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Abstract

Co-creation has become increasingly important as a means of generating value for both
consumers and firms. Consumers can have different motives to co-create with the service
provider and the importance of consumer motives to co-create value varies according to
different service contexts. Co-creation is also present within healthcare. Patients” underlying
motives to co-create value within healthcare are important when determining their willingness
to engage in co-creation activities. The purpose of this study is to contribute to the value co-
creation research by investigating which motives to co-create play a role for patients’
willingness to co-create and how this subsequently leads to co-creation behaviors. For this study
a survey was conducted among 169 patients of the Huisartsenpost (Urgent Medical Treatment
Center) and other patients. The data was analysed by conducting Partial Least Squares analysis.
The results show that in healthcare services, patients are positively influenced to co-create by
relating- and concerted motives. Individualizing-, empowering-, developmental- and ethical
motives have no significant effect on patients’ willingness to co-create. Subsequently, the
willingness to co-create of patients has a positive effect on five out of eight co-creation
behaviors within healthcare, namely; combining complementary therapies, co-learning,
changing ways of doing things, connecting with family and friends, doctors and other health
professionals and support groups, and on co-production. This study clearly shows which
motives are important to co-create value in a healthcare context, and is the first to investigate
this. Finally, theoretical and managerial implications are provided, and limitations of the study

and directions for future research are given.
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1. Introduction

This chapter provides an introduction to this master thesis, starting with the research area of the
thesis, co-creation within healthcare. Thereafter, the research problem is described and the

theoretical- and practical relevance are explained. Finally, the structure of the report is given.

1.1 Co-creation

Co-creation has become increasingly important as a means of generating value for both
consumers and firms (Vargo & Lusch, 2004, 2008). “Consumers want to interact with firms
and thereby “co-create” value” (Prahalad & Ramaswamy, 2004, p. 5). Value co-creation implies
that value is not solely created by the firm and delivered to consumers, but can be created by
and for both parties when they interact with each other (Grénroos & Voima, 2013). This
development is supported by the service-dominant (SD) logic, which recognizes the role of the
customer as co-creator and ultimate determiner of value (Vargo & Lusch, 2004, 2008).

Many previous research has been conducted on co-creation of value from a general
perspective, not focusing on a specific industry (Grénroos & Voima, 2013; Payne, Storbacka,
& Frow, 2008; Vargo, Maglio, & Akaka, 2008). On the other hand, research has focused on
specific industries, such as co-creation of experiences in tourism (Binkhorst & Den Dekker,
2009; Sfandla & Bjork, 2013), co-creation in the hotel context (Chathoth, Altinay, Harrington,
Okumus, & Chan, 2013), and co-creation in healthcare (Frow, McColl-Kennedy, & Payne,
2016; Sweeney, Dagger, & McColl-Kennedy, 2015).

Other research has focused on the motives consumers have to engage in co-creation
behaviors. According to Neghina, Bloemer, Van Birgelen and Caniéls (2017), consumers’
underlying motives to co-create value are important when determining their willingness to
engage in co-creation activities. Willingness to co-create (W2C) is interpreted as an attitudinal
concept that represents the extent to which consumers are willing to integrate their own
resources with those of the service firm (Arnould, Price, & Malshe, 2006; O’Hern &
Rindfleisch, 2010).

However, the importance of consumers’ motives to co-create value varies according to
different service contexts, on the one hand generic services and on the other hand professional
services. Professional services are knowledge intensive and are performed by experts who
possess a high level of professionalism. For generic services the required level of
professionalism is low, and so is the knowledge intensity in the service itself. Within

professional services, differences in the type and length of relationships consumers can expect



may influence their motives to co-create. In healthcare, where an on-going relationship is key
to value co-creation due to the need for joint decision making, relating motives could be
expected to play a more critical role. Neghina et al. (2017) suggested in their study to investigate
consumer motives to co-create especially in the healthcare sector, since co-creation in a more
general way is researched in this sector, but motives to co-create in healthcare are not yet
researched. Their suggestion for future research served as a source of inspiration for this study.
It seems interesting to investigate which motives for co-creation are important in healthcare and
if the relating motive is indeed an important motive here, and if not, which other motives are

important.

