technique was utilized for data collection. Unconscious
patients, patients with severe psychiatric symptoms (including dementia), and those unable to
communicate were excluded. The survey period was kept as short as possible to minimize the
influence of various uncontrollable exogenous variables. Patients meeting the pre-determined
participation criteria were informed of the study’s purpose and asked to provide their written consent
to participate. Those who did so were given a structured questionnaire, which they were asked to
complete themselves.

In total, 230 individuals were surveyed, 194 of whom returned, representing a valid response rate
was 77.6%. Based on the responses of these 194 patients, a sample descriptive analysis showed that
35.7% of the participants were female. In terms of age, 68.5% of respondents are in their 30–40s.
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3.3. Metrics

The detailed items were measured through higher-level concepts, such as physician resources
offering (cognitive and affective), patient participation, patient’s experience value, and patient’s
behavioral intention during the physician–patient interaction. All items were sourced from the existing
literature, especially empirical studies on healthcare service situations. The items were scored on a
seven-point Likert scale (1 = not at all, 7 = very much so). In addition, general characteristics such as
age, gender, and occupation were also surveyed.

First, the collaborative value creation process between the physician and patient was
conceptualized as the physician’s affective and cognitive resource offering and patient participation [48].
The physician’s affective resource provision measures three items, namely, whether the physician was
friendly, empathetic to their condition, and demonstrated an understanding of their specific needs.
Three items were measured to evaluate the physician’s cognitive resource provision: whether the
physician provided sufficient medical knowledge, explained a prescription or a treatment method,
and the degree to which the physician discussed his suggestions with patients [21,48].

The degree of patient participation was assessed using standards presented by Gallan et al. [68],
comprised of three measures: The patient actively shared information with their doctor, made
considerable effort to discuss their condition with their doctor, and worked hard to participate in
their care. The patient’s experiential value was measured by whether use of the hospital services
was comfortable, whether services were memorable, and whether their interaction with physicians
was positive [56]. Finally, the patient’s perceived wellbeing was measured by how they responded
to the following items: satisfaction with quality of life, happiness with quality of life, and sense of
wellbeing [75]. This measure drew on Sweeney et al.’s items [8] regarding healthcare services.

4. Results

4.1. Reliability and Validity of the Measured Variables

Confirmatory factor analysis was performed by applying a maximum likelihood estimation using
AMOS 20.0. The model structure’s fit index was χ2 = 102.337, df = 79, p < 0.04, CFI = 0.988, GFI = 0.934,
NFI = 0.948, RMSEA = 0.040. To verify the reliability and validity of the confirmatory factor analysis,
it was confirmed that standardized factor loadings were more than 0.7 and that the average variance
extracted (AVE) for each variable was 0.5 or more, based on Fornell and Lacker [76]. Composite
reliability (CR) exceeded the reference value by more than 0.6, confirming internal consistency [77].
These results are summarized in Table 1. In addition, each factor load was significant, and regarding
discriminant validity, it was confirmed that the AVE of the constructs was greater than the square of
the correlation coefficient of potential factors, as shown in Table 2.

Table 1. Confirmatory Factor Analysis Results.

Variable CFA Loading t-Value Cronbach’s α C.R. A.V.E.

Physician’s affective
resource offering

0.829
0.942 0.944 0.7850.940 17.075

0.921 16.586

Physician’s cognitive
resource offering

0.872
0.903 0.902 0.6650.755 10.317

0.852 13.942

Patient Participation
0.770

0.881 0.880 0.6050.785 10.837
0.850 11.628

Experiential Value
0.767

0.889 0.887 0.6670.864 11.417
0.656 8.840

Patient Wellbeing
0.745

0.892 0.892 0.6490.862 11.527
0.807 10.898
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Table 2. Discriminant Validity Assessment.

Constructs Mean SD 1 2 3 4 5

1. Physician’s affective resource offering 5.65 1.29 0.86
2. Physician’s cognitive resource offering 5.70 1.18 0.80 0.87

3. Patient Participation 5.66 1.31 0.42 0.46 0.89
4. Experiential Value 5.74 1.22 0.82 0.86 0.39 0.88
5. Patient Wellbeing 5.64 1.45 0.80 0.83 0.38 0.82 0.89

The number on the diagonal line is the square root of AVE, and the lower diagonal is the correlation coefficient.

4.2. Hypotheses Verification

For each hypothesis test, the following fitness scores were considered acceptable: χ2 = 112.029,
df = 83, RMSEA = 0.043, NFI = 0.943, CFI = 0.985, and GFI = 0.929. The results for each hypothesis
are summarized in Table 3, and the main findings are as follows. First, both physician’s affective and
cognitive resource offering to patients have a positive effect on patient participation. For Hypothesis
1, the standardized coefficient value is 0.263 and the t value is 2.267, significant at the level p < 0.001.
For Hypothesis 2, the standardized coefficient value is 0.508 and the t-value is 4.104, significant at
p < 0.05. This confirms that affective and cognitive resource from physicians are positively related to
patient participation. Patients were more likely to actively participate in the decision-making process
and follow-up steps suggested by the physician such as treatment methods when they judged that the
physician was adequately providing cognitive or affective resources.

The second main finding is that patient participation had a positive effect on the patient’s
experiential value (standardized coefficient = 0.661, t-value = 7.315). Patient participation also had
a significant positive effect on the patient’s perceived wellbeing (standardized coefficient = 0.261,
t-value = 2.869). In other words, the more actively patients participate in healthcare service encounters,
the greater their perceived enjoyment of and satisfaction with the service. In addition, this has a
positive effect on the patient’s perceived wellbeing with regard to satisfaction with and pleasant
feelings about one’s life (standardized coefficient = 0.633, t-value = 6.022).

