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Abstract: Using service-dominant logic as a theoretical lens, this study investigated the co-production
of healthcare service and service value co-creation between nurses and patients. The main objective
of this study was to: (1) examine the effect of patient participation on patient satisfaction and nurses’
attitudes and behaviors; (2) examine boundary conditions of the effect of patient participation on
patients and nurses. We proposed that patient participation positively impacted patient satisfaction
and nurse job satisfaction, work engagement, and helping behaviors. We further proposed that first
inpatient stay and length of stay moderated the effect of patient participation on patient satisfaction,
and nurses’ sociodemographic characteristics moderated the effect of patient participation on nurse
job satisfaction, work engagement, and helping behaviors. Using survey data from 282 nurses and
522 inpatients from a public hospital in China, we found that the effect of patient participation on
patient satisfaction was contingent upon first inpatient stay and length of stay. We also found that
patient participation improved nurse job satisfaction, work engagement, and helping behaviors.
Furthermore, nurses’ sociodemographic characteristics, namely age and organizational tenure,
moderated the effect of patient participation on nurse job satisfaction, but not on work engagement
and helping behaviors. Theoretical and practical implications of our findings were discussed.

Keywords: patient participation; patient satisfaction; nurse-patient relationship; job satisfaction;
work engagement; helping behaviors

1. Introduction

Patient participation in healthcare has received increasing attention in both practice and academia.
The Department of Health has announced that involving patients and citizens in healthcare service is
a central theme of national and local policy in the National Health Service [1]. Patient participation
was one of the World Health Organization’s (WHO) calls to action in 2013. The WHO encourages
national health systems to engage participants in hand hygiene and patient safety improvements, and
the organization has developed guidelines and programs to assist with implementation [2]. China is
undergoing a reform process that transitions its health care delivery system toward a people-centered,
high quality, and integrated one [3]. A people-centered integrated care service delivery system is
proposed, aiming at improving healthcare services, enhancing quality of care and reducing costs [3–5].
One of the key strategic directions of this system is to engage patients to make better decisions
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about their health. In academia, researchers have demonstrated that patient participation plays a
non-negligible role in enhancing healthcare service, including the nurse–patient relationship, shared
decision making, chronic disease treatment, and a redesign of healthcare systems [6–11].

Involving patients in healthcare is universally rewarding for patients, communities, healthcare
professionals, and healthcare delivery systems [1]. Past research has widely shown the positive
influence of patient participation on patients, most notably on patient satisfaction, patient safety, quality
of healthcare, patient psychological well-being, and clinical outcomes [7,12–15]. Research on the impact
of patient participation on healthcare professionals has been much less. The Department of Health
points out that involving patients in treatment and healthcare service delivery can bring various benefits
to healthcare professionals, for example, enhancing their understanding of patients’ health problems,
better management of the consultation process, helping them gain patients’ trust, and enabling them to
deliver desired healthcare services [1]. Similarly, in a policy report, the Chinese government together
with the World Bank Group and the WHO, proposes that a people-centered healthcare system with
engaged patients may benefit health professionals and result in improved job satisfaction, reduced
burnout and role enhancement [3]. Although the potential benefits of involving patients on healthcare
professionals are intriguing, it has not been subject to rigorous empirical examination, especially with
a Chinese sample. Against this backdrop, this study sought to examine how patient participation
benefits healthcare professionals, above and beyond its impact on patients with a Chinese sample.

Using the service-dominant logic framework in service marketing research as a theoretical basis,
the current study delineates a co-production dual process model of healthcare service between nurses
and patients [14,16]. We consider nurses as the main healthcare service providers in this study for the
following reasons. First, we are interested in studying inpatient healthcare service delivery, in this
context, nurses are the main health professionals that interact with patients. Second, nurses engage in
frequent interactions with patients during inpatient care, predominantly on a daily basis, and hence
providing patients with ample opportunities to participate in a service co-production process. Third,
a large body of research on patient participation considers nurses as the service providers and patients
as the service recipients, for example, [6,17–19].

In our co-production dual process model, we propose that patient participation in healthcare
makes nurses and patients co-producers of healthcare service, and the value of this co-production
benefits both nurses and patients. The objective of this research is threefold. First, beyond examining
the direct effect of patient participation on patient satisfaction, we investigate patient participation from
the nurses’ perspective and how it impacts nurses’ attitudes and behaviors, including job satisfaction,
work engagement, and helping behaviors. Second, because extant empirical research has shown that
patient participation does not necessarily lead to increased patient satisfaction or improved treatment
outcomes, we examine hospital stay factors, such as first time of inpatient stay and length of inpatient
stay, as boundary conditions of the effect of patient participation [20–22]. Investigating hospital stay
factors is important because they are alterable to allow service providers, managers, and policy makers
to intervene and make improvements [23]. Third, we argue that the effect of patient participation on
nurses’ attitudes and behaviors may be contingent upon nurses’ sociodemographic characteristics, such
as age, sex, education, and organizational tenure. Therefore, we are interested in examining nurses’
sociodemographic characteristics as boundary conditions for the effect of patient participation on
nurses’ job satisfaction, work engagement, and helping behaviors. The rest of this paper is organized
as follows: we first elaborate on the theoretical underpinning of co-production and value co-creation
in healthcare services, and introduce a series of theoretical hypotheses. We then present the method
and results of the current research. Finally, we discuss the theoretical and practical implications of
our findings.
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2. Theory and Hypothesis Development

Patient Participation, Co-Production, and Value Co-Creation in Healthcare

Brownlea defined participation as “getting involved or being allowed to become involved in a
decision-making process or the delivery of a service or the evaluation of a service, or even simply
to become one of a number of people consulted on an issue or a matter” ([24], p. 605). Along this
line of thought, we view patient participation as the collaboration between nurses and patients in
various forms during the process of healthcare service delivery. Following Chan et al., we define
patient participation as a behavioral construct that measures the extent to which patients provide/share
information, make suggestions, and become involved in healthcare [25]. In the service marketing
literature, Vargo and Lusch proposed the service-dominant logic (SDL) framework, which emphasizes
the crucial roles of both service providers and customers [16]. Besides being recipients of service,
customers are viewed as co-creators of service, according to SDL. Co-production between service
providers and customers happen through customer participation in the service delivery process [16,26].
In the healthcare setting, previously, the relationship between the patients and nurses follows a
“paternalist” model where nurses offered the service and patients played minimal and passive roles [7].
Involving patients in healthcare makes the patients’ role different than it once was [27,28]. Patients no
longer passively receive healthcare service; instead, they provide information for diagnosis, express
concerns, ask questions, describe symptoms, participate in decision making together with nurses or
doctors, and evaluate the service they receive [14]. These behaviors trigger service co-production
between patients and nurses wherein both nurses and patients are actively involved in the process.
As a result, both are potentially affected by the co-production. For patients, the value of co-production
is manifested in improved treatment management, better health outcomes, increased patient safety,
improved satisfaction, and so forth [7,20]. For nurses, patient participation offers valuable input for
diagnosis and treatment, helps nurses adjust their behaviors to improve care quality, and potentially
helps improve the healthcare system. In this way, the co-production between patients and nurses brings
benefits for nurses above and beyond those for patients. To gain a clearer and deeper understanding of
the influence process of patient participation, we investigate patient participation from the perspectives
of both patients and nurses. We simultaneously examine the effect of patient participation on patient
satisfaction and nurses’ job satisfaction, work engagement, and helping behaviors towards patients.
Numerous studies have considered prior hospitalization and length of stay as important factors in
inpatient healthcare [23,29,30]. For example, Thi and colleagues find that patients with longer stay
are less satisfied and are less likely to recommend the hospital to others [23]. Soufi and colleagues
find that patients with more than two prior hospitalization are more satisfied than those with no
prior hospitalization or less than two prior hospitalization [30]. Following prior research, we consider
first time of inpatient stay and length of inpatient stay as boundary conditions of the effect of patient
participation on patient satisfaction. We focus on hospitalization factors because they can provide
important information for managers and policy makers to make effective interventions accordingly.
Furthermore, besides examining the direct effect of patient satisfaction on nurse job satisfaction, work
engagement, and helping behaviors, we contend that the benefits of patient satisfaction on nurses
may vary according to nurses’ sociodemographic characteristics, such as age, sex, education level, and
organizational tenure. We will thus examine these sociodemographic factors as boundary conditions
for the effect of patient participation on nurses. Taking into account the above arguments, we present
our hypotheses below:

Hypothesis 1. Patient participation is positively related to patient satisfaction.

Hypothesis 2. (a) First inpatient stay and (b) length of stay moderate the effect of patient participation on
patient satisfaction.
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Hypothesis 3. Patient participation is positively related to nurse (a) job satisfaction, (b) work engagement, and
(c) helping behaviors.

Hypothesis 4. Nurses’ sociodemographic characteristics, including age, sex, education, and organizational
tenure moderate the effect of patient participation on nurse (a) job satisfaction, (b) work engagement, and
(c) helping behaviors.

3. Method

3.1. Sample

We collected data from a public hospital in north China using a survey. Public hospitals accounted
for almost half of the total number of hospitals in China. Public hospitals were the first choice for most
people for seeing a doctor and receiving hospitalization and medical treatment. The public hospital
in this study was a general hospital including various departments, such as respiratory, cardiology,
otolaryngology, etc. Each department had their wards for inpatient care where nurses and patients
had frequent interactions. We first obtained permission from the nursing department head before
we started collecting data from nurses. The research protocol was approved by the University of
Lausanne (Project No.: #71127-3660210). All nurses at the facility were invited to participate in this
study. The researcher distributed paper-and-pencil questionnaires to the nurses, and requested the
participants to complete the questionnaires during work shifts onsite. The nurses were requested to
return the questionnaires in sealed envelopes after completion, and completed questionnaires should
be returned to the nurse stations. After distributing the questionnaires, the researcher emphasized to
the participants that they should complete the questionnaires on their own and should not discuss
their responses with their colleagues. One week after the questionnaires were distributed, we received
292 completed questionnaires. The total number of nurses in the hospital was 400, and hence the
response rate was 73%. The mean age of the nurse respondents was 29.18 years (standard deviation =

8.34). Female nurses accounted for 97.6% of all the participants. The average organizational tenure
was 82.61 months (standard deviation = 78.95). More than 41.09% of the respondents had an education
level higher than college.

In our sample, we noted that a small portion of the nurse participants had education level below
high school (n = 10), which we considered to be invalid responses, because normally nurses were
required to obtain high school degree. Due to this reason, we deleted nurses whose education was
lower than high school for hypothesis testing. The final sample size was 282. Table 1 presents the
characteristics of the nurse sample.

We collected patient data two weeks after we collected the nurse data. Because we wanted to target
on inpatients, we walked into inpatient wards to invited patients to participate onsite. After patients
expressed their willingness to join in our survey, we confirmed their inpatient status again. Due to
low patient literacy levels, most of the time, the researchers read the questionnaire questions to the
participants and circled the answers on their behalf. Patient data collection lasted for one week. A total
of 522 patients participated in the survey. The mean age of the patient respondents was 52.39 years
(standard deviation = 16.89). Females accounted for 53.45% of all patient participants, and 68.95% of
the patients had prior hospitalization experience. The average length of current inpatient stay was
9.29 days (standard deviation = 8.41). Table 2 presents the characteristics of the patient sample.

3.2. Measure Operationalization

We adopted existing measures for all the variables in this study and slightly adjusted the items to
reflect the hospital context. The original questionnaire was prepared in English and then translated
into Chinese using standard back translation for distribution in China [31].
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Table 1. Sociodemographic characteristics of the nurse sample.

Characteristics Range/Category Frequency Percentage

Age <25 127 44.56
25–35 80 28.07
36–45 19 6.65
46–55 18 6.3
>55 1 0.35

Sex Female 275 97.52
Male 7 2.48

Education High school 12 4.26
Technical degree 150 53.19

Bachelor 111 39.36
Master or above 9 3.19

Organizational tenure <12 months 31 11.27
12–36 months 69 25.08
37–60 months 58 21.08
61–120 months 56 20.33

121–150 months 7 2.52
151–240 months 38 13.81

>240 months 17 6.16

Note: n = 282, due to missing values, sample size varies for each characteristic.

Table 2. Sociodemographic characteristics of the patient sample.

Characteristics Range/Category Frequency Percentage

Age <30 55 10.93
31–40 85 16.87
41–50 112 22.23
51–60 95 18.85
61–70 69 13.7
71–80 58 11.52
81–90 29 5.77
>90 1 0.20

Sex Female 279 53.45
Male 243 46.55

Education Below high school 140 27.29
High school 133 25.93

Technical degree 118 23.00
Bachelor 97 18.91

Master or above 24 4.68

First inpatient stay No 342 68.95
Yes 154 31.05

Length of stay <3 days 111 24.94
3–7 days 133 29.88

8–14 days 98 22.02
15–21 days 46 10.34
22–28 days 25 5.62
>28 days 32 7.19

Note: n = 522, due to missing values, sample size varies for each characteristic.

3.2.1. Patient Questionnaire

Patient participation. Patient participation was measured with a five-item scale developed by Chan,
Yim, and Lam (2010) [25]. A sample item included, “I put a lot of effort into expressing my personal
needs to the nurses during the health care service process.” Patients rated patient participation on a
5-point Likert scale ranging from 1, “strongly disagree” to 5, “strongly agree”.

Patient satisfaction. Patient satisfaction was measured with a two-item scale, including “Overall, I
am satisfied with the service provided by this hospital” and “I am satisfied with my experience in
this hospital”. Patients rated patient satisfaction on a 5-point Likert scale ranging from 1, “strongly
disagree” to 5, “strongly agree”.
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First inpatient stay. This variable was measured by asking patients one question: “Is this your first
inpatient stay?” Patients answered by choosing either “yes” or “no”.