1.2 Research problem
The importance of how to engage patients in decisions about the development, planning and
provision of health is well known by other researchers (Armstrong, Herbert, Aveling, Dixon-
Woods, & Martin, 2013; Bate & Robert, 2006). Traditionally, healthcare provision has been
regarded as a process through which patients passively receive care from service providers.
However, patients are more and more seen as active contributors to their healthcare outcomes,
and there is growing evidence that supports the benefit of a patient-centered approach to health
solutions (Lee & Porter, 2013). Research has been done on the importance of examining value
co-creation within patient engagement in healthcare (Hardyman, Daunt, & Kitchener, 2015).
This master thesis suggests that exploring value co-creation motives especially in
healthcare services is relevant, because healthcare represents an important service setting in
which collaborative activities between diverse actors are important for beneficial health
outcomes (Holman & Lorig, 2000). “Understanding how individuals co-create value to better
manage their healthcare is important not only for the individual but for healthcare service firms
such as clinics, healthcare providers, and government. Customer participation in the form of
shared decision making has been shown to lead to improved psychological well-being,
improved medical status, and a greater satisfaction with their physician” (McColl-Kennedy,
Vargo, Dagger, Sweeney, & van Kasteren, 2012, p. 376). Because in healthcare an ongoing
relationship with a doctor is thought to be important for patients, of the six co-creation motives
identified in the research of Neghina et al. (2017), the relating motive is expected to be
important within healthcare. Furthermore, a mutual understanding of roles, resources and
desired outcomes is thought to be important in healthcare, which leads to the expectation of a
positive impact of the individualizing motive for the W2C within healthcare. Moreover,



empowering patients presents a means to improve the patient-physician relationship (Ouschan,
Sweeney, & Johnson, 2006) and therefore the empowering motive is expected to have a positive
impact on patients’ W2C within healthcare. Lastly, expected is that patients find it important to
be treated in a fair and honest way. Patients probably want transparency in their own healthcare
process, and they want to know what their doctor considers to decide. The ethical motive is
therefore expected to be important for patients’ willingness to co-create value. These
hypotheses are further explained in Section 2.4. In sum, according to research on the importance
of value co-creation especially in healthcare and the suggestion for future research in Neghina
et al. (2017), the present study contributes to value co-creation research by investigating which
motives are important for co-creation of value within healthcare services. The research question

for this research is as follows:

“Which motives to co-create value determine the willingness of patients to engage in co-

creation activities in healthcare services?”’

1.3 Theoretical relevance

This paper argues to fill in a gap in literature because it investigates the patient motives to co-
create in healthcare services, and the six identified motives for co-creation by Neghina et al.
(2017) are not yet researched in the healthcare sector. This healthcare sector is an interesting
sector to investigate motives to co-create, since the relationship with the professional could be
important for patients. So, this study adds a new context to the existing research on consumer
motives and co-creation. Therefore, this study is academically relevant by investigating
consumer motives and willingness to co-create (W2C) especially within healthcare, to enrich
the knowledge about consumer motives and willingness to co-create and subsequently
extending the results of Neghina et al. (2017) about motives to co-create in professional and
generic services to the healthcare service context. Healthcare is a professional service as well,
because of high knowledge intensity in the service and high required professionalism of the
healthcare service provider. However, patients probably will have different motives to co-create
value within healthcare than consumers had in the professional service investigated in the study

of Neghina et al. (2017), which was a flower shop context.



1.4 Practical relevance

This study also has practical relevance for managers in healthcare institutions, by providing
evidence that particular patient motives to co-create are important in healthcare. The results of
this study provide useful insights and guidelines for managers to engage patients in the process
of co-creation for their own healthcare. For managers it will be possible to engage patients when
they carefully take into account the different motives that resulted to be important for patients’
W?2C in healthcare services. For example, if the empowering motive is found to have a positive
impact on patients’ W2C, managers should redistribute the power in the service interaction in
a way that satisfies patients and in a way that is best for the quality of healthcare. So, based on
the positive impact of certain co-creation motives on patients’ W2C, managers can undertake
actions in order to create more positive outcomes for healthcare organizations and for patients

as well.