Table 3. Hypotheses Test Results.

Hypothesis From → To Standardized
Coefficient t-Value

Hypothesis 1 physician’s affective resource offering → patient participation 0.263 2.267 ***
Hypothesis 2 physician’s cognitive resource offering → patient participation 0.508 4.104 *
Hypothesis 3 patient participation → patient experience value 0.661 7.315 ***
Hypothesis 4 patient participation → patient wellbeing 0.261 2.869 *
Hypothesis 5 patient experience value → patient wellbeing 0.633 6.022 ***

* p < 0.05, *** p < 0.001.

5. Discussion and Conclusions

5.1. Summary and Implications

While the healthcare service industry recognizes the importance of customer participation [11,12],
there is a lack of empirical evidence about the cooperative value creation process. The value
experienced by customers during service depends on the exchange and integration of various resources
from each participant in the service process. Each participant actively participates in the service process
and promotes value creation by sharing and integrating their affective and cognitive resources. As a
result, this study contributes to value co-creation, service experience and transformative service
research by providing the following important implications.

Considering that providers of specialized services such as healthcare mainly lead the service
delivery process due to their expertise and experience [14], this study divides physician resources into
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affective and cognitive resources, and demonstrates that their provision are prerequisite for the value
creation process. Patients play a major role in the problem-solving process: patients can participate in
this process by providing clear information on their expectations and situations to complement their
service provider’s resources such as accumulated expertise and professional capabilities. Furthermore,
patient’s experiential values increase when they are actively involved in the process of creating value
propositions for problem solving. In healthcare, experiential value is just as important as the treatment
outcomes, which are difficult for patients to accurately assess [57]. Experiential value is also meaningful
because it has been shown to increase the patient’s subjective well-being. In healthcare, these value
components embody various solutions that increase patients’ quality of life.

In this way, patients also play the role of resource integrators [33] in value co-creation; the extent
to which they play this role is important [54]. Decision making on treatment and recovery methods,
especially in healthcare services, is a key factor in patient-centered care [9]. Adherence to physician’s
instruction signifies that the patient has agreed to the burden of the disease and the effectiveness of
the treatment in view of the severity of the illness [78]. Patients are, at times, uncertain about these
complex criteria, and may not follow the physician’s instructions [78].

Finally, it can be expected that providing a full resource of medical staff will result in dyadic
value co-creation between patients and physicians. Qualitative interviews in this study confirmed
that the resource offerings of medical staff were largely divided into two types, affective and
cognitive, which affected patients’ experience and feeling. Experience and feelings are fairly subjective,
which ultimately affects the value co-creation activities of the participants [36]. Therefore, the provision
of emotional and cognitive resources of the medical staff affects patient participation, and this dyadic
value co-creation will affect the patient’s subjective feelings and experience.

From a practical perspective, this study provides suggestions to healthcare service providers
in the design and management of cooperative medical services. Healthcare service providers can
refer to the service process model proposed herein and aim to maximize patients’ roles and use of
resources in problem solving. First, this study indicates that healthcare service encounters require
such factors as collaborative resource integration, interaction, and active participation to achieve
successful problem solving. Therefore, understanding the physician–patient interaction based on
resource offering is an essential factor in identifying the optimal value for the patient. Thus, it is
important to provide adequate and appropriate dialogue to enable collaboration, clarify what is not
well understood, and consider whether an unexpected solution has been provided. There should be
plenty of opportunities to clarify expectations and assumptions, to avoid conflicting values between
physicians and patients.

Second, the results emphasize the importance of clarifying the use value in services, such as
healthcare, that require professional skills and knowledge. It is important to fully engage the
customer’s hidden resources and to make the customer more active in the service process. This requires
physicians to provide a variety of affective and cognitive resources such as concise and detailed medical
information, and guidance on treatment or healing methods tailored to match the patient’s level of
understanding and confidence through affective care. These efforts are especially important when
providing healthcare service because patients lack sufficient expertise to predict outcomes. It is not
enough for physicians to merely explain their expertise, medical skills, etc.; rather, they must be aware
of the need for cooperative interaction. Without this interaction, patients may experience low levels of
use value, leading to dissatisfaction.

Designing the medical service environment requires improving the experience by considering
these value-creating activities. In other words, it is necessary to improve the physical environment
so that patients can contribute to the process alongside medical staff. Hence, service personnel and
physical environment designers should keep in mind the importance of and opportunities to make
these environmental improvements. Finally, it is necessary to inform and educate patients and their
families and caregivers about the importance of voluntary value-creating activities. Medical staff
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should encourage patients to interact with other service participants to maintain good habits and
positive attitudes.

5.2. Limitations and Future Directions

This study is limited as it only conducted research in one South Korean hospital. While this
approach is advantageous in minimizing differences in the nature and severity of patients’ diseases,
the results cannot be generalized without applying the same method to participants in other situations.
In addition, this study measured the degree of customer participation in a unidimensional measure,
whereas some studies have segmented this construct. Therefore, further studies may consider
segmenting the concept of customer participation into sub-dimensions to expand the research
context. Furthermore, to increase the possibility of generalizing the results, it is necessary to conduct
experimental research rather than only collecting survey data. Whereas the survey method depends
on respondents’ memories, an experiment would allow customer responses to be examined by
manipulating the degree of the physician’s resource provision.

Lastly, in relation to measurement items, this study measured the patient experience as a
uni-dimension. As noted earlier in the theoretical framework, patient experience can be subdivided
into various dimensions. Thus, further studies will provide a more specific view of the relationship
among patient participant, patient experience, and patient well-being by measuring patient experiences
with sub-dimensions.
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