Length of stay. This variable was measured with one item: “How long will you stay in the hospital
this time?” Patients answered by choosing from among “Less than three days”, “three to seven days”,
“one to two weeks”, “two to three weeks”, “three weeks to one month”, “more than one month”.

Control variables. We controlled for patients’ age, sex, and education. Sex was measured with a
dummy variable, where 1 represented male and 0 represented female. Patients chose their education
level from among “Below high school”, “High school”, “Technical degree”, “Bachelor” and “Master
or above”. We also included patients’ contact frequency with nurses as a control variable. Contact
frequency was measured by asking patients, “On average, how many times do you interact with the
nurses per day?” Patients chose their answers from among “less than 2 times”, “3–5 times”, “6–10 times”
and “more than 10 times”.

3.2.2. Nurse Questionnaire

Patient participation. Patient participation was measured with the same scale used in the patient
questionnaire, but with wording adjusted for nurses. A sample item included, “Patients put a lot of
effort into expressing their personal needs to me during the healthcare service process”. Nurses rated
patient participation on a 5-point Likert scale ranging from 1, “strongly disagree” to 5, “strongly agree”.

Job satisfaction. Job satisfaction was measured with a four-item scale that measured nurses’
satisfaction with their promotion, salary, bonus, and overall satisfaction. Sample items included
“Overall, are you satisfied with your current job?” and “Are you satisfied with the opportunities for
promotion in this hospital?” Nurses rated job satisfaction on a 5-point Likert scale ranging from 1,
“to a small extent” to 5, “to a great extent”.

Work engagement. Work engagement was measured with the Utrecht Work Engagement
Scale (UWES) developed by Schaufeli et al. [32]. Sample items included “When I get up in the
morning, I feel like going to work”, “I am enthusiastic about my work” and “Time flies when I
am working”. Respondents rated their work engagement on a 5-point Likert scale ranging from 1,
“never” to 5, “always”.

Helping behaviors. Helping behaviors were measured with a 5-item scale used in Schneider
et al. [33]. A sample item included, “I frequently go out of my way to help a patient”. Nurses rated
helping behaviors on a 5-point Likert scale ranging from 1, “strongly disagree” to 5, “strongly agree”.

Sociodemographic characteristics. We used age, sex, education, and organizational tenure to
measure nurse’ sociodemographic characteristics. Sex was measured with a dummy variable whereas
1 represented male and 0 represented female. Nurses chose their education level among “Below high
school”, “High school”, “Technical degree”, “Bachelor”, “Master or above”. Organizational tenure
was measured by asking “How long have you worked in this hospital?” Organizational tenure was
measured in months.

Control variables. We included the average number of patients a nurse contacted per day as
the control variable, because this variable reflected the nurses’ workload and might impact nurses’
job satisfaction, work engagement, and helping behaviors. This construct was measured using the
question, “On average, how many patients do you interact with every day?”

4. Results

4.1. Descriptive Statistics

Table 3 presents the means, standard deviations, and the correlations among the variables. Internal
consistency reliabilities were examined with Cronbach’s alpha, which are shown on the diagonal.
As shown in Table 3, all the measures had Cronbach’s alpha equaling or greater than 0.70, the threshold
for acceptable internal consistency [34].
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Table 3. Means, standard deviations, correlations, and internal consistency reliability.

Variables Mean S.D. 1 2 3 4 5 6 7 8 9

Nurses

1. Job satisfaction 2.89 0.76 0.85
2. Work engagement 3.31 0.68 0.41 *** 0.93
3. Helping behaviors 3.68 0.73 0.23 *** 0.29 *** 0.87
4. Patient participation 3.43 0.64 0.23 *** 0.28 *** 0.22 *** 0.82
5. No. of patients contact 24.29 15.41 −0.07 0.02 −0.01 0.09 -
6. Organizational tenure 83.82 79.10 −0.06 0.02 −0.14 ** −0.15 ** 0.22 *** -
7. Age 29.35 8.35 −0.03 0.03 −0.14 ** −0.08 0.18 ** 0.85 *** -
8. Sex 0.02 0.15 0.15 * 0.15 * 0.06 0.11 † −0.05 −0.07 −0.03 -
9. Education 3.41 0.63 −0.00 0.02 −0.10 0.03 0.08 0.11 † 0.07 −0.03 -

Patients

1. Patient satisfaction 3.95 0.64 0.70
2. Patient participation 3.53 0.42 0.12 ** 0.93
3. First inpatient stay 0.32 0.51 −0.05 −0.07 -
4. Length of stay 9.52 8.45 0.06 −0.04 0.01 -
5. Contact frequency 6.54 3.55 0.20 *** −0.09 † 0.09 † 0.45 *** -
6. Age 52.24 16.87 −0.03 −0.11 * −0.20 *** 0.13 * 0.08 -
7. Sex 0.48 0.52 0.04 0.09 * 0.13 ** −0.03 0.02 0.03 -
8. Education 2.47 1.21 0.10 * 0.16 *** −0.08 † −0.08 † −0.11 * −0.38 *** 0.07 -

Note: Number of nurses = 282, number of patients = 522; Cronbach’s alphas are presented on the diagonal; † p < 0.10,
* p < 0.05, ** p < 0.01, *** p < 0.001. S.D.: Standard deviation.

4.2. Measurement Model

We conducted a confirmatory factor analysis (CFA) to assess the measurement model for patients
and nurses separately. CFA was performed with Stata 14.0 (StataCorp, College Station, TX, USA) with
maximum likelihood as the estimation method. For patients, we specified two factors, namely patient
participation and patient satisfaction. We constrained the items to load on their corresponding factors,
and the two factors were allowed to correlate with each other. Model fit indices indicated that our
model fitted the data well: χ2 (9) = 27.59, p < 0.05; Root Mean Square Error of Approximation (RMSEA)
= 0.06; Confirmatory Fit Index (CFI) = 0.99; Tucker–Lewis Index (TLI) = 0.99; Standardized Root Mean
Square Residual (SRMR) = 0.03. All factor loadings were significant.

For nurses, we specified four factors, namely patient participation, job satisfaction, work
engagement, and helping behaviors. We constrained the items to load on their corresponding
factors, and the four factors were allowed to correlate with one another. We had satisfactory model fit
indices: χ2 (551) = 1666.60, p < 0.001; RMSEA = 0.09; CFI = 0.82; TLI = 0.80; SRMR = 0.08. All factor
loadings were significant. The high factor loadings and the good model fit statistics for both patient
data and nurse data indicated satisfactory validity of our measures.

4.3. Hypothesis Testing

We tested our hypotheses using hierarchical multiple regressions with Stata 14.0. Hierarchical
multiple regression allowed us to determine the variance independent variables and interaction
terms contributed to the outcomes variables, respectively. We entered the independent variables and
interaction terms in separate steps. Hypothesis 1 proposed that patient participation was positively
related to patient satisfaction. Model 1 in Table 4 shows that patient participation was not significantly
related to patient satisfaction (b = 0.09, p > 0.05). Therefore, Hypothesis 1 was not supported.