1.5 Structure of the report

The next section focuses on the theory about value co-creation in services, consumer motives
to co-create, co-creation within healthcare and patient motives to co-create within healthcare.
Hypotheses are developed and tested in an empirical study, by conducting surveys. A
description of the methodology of this research is located in Chapter 3. The results of the
surveys are described in Chapter 4. Lastly, this master thesis concludes with a discussion in
Chapter 5 containing a conclusion of the results, the implications for theory and practice, the

limitations of this study and possible directions for future research.



2. Theoretical background

This chapter provides a theoretical background on the major concepts that are relevant in this
master thesis. It introduces value co-creation in services in general, consumer motives to co-
create, value co-creation in healthcare, and lastly, patient motives to co-create within healthcare.
So, firstly, a more general, theoretical view on co-creation within services is provided and later
this co-creation is focused specifically on the healthcare context. Lastly, the hypotheses are
described and the conceptual model is shown in Section 2.4.

2.1 Value co-creation in services

Lush and Vargo define service as “the application of specialized competences (knowledge and
skills), through deeds, processes and performances for the benefit of another entity or the entity
itself” (Lush & Vargo, 2014, p. ix). This definition is adopted in this master thesis. According
to the research of VVargo and Lush (2004, 2008), the service-dominant logic recognizes the role
of the customer as co-creator and ultimate determiner of value. Co-creation has become
increasingly important as a means of generating value for both consumers and firms. A service
provider should strive to maximize customer involvement in the customization of services to
better fit his or her needs. So, we moved from a dominant logic based on the exchange of goods
to a new perspective that focuses on intangible resources, that is the co-creation of value
between consumer and service provider and the relationship between these actors. This service-
dominant logic emerged over a decade ago as a new framework and lens for re-specifying the
role of service in exchange and value creation. It has meant a major shift in the service research
(Wilden, Akaka, Karpen, & Hohberger, 2017).

The service-centered view of marketing products and services is customer-centric and
relational (Sheth, Sisodia, & Sharma, 2000). Customer-centric is more than being customer-
oriented, it implies making use of customer collaboration, learning from customers and
adapting yourself as a service provider to individual and dynamic consumer needs. The
relational component in this new view means that the firm engages in a relationship (short- or
long-term) with the customer, which is more important than the service transaction itself (\VVargo
& Lush, 2004). The value is defined by and created together with the consumer. “The service-
dominant logic portrays creating superior value in conjunction with — rather than for —
customers as a source of competitive advantage for organizations. From this perspective,
strategy is about making choices in terms of how to best facilitate and enhance value co-creation
for mutual and long-term betterment” (Karpen, Bove, & Lukas, 2012, p. 21). Thus, from this
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perspective, a firm strategy requires making choices in terms of how a firm can best facilitate
and enhance this value co-creation for both parties and on a long-time horizon.

Nowadays, interaction with firms is what consumers want and by which they want to
co-create value together (Prahalad & Ramaswamy, 2004). There has been a shift from a
conventional value creation process to a so-called co-creation experience. In the conventional
value creation process, companies and consumers both had their own, clearly defined roles of
production and consumption. But as we moved toward co-creation, consumers increasingly
engage in the processes of both defining and creating value. Because of this development, the
co-creation experience of the consumer becomes the ultimate basis of value. This co-creation
experience depends highly on individuals. Each person is unique and this uniqueness affects
the co-creation process as well as the co-creation experience. Consumers need to be engaged
with the firm to create anything of value, otherwise the co-creation will not work (Prahalad &
Ramaswamy, 2004). Next to this, since people are different it is expected that they could have
different motives to engage in co-creation behavior. A further explanation of these motives to
co-create is given in the following section (Section 2.2).

Gronroos and Voima (2013) also shed a light on this value co-creation. They explain it
as that value is not solely created by the firm and delivered to consumers, but can be created by
and for both parties when they interact with each other. In the view of customer co-creation of
value, customers are considered to co-create value. Some research implies that firms still create
the value, but customers are allowed to engage themselves as active participants in the
organization’s work (Lengnick-Hall, Claycomb, & Inks, 2000) and enter it as co-creators. This
is more the co-production kind of view, in which the company still has the largest role in value
creation. Customers can influence the outcomes they experience (Auh, Bell, McLeod, & Shih,
2007). However, there is also another stream of literature which states that value cannot be
distributed or delivered by firms, but that firms rather facilitate the actualization and
determination of value that different partners in the service interaction, consumers and
suppliers, derive from their experiences (Vargo & Lush, 2008). This master thesis accepts the
distinction made by Lusch and Vargo (2014) between co-production of value and co-creation
of value. Co-production of value may take place within the production process, which precedes
the usage stage, whereas co-creation of value takes place in the usage/consumption stage (Etgar,
2008). So, in this master thesis there will be a focus on customer co-creation instead of co-
production, since these two concepts are slightly different from each other.

When talking about value co-creation, the question is raised what value exactly is. Value

is a difficult concept to define in service marketing and management (Grénroos & Voima,
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2013). On a general level, value creation entails a process that increases the wellbeing of the
customer, meaning that after customers have participated in a service process they are or feel
better off than before. Consumers use resources to get something of value for themselves. Value
is often based on consumer’s perceptions, containing an attitudinal component, such as trust
and affection. However, value can also be based on measurable aspects such as financial terms
as cost savings or wealth (Gronroos, 2008).

To further define the concept of value, the following comparison between two concepts
can be made: value-in-exchange and value-in-context / value-in-use. Companies often state that
they “deliver value to customers’, which implies that this value is embedded in the product or
service, which is delivered to customers for their use. This is called the value-in-exchange. In
this value-in-exchange, the growing importance of interaction between customers and a set of
resources controlled by the firm is neglected. According to the service-based logic, value is not
that what is inherent in or added to a product or service, but what consumers get out of a product
or service. We are moving away from a value-in-exchange view towards a view in which value
is not produced by the supplier, but by the consumer when using products and services and
interacting with suppliers in co-creation with them (Grénroos, 2006). In other words, value
emerges in the customer’s space rather than in the producer’s space (Vandermerwe, 1996). That
insight is also corresponding with the earlier statement that firms cannot simply distribute and
deliver value to the customer. This value can be described as the value-in-context or the value-
in-use, which is the value that people derive from their experiences (Vargo & Lush, 2008).
Concluding, companies do not deliver value to customers, they support customers’ value
creation in value-generating processes. This line of reasoning is also adopted in this master
thesis. A more in-depth understanding of value especially within healthcare is provided in
Section 2.3.

2.2 Consumer motives to co-create

“Consumers’ underlying motives to co-create value are important in determining how willing
consumers are to engage in co-creation behavior. W2C is an attitudinal concept that represents
the extent to which consumers are willing to integrate their own resources with those of the
service firm (Arnould et al., 2006; O’Hern & Rindfleisch, 2010). In turn, W2C is expected to
be a strong determinant of intended co-creation behavior” (Neghina et al., 2017, p. 157,158).
Consumers engage in co-creation activities because they want to fulfill their own personal
wants and needs, which could be translated into motives for their behavior, which are based on
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the expected value consumers want to achieve (Etgar, 2008; Neghina, Caniéls, Bloemer, & Van
Birgelen, 2015). The service-dominant (S-D) logic, explained in the preceding section, requires
a S-D orientation, which explains more about the organizational capabilities needed to execute
S-D logic in practice. This S-D orientation is specified as a portfolio of six strategic capabilities,
namely individuated, relational, ethical, empowered, developmental, and concerted interaction
capabilities. These six capabilities combined constitute a co-creation capability (Karpen et al.,
2012). Neghina and colleagues (2015) adapted this typology into six dimensions of value co-
creation at a micro-level of service interactions and propose in their research that value co-
creation should be understood as a joint collaborative activity between service employees and
customers in a service interaction. Further elaboration upon these six dimensions is provided in
the research of Neghina et al. (2017), who translated these six dimensions into motives to
engage in value co-creation. The six consumer motives to co-create value are the following:
individualizing-, relating-, empowering-, ethical-, developmental-, and concerted motives.
Individualizing motives concern to develop a mutual understanding of the consumer’s
resources, roles and desired outcomes. “Individualizing joint actions aim at the development of
a mutual understanding of the purposes of the interaction, of each participant’s possible
contribution, as well as the resources they have to access to in order to achieve their goals”
(Neghina et al., 2015, p. 657). Relating motives are there to develop a social and emotional
connection with the service provider or with other customers. Namely every interaction
involves a relational component and relating can be seen as a necessary condition to let
interactions occur. The social and emotional connections people want to establish can vary in
intensity, for example agreeableness or on the other end maybe even friendship (Neghina et al.,
2015). Empowering motives come down to the desire to negotiate the power to influence the
service process and/or the outcome. Ethical motives concern requiring fair, honest and moral
guidelines for the service interaction. Developmental motives relate to the development of
operand and operant resources for the customer, that are the development of knowledge and
competences. “Operand resources are tangible in nature, and can include products being
exchanged. Operant resources on the other hand are intangible and include knowledge, skills
and networks” (Neghina et al., 2015, p. 658). Lastly, the concerted motives require adjusting
efforts with the goal of engaging in pleasant, relevant and timely interactions for consumers
(Neghina et al., 2017). In service interactions, the concerted actions come down to adapting the
participants’ behavior to one another, establishing agreements, coordinating activities and