Hypothesis 2 proposed that first inpatient stay and length of stay moderated the effect of patient
participation on patient satisfaction. As shown in Model 2 in Table 4, there was a marginal significant
interaction between patient participation and first inpatient stay (b = −0.70, p < 0.10). To examine the
simple effect, we tested the effect of patient participation on patient satisfaction separately for those
who stayed for the first time (first inpatient stay = 1) and not for the first time (first inpatient stay = 0).

As shown in Figure 1, for first-time inpatients, increasing patient participation resulted in decreased
patient satisfaction (r = −0.75, p < 0.10); for non-first-time inpatients, increasing patient participation
did not significantly affect patient satisfaction (r = −0.05, p > 0.05). Table 4 also shows that there was
significant interaction between patient participation and length of stay (b = 0.05, p < 0.05). To examine



Int. J. Environ. Res. Public Health 2019, 16, 1344 8 of 16

the simple effect, we used one standard deviation above and below the mean to denote high and low
levels of length of stay and patient participation.

Table 4. Effect and boundary conditions of patient participation on patient satisfaction.

Variables Model 1 Model 2

Patient participation 0.09 (0.10) −0.05 (0.15)
First inpatient stay 2.37 (1.30) †

Length of stay −0.17 (0.07) *
Patient participation × First inpatient stay −0.70 (0.38) †

Patient participation × Length of stay 0.05 (0.02) *
Contact frequency 0.04 (0.01) *** 0.05 (0.01) *

Age 0.00 (0.00) 0.00 (0.00)
Sex −0.01 (0.07) −0.03 (0.07)

Below high school −0.36 (0.19) † −0.45 (0.20)
High school −0.24 (0.19) −0.34 (0.20)

Technical degree −0.20 (0.20) −0.29 (0.20)
Bachelor −0.14 (0.19) −0.25 (0.20)
R square 0.06 0.09

F test 2.55 ** 2.46 **

Note: n = 522; † p < 0.10, * p < 0.05, ** p < 0.01, *** p < 0.001.
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Figure 1. Simple slopes for the interaction between patient participation and first inpatient stay on
patient satisfaction.

Figure 2 shows that for those who stayed for a longer period, patient participation was significantly
positively related to patient satisfaction (r = 0.82, p < 0.01); for those who stayed for a shorter period,
patient participation was not significantly related to patient satisfaction (r = −0.00, p > 0.05). Therefore,
Hypothesis 2a and Hypothesis 2b were supported.

Hypothesis 3 proposed that patient participation was positively related to nurse job satisfaction,
work engagement, and helping behaviors. Results are shown in Tables 5–7. Model 1 in Table 5 shows
that patient participation was significantly related to job satisfaction (b = 0.25, p < 0.001). Model 1
in Table 6 shows that patient participation was significantly related to work engagement (b = 0.30,
p < 0.001). Model 1 in Table 7 shows that patient participation was significantly related to helping
behaviors (b = 0.22, p < 0.001). Therefore, Hypothesis 3 was supported.
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Table 5. Interaction between patient participation and nurse sociodemographic on job satisfaction.

Variables Model 1 Model 2 Model 3 Model 4

Patient participation 0.25 (0.07) *** 0.76 (0.24) ** 0.26 (0.10) * 0.40 (0.10) ***
Age 0.00 (0.01) 0.07 (0.03) * 0.00 (0.01) 0.00 (0.01)
Sex 0.63 (0.29) * 0.61 (0.29) * 0.62 (0.29) * 0.60 (0.29) *

High school −0.08 (0.34) −0.05 (0.24) 0.32 (1.54) −0.00 (0.10)
Technical degree −0.01 (0.26) −0.00 (0.10) −0.12 (0.51) −0.01 (0.26)

Bachelor −0.01 (0.26) −0.01 (0.26) 1.56 (1.59) −0.83 (0.35)
Tenure 0.00 (0.00) −0.00 (0.00) 0.00 (0.00) 0.01 (0.00) *

No. of patients contact −0.01 (0.00) † −0.01 (0.00) * −0.01 (0.00) † −0.01 (0.00) *
Patient participation × Age −0.02 (0.01) *

Patient participation × High school −0.11 (0.43)
Patient participation × Technical degree 0.03 (0.15)

Patient participation × Bachelor −0.43 (0.43)
Patient participation × Tenure −0.00 (0.00) *

R square 0.08 0.10 0.09 0.10
F test 2.86 ** 3.13 ** 2.17 * 3.06 ***

Note: n = 269; † p < 0.10, * p < 0.05, ** p < 0.01, *** p < 0.001.

Table 6. Interaction between patient participation and nurse sociodemographic on work engagement.

Variables Model 1 Model 2 Model 3 Model 4

Patient participation 0.30 (0.06) *** 0.47 (0.21) * 0.30 (0.09) *** 0.37 (0.09) ***
Age −0.00 (0.01) 0.02 (0.03) −0.00 (0.01) −0.00 (0.01)
Sex 0.58 (0.28) * 0.58 (0.28) * 0.58 (0.28) * 0.57 (0.27) *

High school −0.16 (0.21) −0.15 (0.21) 0.48 (1.37) −0.14 (0.21)
Technical degree −0.01 (0.21) −0.01 (0.09) −0.13 (0.46) −0.01 (0.09)

Bachelor −0.09 (0.23) −0.08 (0.23) 0.70 (1.42) −0.10 (0.23)
Tenure 0.00 (0.00) 0.00 (0.00) 0.00 (0.00) 0.01 (0.00)

No. of patients contact −0.00 (0.00) −0.00 (0.00) −0.00 (0.00) −0.00 (0.00)
Patient participation × Age −0.01 (0.01)

Patient participation × High school −0.18 (0.39)
Patient participation × Technical degree 0.04 (0.13)

Patient participation × Bachelor −0.22 (0.39)
Patient participation × Tenure −0.00 (0.00)

R square 0.10 0.10 0.10 0.11
F test 3.61 *** 3.29 *** 2.67 ** 3.39 ***

Note: n = 268; p < 0.10, * p < 0.05, ** p < 0.01, *** p < 0.001.
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Hypothesis 4 proposed that nurses’ sociodemographic characteristics, including age, sex, education
and organizational tenure, moderated the effect of patient participation on nurse job satisfaction, work
engagement, and helping behaviors. Because our male nurse sample was too small (n = 7), we did not
test sex as a moderator for the effect of patient participation on nurse outcomes. Model 2 in Table 5
shows that there was a significant interaction between patient participation and age on job satisfaction
(b = −0.02, p < 0.05). To examine the simple effects, we used one standard deviation above and below
the mean to denote high and low levels of age and patient participation, respectively. Figure 3 shows
that for younger nurses, patient participation was significantly positively related to job satisfaction
(r = 0.40, p < 0.001); for older nurses, patient participation was not related to job satisfaction (r = 0.08,
p > 0.05). Model 3 in Table 5 shows that there was no interaction between nurse education level and
patient participation on patient satisfaction. Model 4 in Table 5 shows that there was a significant
interaction between patient participation and organizational tenure on job satisfaction (b = −0.00,
p < 0.05). We probed the interaction and used one standard deviation above and below the mean
to denote high and low levels of organizational tenure, respectively. Figure 4 shows that for nurses
who had lower levels of organizational tenure, patient participation significantly increased their job
satisfaction (r = 0.40, p < 0.001); for nurses who had higher levels of organizational tenure, patient
participation was not significantly related to job satisfaction (r = 0.10, p > 0.05).