perspective taking (Neghina et al., 2015).
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The importance of different consumer motives to co-create value varies according to different
service contexts (Neghina et al., 2017). Consumer motives to co-create are investigated in two
particular service contexts, namely generic and professional services. Professional services are
knowledge intensive and the experts who perform these professional services have a high level
of professionalism. For the selection and use of professional services there is a higher level of
perceived risk on the consumer side. “The need for professional services often affects or seems
to affect a person’s wellbeing. Physicians, dentists, divorce lawyers and psychologists all
provide such services” (Jeanne Hill, 1988, p. 18). For professional services the range of possible
causes of a problem is much greater than for other service types, as well as the solutions that
need to be developed to overcome these problems. As a result, problem diagnosis must be
specifically customized for each individual. Moreover, there is often less information available
to consumers and therefore external sources of information such as word-of-mouth from friends
or a referral from another professional are important in professional services. It requires
monetary, psychic and physical cost from the consumer of professional services. Contrastingly,
in generic services direct information acquisition is relatively easy (Jeanne Hill, 1988). For
generic services the required level of professionalism is low and the knowledge intensity in the
service itself is also low. In generic services, there is not heavily relied on specific skills or
industry-specific knowledge, so these kind of services rely less on experts. The results of the
study of Neghina et al. (2017) show that in professional services, of the six co-creation motives
identified, developmental motives are most likely to lead to customer W2C. In generic services,
individualizing and relating motives are most likely to lead to customer W2C. Moreover, W2C
IS a strong positive determinant of intended co-creation behaviors, regardless of the service
type. These results show that consumer motives to co-create differ according to the service type.

This master thesis often refers to ‘consumer motives to co-create’, what in this particular
study comes down to ‘patient motives to co-create’. These patient motives to co-create are at
stake in healthcare services and these healthcare services are considered to be professional
services, because of the high level of knowledge intensity in healthcare and the high level of
professionalism doctors, surgeons, nurses and other caring staff need to possess. Furthermore,
for the patient motives to co-create, the six consumer motives to co-create from earlier research
are used (Neghina et al., 2017). A view is adopted that these six consumer motives to co-create
are also applicable to patient motives to co-create in healthcare, however these motives could

differ in importance and in positive or negative impact.
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2.3 Value co-creation in healthcare

Healthcare is an important sector for investigating co-creation, as in this setting collaborative
activities between diverse actors are important for beneficial health outcomes (Holman & Lorig,
2000). Traditionally, healthcare provision is seen as a process through which patients passively
receive care from service providers. However, patients are increasingly seen as active
contributors to their healthcare outcomes and we are more and more moving to a patient-
centered approach to health solutions (Frow et al., 2016; Lee & Porter, 2013). In this patient-
centered approach, healthcare is designed around the specific needs of a patient. Benefits
resulting from such a patient-centered approach are improved health outcomes and cost
efficiencies. Moreover, a patient-centered approach extends the range of collaborative activities
to include activities offering both emotional and physical wellbeing. Key principles of this
patient-centered approach are shared decision making between patient, families and a
healthcare team, increasing self-management of healthcare and improving communication and
shared understanding. Moreover, a patient-centered approach contains opportunities for co-
creation practices that involve a network of actors in collaborating to provide a healthcare
solution (Frow et al., 2016).