Table 7. Interaction between patient participation and nurse sociodemographic on helping behaviors.

Variables Model 1 Model 2 Model 3 Model 4

Patient participation 0.22 (0.09) *** 0.50 (0.23) * 0.26 (0.09) ** 0.32 (0.09) ***
Age −0.01 (0.01) 0.02 (0.03) −0.01 (0.01) −0.01 (0.01)
Sex 0.16 (0.27) 0.15 (0.22) 0.14 (0.28) 0.14 (0.27)

High school 0.52 (0.22) * 0.54 (0.23) * 1.15 (1.46) 0.54 (0.23) *
Technical degree −0.03 (0.10) −0.04 (0.10) 0.17 (0.49) −0.03 (0.10)

Bachelor −0.16 (0.24) −0.17 (0.25) 1.45 (1.53) −0.18 (0.25)
Tenure −0.00 (0.00) −0.00 (0.00) −0.00 (0.00) 0.00 (0.00)

No. of patients contact −0.00 (0.00) −0.00 (0.00) −0.00 (0.00) −0.00 (0.00)
Patient participation × Age −0.01 (0.01)

Patient participation × High school −0.18 (0.41)
Patient participation × Technical degree −0.06 (0.14)

Patient participation × Bachelor −0.44 (0.41)
Patient participation × Tenure −0.00 (0.00)

R square 0.09 0.10 0.09 0.10
F test 3.22 *** 3.01 *** 2.45 ** 3.13 ***

Note: n = 269; p < 0.10, * p < 0.05, ** p < 0.01, *** p < 0.001.
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Tables 6 and 7 show that there were no significant interactions between nurses’ sociodemographic
characteristics and patient participation on work engagement and helping behaviors. Therefore,
Hypothesis 4 was partially supported.

5. Discussion

In this study, we investigated the effect of patient participation on patient satisfaction and nurse
job satisfaction, work engagement, and helping behaviors, and its boundary conditions. Using data
collected from 522 patients and 282 nurses from a public hospital in China, we found that for patients,
the effect of patient participation on patient satisfaction depends on whether it is the first time of
inpatient stay and the length of stay. For nurses, patient participation improves nurses’ job satisfaction,
work engagement, and helping behaviors, and the effect of patient participation on job satisfaction is
contingent upon nurses’ age and organizational tenure. Below, we discuss the theoretical and practical
implications of our findings.

5.1. Theoretical Contributions

This research contributes to the literature by delineating a co-production dual process model of
healthcare service between nurses and patients. Drawing upon the service-dominant logic perspective,
we investigated service value co-creation between nurses and patients in the context of inpatient
healthcare. First, both practice and academia stress the importance and necessity of involving patients
in the healthcare service and treatment processes. Although a positive impact of patient participation on
patient satisfaction has been widely found in various settings and with diverse samples, several studies
have shown non-significant results [20–22]. This research endeavored to explain such non-significant
findings by examining first inpatient stay and length of stay as two boundary conditions for effect of
patient participation. We found that if it was the first hospitalization for patients, involving them in
healthcare decreased their satisfaction; however, if it was not their first hospitalization, then there was
no effect of patient participation on patient satisfaction. That is to say, first-time inpatients preferred
not to participate in their treatment process—the more they were involved, the less satisfied or happy
they were. We also found that patient participation only benefits those patients who stay in inpatient
wards for a longer period, but not those who stay for a shorter period. A large number of studies have
shown that patients prefer a passive role in healthcare service and treatment decision-making [6,35–37].
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Our findings add insights to this point by showing that patient participation does not necessarily lead
to favorable outcomes for first-time inpatients and patients with short hospitalization periods.

Second, we demonstrated a positive effect of patient participation on nurses’ job satisfaction,
work engagement, and helping behaviors. The results show that involving patients in healthcare and
treatment not only benefits patients in certain situations, but it also rewards healthcare professionals.
Working together with patients results in greater work enjoyment for nurses, they become more
passionate and involved in their jobs, and they are willing to go out of the scope of their duties to
help patients when needed. The communication between patients and nurses can be regarded as a
channel for nurses to get feedback on their service. With patients’ input, nurses can gain a deeper
understanding of how patients feel, what the patients expect, and where and how to improve their
service. Ultimately, more desirable attitudes and behaviors of healthcare professionals are achieved.
Our results offer more empirical evidence on the argument that the benefits of patient participation are
universal for patients, healthcare professionals, and healthcare systems [1].

Third, examining the boundary conditions of patient participation on nurse outcomes reveals
particularly interesting results. The effects of patient participation on work engagement and helping
behaviors does not vary across different sociodemographic groups, suggesting that patient participation
has a consistent impact on work engagement and helping behaviors among healthcare professionals.
However, the effect of patient participation on job satisfaction is largely contingent upon nurses’
demographics, namely age and organizational tenure, and is particularly positive for younger nurses
and those with shorter organizational tenure. This indicates that involving patients brings more
benefits and value for these particular groups. For nurses of older age or with longer tenure, they
are possibly more accustomed to the paternalist relationship between nurses and patients where
patients engage in a rather passive role. Involving patients in the daily work somehow challenges
their traditional way of dealing with patients, and therefore they may need some time to get used to
more interaction between them and their patients. Younger nurses, however, are less influenced by
the old-style patient–nurse relationship. Thus, they are more open to the changing role of patients
and can better harness the benefits of involving patients in the process of healthcare delivery. Because
our sample has a rather small portion of male nurses (n = 7), we did not test sex as a moderator for
the effect of patient participation on nurse outcomes. Future research is encouraged to examine the
moderating effect of gender with a larger sample of male nurses in order to have enough power.

Fourth, there are some other interesting findings in our results with regard to patient data. Our
results revealed a negative effect of length of stay on patient satisfaction, indicating that the longer
patients stay in the inpatient wards, the less satisfied they are. This finding echoes previous research,
where patients with a longer length of stay are less satisfied with factors related to comfort, visiting, and
cleanliness [38,39]. The possible explanation would be that patients who stayed longer are familiar with
the healthcare delivery process, making them more critical or demanding about the service they receive.
Another possible explanation is that severity of disease may affect both length of stay and patient
satisfaction [12]. More sever disease makes hospitalization longer, and also potentially sabotages
patients’ attitudes toward healthcare quality and overall satisfaction. However, in the current study,
we do not measure the severity of disease, making our results correlational rather than causal. We also
discuss this matter in the limitation section. Furthermore, we found that patients who stayed for the
first time tended to be more satisfied with the healthcare service they received than those with prior
hospitalization. The explanation would be that patients who have experienced prior hospitalization
may have higher expectations for the healthcare service they receive. If their expectation is not met,
they become disappointed and have a lower level of satisfaction. On the contrary, the expectation
of first-time inpatients may not be that high, thus they are more likely to be satisfied. Severity of
disease may also play a role here. Patients with more severe disease are more likely to have repeated
admissions, and the low health status makes the patients depressed and less satisfied with the treatment
they receive [19]. It is also noteworthy that our results revealed that high contact frequency between
patients and nurses enhances patient satisfaction. Past research has shown that high contact frequency
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between nurses and patients is helpful for building good patient–nurse relationship and improving
patient outcomes [40,41]. This research offers additional empirical evidence on the importance of
contact frequency in healthcare.