Value in healthcare is hardly measured and is often misunderstood. Value has to be
defined around the customer, and the creation of value for patients should be the ultimate
determiner of rewards in a well-functioning healthcare system. Since value depends on results
and not on inputs, value in healthcare is measured by the achieved outcomes, not the volume of
services delivered. It is challenging to shift focus from volume to value of services (Porter,
2010). Healthcare is delivered through a wide range of different organizations, such as hospitals
and physicians’ practices, what results in the fact that value is not created within clear
boundaries. Multiple services together determine the success in meeting patient needs. Value
for the patient is created by the combined efforts of different service providers over the full
cycle of healthcare. Therefore, healthcare activities are interdependent, so value for patients is
often only revealed over time and manifested in longer-term outcomes such as patient recovery,
the need for ongoing interventions, or treatment-induced illnesses. This makes it challenging to
actually measure value for patients resulting from healthcare services (Porter, 2010).

So, while exploring how value may be co-created by patient and service provider, one
needs to recognize that this process is complex within healthcare. As described before, this is
because of the possibility of a wide range of providers involved in the service encounter. This
is illustrated by an example. The patient journey often starts with visiting the general
practitioner, when facing a problem with one’s health. The patient is then referred to a particular
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specialist. There may be diverse types and number of healthcare providers involved in this
process. The patient and the different health professionals all exchange different knowledge
and skills together, during the entire service encounter (Hardyman et al., 2015). Given that, the
S-D logic defines service as “the application of specialized competences (knowledge and
skills), through deeds, processes and performances for the benefit of another entity or the entity
itself” (Lush & Vargo, 2014, p. ix), as described earlier in Section 2.1. The S-D logic assumes
interdependency between service providers and patients who share a common mission.
However, when multiple actors are involved in a healthcare process, there could be some
contradictory perceptions of actors and this could (possibly negatively) influence the co-
creation processes (Hardyman et al., 2015).

Research has been conducted on the importance of examining value co-creation within
patient engagement in healthcare (Hardyman et al., 2015). How to engage patients in decisions
about the development, planning and provision of healthcare is an important challenge for
healthcare organizations (Armstrong et al., 2013; Bate & Robert, 2006). The importance of
patient engagement explains the importance of value co-creation in the understandings of
patient engagement in healthcare at the micro-level. This master thesis therefore addresses an
important context, the healthcare context, in which co-creation seems to be important and the
patient’s motives to co-create value are not researched yet in this sector.

When discussing co-creation in healthcare, one wants to know specifically what the co-
creation behaviors of patients entail, namely what patients actually do when co-creating.
Research has been conducted on which customer value co-creation activities take place in
healthcare (McColl-Kennedy et al., 2012). Eight types of value co-creation activities in
healthcare are identified, which are the following:

e Cooperating. These are just the basic things as accepting information from the service
provider and being compliant with the basics of the service, such as letting the doctor
set the injection or just taking the medication as a patient;

e Collating information. Information needs to be collected and sorted by patients, for
example remembering the appointments made in the hospital;

e Combining complementary therapies. Patients could have supplementary
requirements to the healthcare service, such as medicines, vitamins, diets or exercises

that need to be taken or performed for a beneficial outcome;
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e Co-learning. Colearning means that patients actively seek and share information from
other sources, such as the internet, other doctors/health professionals and that they
provide feedback to the service provider;

e Changing ways of doing things. Patients sometimes manage long-term adaptive
changes such as changes in financial position. It could also be that patients get involved
in activities deliberately targeted to take one’s mind off the situation, such as a holiday,
to forget a bit about the situation;

e Connecting with family and friends, doctors and other health professionals, and
support groups. Patients can build and maintain relationships with all kinds of
individuals, by which they feel connected with these persons;

e Co-production. This takes place in the form of for example discussing your needs
openly and preparing questions prior to the appointment;

e Cerebral activities. Patients could engage in cerebral activities that ultimately
contribute to the co-creation of value, such as actively hoping, positivity seeking,
reframing and sense-making, like accepting one’s actual situation (McColl-Kennedy et
al., 2012).

McColl-Kennedy and colleagues (2012) uncovered five groupings of customer value co-
creation practices, based on the number of interactions patients have with different individuals
and the level of activities, both cognitive and behavioral. The practice styles are “team
management”, “insular controlling”, “partnering”, “pragmatic adapting”, and “passive
compliance”. Their study suggests that customers co-create value differently, shown in different
types and levels of activities and that customers integrate resources in different ways by
interacting with others. These differences are important for service providers to understand.
Patients could have differing views of their role in healthcare, which is important for healthcare
service providers and managers. Moreover, patients could have different motives to engage in
co-creation within healthcare, which is addressed in this master thesis.