The last point is related to the Chinese context. China now is undergoing a healthcare system
reform aiming at delivering high quality and value-based healthcare service [3]. As argued in
the Deepening Health Reform in China document published in 2016: “Patient empowerment and
engagement is central to any health system reform that aims to improve efficiency and make providers
accountable for the services they deliver.” ([3], p. 49). Although involving patients in healthcare has
been reflected in a number of state policies in China, it will take a while to fully achieve it. This research,
among the first few, provides empirical evidence on the benefits of patient engagement on patient
satisfaction and healthcare professionals’ attitudes and behaviors. In this way, this research stresses
the importance of engaging patients and citizens in healthcare, and furthermore, it lends confidence to
the health care reform in China.

5.2. Practical Implications

This study offers important implications for management and policy implementation. First,
in general, more policy, programs, and education should be initiated by associations, hospitals, and
governments to further promote the notion of patient participation in healthcare, for example the
“patient participation in hand hygiene program” and “patient safety program” from the World Health
Organization (https://www.who.int/patientsafety/en/). In addition, the implementation of policy and
practices should be at various levels, including the international level, national level, community level,
organizational level, department level, and individual level so that the importance and benefits of
patient participation are known to the public.

Second, our results indicate that healthcare professionals should be conservative about involving
first-time inpatients. Past research has shown that some patients prefer to be passive during the
healthcare/treatment process. For example, they feel that active participation is not their role, and
they merely want to get informed and receive information, preferring instead to give decision-making
power to the healthcare professionals due to low health literacy [6,18,36]. In this case, it may not be
appropriate to force patients to engage. Instead, healthcare professionals should put more effort into
educating the patients and promoting the idea of patient participation.

Third, our findings indicate that involving patients works better for young with shorter
organizational tenure. Therefore, more managerial interventions should be placed on these groups
to gain salient effects. For example, new employee training should emphasize the benefits of patient
participation for new nurses, recent international and national policies on patient participation should
be mentioned, current trends from both informal consultation and scientific enquiry should be covered,
and so on. By doing so, nurses can better understand the priority of engaging patients. The goal is
that they will then actively involve, educate, and engage their patients using effective communication.
Ultimately, the healthcare systems and nurse–patient relationships would be improved.

5.3. Limitations and Future Research

There are limitations of this research we would like to acknowledge. First, we collected our data
from a single public hospital in China, so our results are more applicable for the healthcare system in
public hospitals in the Chinese context. Future research could replicate and extend our findings in
specialty hospitals, such as women’s hospitals and cancer hospitals. It would also be interesting to
examine patient participation in private hospitals, or nursing home.

Second, we collected both predictor and outcome variables from the same sources and all the
variables were subjective. For example, when examining the effect of patient participation on nurse
job satisfaction, work engagement and helping behaviors, all the data were provided by nurses and
based on nurses’ subjective perceptions. Therefore, we are aware that this research involves the
endogeneity problem. To address this problem, future research could use objective measures of patient

https://www.who.int/patientsafety/en/


Int. J. Environ. Res. Public Health 2019, 16, 1344 14 of 16

and nurse outcomes, or use statistical remedy such as two-staged least squares to mitigate the problem
of endogeneity.

Third, due to pragmatic reasons, we were not able to match the dyadic patient–nurse relationship
in the data collection. Future research could consider examining the effect of patient participation on
patient and nurse outcomes, and connecting the outcomes of nurses and patients to establish a link.
In doing so, a deeper understanding can be gained of what nurse attitudes or behaviors best predict
patient satisfaction given the influence of patient participation.

Fourth, past research suggests that the severity of disease affects the length of stay, readmission
and patient satisfaction [12,20,42–44]. However, in the current study, we did not measure the severity
of participants’ disease, rendering the results reported in this study correlational rather than causal.
We encourage future efforts to include severity of illness as a predictor or a covariate when examining
the effect of patient participation.

Finally, the current study focused on the micro level, that is, the effect of patient participation
on individual-level outcomes. Future research endeavors could be put on diverse levels, including
macro, meso, and micro. It will be interesting to investigate patient participation at a higher level of
analysis to enrich our knowledge of the impact of patient participation on groups, organizations, and
even countries.

6. Conclusions

Using service-dominant logic as the theoretical lens, this study investigates the co-production of
healthcare service and service value co-creation between nurses and patients. We examine the effect
of patient participation on patient satisfaction as well as nurse job satisfaction, work engagement,
and helping behaviors. We further examine boundary conditions in these relationships. Using data
from 282 nurses and 522 patients from a public hospital in China, we find that the effect of patient
participation on patient satisfaction depends on prior hospitalization and length of stay. We also find
that patient participation improves nurses’ job satisfaction, work engagement, and helping behaviors
towards patients. Nurses’ sociodemographic characteristics moderate the effect of patient participation
on job satisfaction, such that the effect is stronger for young nurses and those with shorter organizational
tenure. We hope the current study fosters more research on patient participation.

Author Contributions: Conceptualization—B.D.; methodology—B.D. and W.L.; writing—original draft
preparation, B.D.; big picture suggestions and manuscript revision—S.-B.T., D.G., F.B. and X.S.

Funding: This research received no external funding.

Acknowledgments: We deeply thank anonymous reviewers for their insightful suggestions and constructive
comments. We are grateful to the editors for their guidance and time for our manuscript. We are grateful to
Zhongshan City Science and Technology Bureau Project (No. 2017B1015) and 2018 Zhongshan Innovation and
Development Research Center.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Department of Health. Patient and Public Involvement in Health: The Evidence for Policy Implementation;
Department of Health: London, UK, 2004.

2. World Health Organization. Patient Participation/Engagement/Empowerment in Hand Hygiene Promotion.
Available online: Https://www.Who.Int/gpsc/5may/5may2013_patient-participation/en/ (accessed on
5 May 2013).

3. Deepening Health Reform in China: Building High-Quality and vAlue-Based Service Delivery—Policy
Summary. World Bank: Washington, DC, USA, 2016. Available online: https://openknowledge.worldbank.
org/handle/10986/24720 (accessed on 1 April 2019).