Furthermore, not only research has been done on which (eight) activities patients
undertake when co-creating in healthcare, there is also shed a light on the required effort needed
for these co-creation activities. Patients perform co-creation behaviors in order to increase their
well-being and improve their quality of life (Sweeney et al., 2015; McColl-Kennedy et al.,
2012). But, co-creating activities of patients differ in the required effort. For example,

cooperating with basic requirements requires minimal effort from patients, but regulating one’s
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emotions in difficult situations can be hard and requires more effort. Customer ‘Effort in Value
Co-creation Activities’ (EVCA) is defined as “the degree of effort that customers exert to
integrate resources through a range of activities of different levels of perceived difficulty”
(Sweeney et al., 2015, p. 22).

By understanding the range of activities that patients can perform to co-create value and
the effort these activities require, healthcare firms can develop strategies to facilitate and
enhance patients in these co-creation activities, especially in those activities that demand greater
effort from patients. There is found that the more effort the patients put into value co-creation
activities, the greater their satisfaction with the service, and the more likely they are to extend
the relationship with the service provider, to return to the service provider in the future and to
spread positive word-of-mouth to others about to service provider. Furthermore, supporting
customers in the effort they put into value co-creation improves their quality of life, which is
particularly important for patients with a chronic disease. Based on the hierarchy of activities,
healthcare providers should encourage their patients early on in the relationship to put effort in
their value co-creation activities that are lower in the ‘effort hierarchy’, and therefore increasing

the chance that patients act on the activities that require more effort (Sweeney et al., 2015).

2.4 Patient motives to co-create in healthcare

This master thesis elaborates upon consumer value co-creation and consumer motives to co-
create in services. The terms ‘consumers’ and ‘patients’ have till now been used
interchangeably, but with consumers are meant patients in this particular research. The services
in this research are all kind of healthcare services, for example visiting the general practitioner
or participating in a comprehensive breast cancer search in a hospital. These services are
regarded as professional services, which are characterized by knowledge intensity and
professionalized workforce to create value for and together with consumers. Hospitals are one
of the industries that have been cited as a professional service firm (Von Nordenflyght, 2010).
In this professional service context, there are some expectations about the patient motives that
play arole in the willingness to co-create, drawn from earlier research. Based on earlier research
and on the researcher’s own knowledge and common sense especially for healthcare situations,
four hypotheses are formulated. Only the motives that are expected to have a clear, positive
impact on patients’ W2C are investigated in this master thesis. Therefore, hypotheses are
formulated for the individualizing-, the relating-, the empowering-, and the ethical motives. For
the two other motives, developmental and concerted motives, the expectation is that these
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motives are not particularly important for co-creation within healthcare services. For the other
four motives, a clear expectation with a corresponding argumentation of having a positive
impact on patients” W2C is described, but for developmental and concerted motives there is
not. These two motives is checked for in the analysis, but it was difficult to formulate a specific
hypothesis for each motive beforehand.

First of all, it is described what the expectation is in this study for the individualizing
motive. Individualizing is the mutual understanding of roles, resources and desired outcomes.
Individualizing aims at developing this mutual understanding, about the purpose of the service
interaction, the contribution of the participants, and the resources the participants have to
achieve goals. Individualizing is expected to be important in healthcare, because patients want
to know their position in consuming health services. Moreover, they want to know what the
desired outcome is of a specific medical examination, and if this outcome is positive for them
or not. Research has shown that patients want to increase their autonomy and involvement in
their care and treatment (Holmstrom & RQing, 2010). Therefore, it is expected that patients
want to express their own preferences in the different healthcare options or solutions and that
they want to be sure that healthcare perfectly fits their needs. This has led to the following

hypothesis:

H1: In a healthcare context, individualizing motives have a positive effect on patients’

willingness to co-create (W2C).