4. Wang, X.; Sun, X.; Birch, S.; Gong, F.; Valentijn, P.; Chen, L.; Zhang, Y.; Huang, Y.; Yang, H. People-centred
integrated care in urban China. Bull. World Health Organ. 2018, 96, 843. [CrossRef] [PubMed]

Https://www.Who.Int/gpsc/5may/5may2013_patient-participation/en/
https://openknowledge.worldbank.org/handle/10986/24720
https://openknowledge.worldbank.org/handle/10986/24720
http://dx.doi.org/10.2471/BLT.18.214908
http://www.ncbi.nlm.nih.gov/pubmed/30505032


Int. J. Environ. Res. Public Health 2019, 16, 1344 15 of 16

5. Wang, X.; Sun, X.; Gong, F.; Huang, Y.; Chen, L.; Zhang, Y.; Birch, S. The Luohu Model: A Template for
Integrated Urban Healthcare Systems in China. Int. J. Integr. Care 2018, 18, 4. [CrossRef] [PubMed]

6. Florin, J.; Ehrenberg, A.; Ehnfors, M. Patient participation in clinical decision-making in nursing:
A comparative study of nurses’ and patients’ perceptions. J. Clin. Nurs. 2006, 15, 1498–1508. [CrossRef]
[PubMed]

7. Longtin, Y.; Sax, H.; Leape, L.L.; Sheridan, S.E.; Donaldson, L.; Pittet, D. Patient participation: Current
knowledge and applicability to patient safety. Mayo Clin. Proc. 2010, 85, 53–62. [CrossRef] [PubMed]

8. Holman, H.; Lorig, K. Patients as partners in managing chronic disease: Partnership is a prerequisite for
effective and efficient health care. Br. Med. J. 2000, 320, 526. [CrossRef]

9. Thompson, A.G. The meaning of patient involvement and participation in health care consultations:
A taxonomy. Soc. Sci. Med. 2007, 64, 1297–1310. [CrossRef]

10. Gu, D.; Yang, X.; Li, X.; Liang, C.; Zhong, J.; Feng, N. Innovating new rural cooperative medical scheme
(ncms) for better patient satisfaction in rural china. Int. J. Environ. Res. Public Health 2018, 15, 2007. [CrossRef]
[PubMed]

11. Gu, D.; Yang, X.; Li, X.; Jain, H.; Liang, C. Understanding the role of mobile internet-based health services on
patient satisfaction and word-of-mouth. Int. J. Environ. Res. Public Health 2018, 15, 1972. [CrossRef]

12. Davis, R.E.; Jacklin, R.; Sevdalis, N.; Vincent, C.A. Patient involvement in patient safety: What factors
influence patient participation and engagement? Health Expect. 2007, 10, 259–267. [CrossRef]

13. Guadagnoli, E.; Ward, P. Patient participation in decision-making. Soc. Sci. Med. 1998, 47, 329–339. [CrossRef]
14. Hardyman, W.; Daunt, K.L.; Kitchener, M. Value co-creation through patient engagement in health care:

A micro-level approach and research agenda. Public Manag. Rev. 2015, 17, 90–107. [CrossRef]
15. Liang, C.; Gu, D.; Tao, F.; Jain, H.K.; Zhao, Y.; Ding, B. Influence of mechanism of patient-accessible

hospital information system implementation on doctor–patient relationships: A service fairness perspective.
Inf. Manag. 2017, 54, 57–72. [CrossRef]

16. Vargo, S.L.; Lusch, R.F. Evolving to a new dominant logic for marketing. J. Market. 2004, 68, 1–17. [CrossRef]
17. Vaismoradi, M.; Jordan, S.; Kangasniemi, M. Patient participation in patient safety and nursing input—A

systematic review. J. Clin. Nurs. 2015, 24, 627–639. [CrossRef] [PubMed]
18. Tobiano, G.; Marshall, A.; Bucknall, T.; Chaboyer, W. Patient participation in nursing care on medical wards:

An integrative review. Int. J. Nurs. Stud. 2015, 52, 1107–1120. [CrossRef] [PubMed]
19. Kaboli, P.J.; Go, J.T.; Hockenberry, J.; Glasgow, J.M.; Johnson, S.R.; Rosenthal, G.E.; Jones, M.P.;

Vaughan-Sarrazin, M. Associations between reduced hospital length of stay and 30-day readmission
rate and mortality: 14-year experience in 129 Veterans Affairs hospitals. Ann. Intern. Med. 2012, 157, 837–845.
[CrossRef]

20. Loh, A.; Leonhart, R.; Wills, C.E.; Simon, D.; Härter, M. The impact of patient participation on adherence and
clinical outcome in primary care of depression. Patient Educ. Couns. 2007, 65, 69–78. [CrossRef] [PubMed]

21. Bedi, N.; Chilvers, C.; Churchill, R.; Dewey, M.; Duggan, C.; Fielding, K.; Gretton, V.; Miller, P.; Harrison, G.;
Lee, A. Assessing effectiveness of treatment of depression in primary care: Partially randomised preference
trial. Br. J. Psychiatry 2000, 177, 312–318. [CrossRef]

22. Dwight-Johnson, M.; Unutzer, J.; Sherbourne, C.; Tang, L.; Wells, K.B. Can quality improvement programs
for depression in primary care address patient preferences for treatment? Med. Care 2001, 39, 934–944.
[CrossRef] [PubMed]

23. Thi, P.L.N.; Briancon, S.; Empereur, F.; Guillemin, F. Factors determining inpatient satisfaction with care.
Soc. Sci. Med. 2002, 54, 493–504.

24. Brownlea, A. Participation: Myths, realities and prognosis. Soc. Sci. Med. 1987, 25, 605–614. [CrossRef]
25. Chan, K.W.; Yim, C.K.; Lam, S.S. Is customer participation in value creation a double-edged sword? Evidence

from professional financial services across cultures. J. Market. 2010, 74, 48–64. [CrossRef]
26. Vargo, S.L.; Lusch, R.F. Service-dominant logic: Continuing the evolution. J. Acad. Market. Sci. 2008, 36, 1–10.

[CrossRef]
27. Osborne, S.P.; Strokosch, K. It takes two to tango? Understanding the c o-production of public services by

integrating the services management and public administration perspectives. Br. J. Manag. 2013, 24, S31–S47.
[CrossRef]

28. Osborne, S.P. Delivering public services: Time for a new theory? Public Manag. Rev. 2010, 12, 1–10. [CrossRef]

http://dx.doi.org/10.5334/ijic.3955
http://www.ncbi.nlm.nih.gov/pubmed/30483036
http://dx.doi.org/10.1111/j.1365-2702.2005.01464.x
http://www.ncbi.nlm.nih.gov/pubmed/17118072
http://dx.doi.org/10.4065/mcp.2009.0248
http://www.ncbi.nlm.nih.gov/pubmed/20042562
http://dx.doi.org/10.1136/bmj.320.7234.526
http://dx.doi.org/10.1016/j.socscimed.2006.11.002
http://dx.doi.org/10.3390/ijerph15092007
http://www.ncbi.nlm.nih.gov/pubmed/30223469
http://dx.doi.org/10.3390/ijerph15091972
http://dx.doi.org/10.1111/j.1369-7625.2007.00450.x
http://dx.doi.org/10.1016/S0277-9536(98)00059-8
http://dx.doi.org/10.1080/14719037.2014.881539
http://dx.doi.org/10.1016/j.im.2016.03.010
http://dx.doi.org/10.1509/jmkg.68.1.1.24036
http://dx.doi.org/10.1111/jocn.12664
http://www.ncbi.nlm.nih.gov/pubmed/25178172
http://dx.doi.org/10.1016/j.ijnurstu.2015.02.010
http://www.ncbi.nlm.nih.gov/pubmed/25769475
http://dx.doi.org/10.7326/0003-4819-157-12-201212180-00003
http://dx.doi.org/10.1016/j.pec.2006.05.007
http://www.ncbi.nlm.nih.gov/pubmed/17141112
http://dx.doi.org/10.1192/bjp.177.4.312
http://dx.doi.org/10.1097/00005650-200109000-00004
http://www.ncbi.nlm.nih.gov/pubmed/11502951
http://dx.doi.org/10.1016/0277-9536(87)90085-2
http://dx.doi.org/10.1509/jmkg.74.3.048
http://dx.doi.org/10.1007/s11747-007-0069-6
http://dx.doi.org/10.1111/1467-8551.12010
http://dx.doi.org/10.1080/14719030903495232


Int. J. Environ. Res. Public Health 2019, 16, 1344 16 of 16

29. Bacon, C.T.; Mark, B. Organizational effects on patient satisfaction in hospital medical-surgical units. J. Nurs.
Adm. 2009, 39, 220. [CrossRef] [PubMed]

30. Soufi, G.; Belayachi, J.; Himmich, S.; Ahid, S.; Soufi, M.; Zekraoui, A.; Abouqal, R. Patient satisfaction in an
acute medicine department in morocco. BMC Health Serv. Res. 2010, 10, 149. [CrossRef]

31. Brislin, R.W. Translation and content analysis of oral and written materials. Methodology 1980, 389–444.
32. Schaufeli, W.B.; Salanova, M.; González-Romá, V.; Bakker, A.B. The measurement of engagement and

burnout: A two sample confirmatory factor analytic approach. J. Happiness Stud. 2002, 3, 71–92. [CrossRef]
33. Schneider, B.; Ehrhart, M.G.; Mayer, D.M.; Saltz, J.L.; Niles-Jolly, K. Understanding organization-customer

links in service settings. Acad. Manag. J. 2005, 48, 1017–1032. [CrossRef]
34. Nunnally, J.C.; Bernstein, I.H. Psychometric Theory; McGraw-Hill: New York, NY, USA, 1967; Volume 226.
35. Schwappach, D.; Wernli, M. Medication errors in chemotherapy: Incidence, types and involvement of

patients in prevention. A review of the literature. Eur. J. Cancer Care 2010, 19, 285–292. [CrossRef]
36. Flink, M.; Öhlén, G.; Hansagi, H.; Barach, P.; Olsson, M. Beliefs and experiences can influence patient

participation in handover between primary and secondary care—A qualitative study of patient perspectives.
BMJ Qual. Saf. 2012, 21, i76–i83. [CrossRef] [PubMed]

37. Tsai, T.C.; Orav, E.J.; Jha, A.K. Patient satisfaction and quality of surgical care in us hospitals. Ann. Surg.
2015, 261, 2. [CrossRef] [PubMed]

38. Quintana, J.M.; González, N.; Bilbao, A.; Aizpuru, F.; Escobar, A.; Esteban, C.; San-Sebastián, J.A.;
de-la-Sierra, E.; Thompson, A. Predictors of patient satisfaction with hospital health care. BMC Health Serv.
Res. 2006, 6, 102. [CrossRef] [PubMed]

39. Plantinga, L.C.; Jaar, B.G.; Fink, N.E.; Sadler, J.H.; Levin, N.W.; Coresh, J.; Klag, M.J.; Powe, N.R. Frequency
of patient–physician contact in chronic kidney disease care and achievement of clinical performance targets.
Int. J. Qual. Health Care 2005, 17, 115–121. [CrossRef]

40. Kawaguchi, T.; Karaboyas, A.; Robinson, B.M.; Li, Y.; Fukuhara, S.; Bieber, B.A.; Rayner, H.C.; Andreucci, V.E.;
Pisoni, R.L.; Port, F.K.; et al. Associations of frequency and duration of patient-doctor contact in hemodialysis
facilities with mortality. J. Am. Soc. Nephrol. 2013, 24, 1493–1502. [CrossRef]

41. Yin, S. Inside the Doctor-Patient Relationship of China. Available online: https://yaleglobalhealthreview.
com/2017/05/14/inside-the-doctor-patient-relationship-of-china/ (accessed on 14 May 2017).

42. Yang, J.S.; Hao, D.J. Dilemmas for nurses in China. Lancet 2018, 392, 30. [CrossRef]
43. Renzi, C.; Abeni, D.; Picardi, A.; Agostini, E.; Melchi, C.F.; Pasquini, P.; Puddu, P.; Braga, M. Factors associated

with patient satisfaction with care among dermatological outpatients. Br. J. Dermatol. 2001, 145, 617–623.
[CrossRef]

44. Angel, S.; Frederiksen, K.N. Challenges in achieving patient participation: A review of how patient
participation is addressed in empirical studies. Int. J. Nurs. Stud. 2015, 52, 1525–1538. [CrossRef]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1097/NNA.0b013e3181a23d3f
http://www.ncbi.nlm.nih.gov/pubmed/19423987
http://dx.doi.org/10.1186/1472-6963-10-149
http://dx.doi.org/10.1023/A:1015630930326
http://dx.doi.org/10.5465/amj.2005.19573107
http://dx.doi.org/10.1111/j.1365-2354.2009.01127.x
http://dx.doi.org/10.1136/bmjqs-2012-001179
http://www.ncbi.nlm.nih.gov/pubmed/23112289
http://dx.doi.org/10.1097/SLA.0000000000000765
http://www.ncbi.nlm.nih.gov/pubmed/24887985
http://dx.doi.org/10.1186/1472-6963-6-102
http://www.ncbi.nlm.nih.gov/pubmed/16914046
http://dx.doi.org/10.1093/intqhc/mzi010
http://dx.doi.org/10.1681/ASN.2012080831
https://yaleglobalhealthreview.com/2017/05/14/inside-the-doctor-patient-relationship-of-china/
https://yaleglobalhealthreview.com/2017/05/14/inside-the-doctor-patient-relationship-of-china/
http://dx.doi.org/10.1016/S0140-6736(18)31185-1
http://dx.doi.org/10.1046/j.1365-2133.2001.04445.x
http://dx.doi.org/10.1016/j.ijnurstu.2015.04.008
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Theory and Hypothesis Development 
	Method 
	Sample 
	Measure Operationalization 
	Patient Questionnaire 
	Nurse Questionnaire 


	Results 
	Descriptive Statistics 
	Measurement Model 
	Hypothesis Testing 

	Discussion 
	Theoretical Contributions 
	Practical Implications 
	Limitations and Future Research 

	Conclusions 
	References