In healthcare an ongoing relationship is expected to be important for patients. The notion of
relating as a co-creation motive is also known in SL principles, where relating is seen as a
crucial way of enabling the value creation process. From a firm perspective, developing a long-
term relationship with consumers is considered as important to result in loyal customers and
satisfaction. From a consumer perspective, relating may be an important force that drives the
consumption choice (Neghina et al., 2017). People want to relate to each other, they are social
in nature. Especially in healthcare, in which the service encounters could be emotionally
difficult sometimes, people are expected to be willing to develop a relationship with their
doctor. Relating is expected to be especially important for people with a chronic disease, who
regularly visit hospitals, general practitioners, specialists or other healthcare service providers
and who have close contact with this service provider on a regular basis. The doctor-patient
relationship is thought of being central to the practice of medicine and is essential for the

delivery of high-quality healthcare. Patients must have trust and confidence in the competence
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of doctors and they should feel some kind of “click’ with their service provider (Mahmud,
2009). This is also called rapport: “a personal connection between the two interactants”
(Gremler & Gwinner, 2000, p. 92). This directly affects important outcomes such as customer
satisfaction and loyalty (Delcourt, Gremler, van Riel, & van Birgelen, 2013). Since a
relationship is expected to be important in healthcare, and a good relationship is expected to
positively influence the service process, the following hypothesis is formulated:

H2: In a healthcare context, relating motives have a positive effect on patients’

willingness to co-create (W2C).

Research has focused on empowering individuals in healthcare, sometimes with chronic
conditions. For example, a lot is published about empowering diabetes patients and
empowering frail elderly patients. The concept of empowerment is also used in other healthcare
contexts, such as mental health, health education and promotion, and for example empowering
people with heart failure, AIDS, asthma and people with disabilities (Holmstrom & Rding,
2010). Empowering patients presents a means to improve the patient-physician relationship
(Ouschan et al., 2006). According to the fact that empowerment has often been researched
within healthcare, it seems to be an important aspect. Researchers have recognized that service
providers are only providing partial inputs to the value creation process for customers and
therefore coopting and empowering customers is important in the co-creation process (McColl-
Kennedy, Vargo, Dagger, & Sweeney, 2009). Patient empowerment refers to patients’ control
over their health and their condition, as well as the ability to be more involved in their own
healthcare process (Polese, Tartaglione, & Cavacece, 2016). It is expected that patients want to
be able to determine how much control they want and how much they want to be involved in

the healthcare service process. This brings us to the third hypothesis:

H3: In a healthcare context, empowering motives have a positive effect on patients’

willingness to co-create (W2C).

Patients’ perspective on ethically challenging issues in healthcare is that they want fair,
respectful and caring treatments from all facility staff, not only the doctors and nurses that are
the service providers in the service encounter (Foglia, Pearlman, Bottrell, Altemose, & Fox,
2009). Therefore, it is expected that patients find it important to be treated in a fair and honest

way. They want transparency in their own healthcare process, and they want to know what
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doctors consider to decide. The ethical motive is therefore expected to be important in patients’
willingness to co-create value. Thus, the following hypotheses is formulated:

H4: In a healthcare context, ethical motives have a positive effect on patients’

willingness to co-create (W2C).

After describing the different co-creation motives that are expected to have positive effects on
W2C especially in healthcare, there is shed a light on this W2C and the co-creation behaviors
within healthcare. Yi and Gong (2013) have done research on customer value co-creation
behavior, and divided this concept into two types: customer participation behavior, which is
needed for successful value co-creation, and customer citizenship behavior, which is more
voluntary behavior that provides value to a service firm, but is not especially needed for
successful value co-creation. This customer participation behavior entails the following four
dimensions: information seeking, information sharing, responsible behavior, and personal
interaction. Customer citizenship behavior consists of: feedback, advocacy, helping and
tolerance (Yi & Gong, 2013). Customer participation behavior can be seen as a passive form of
customer value co-creation behavior, and customer citizenship behavior can be seen as a more
active form (Neghina et al., 2017). In some way, this matches the eight co-creation behaviors
by McColl-Kennedy et al. (2012), listed in Section 2.3. Namely, these eight co-creation
behaviors have a lot in common with the two concepts of customer participation behavior and
customer citizenship behavior, which both have four dimensions. That comes down to eight
dimensions of “passive’ and ‘active’ intended co-creation behaviors, according to the research
of Yi and Gong (2013) and eight co-creation behaviors especially within healthcare, according
to the research of McColl-Kennedy et al. (2012). For example, the dimensions ‘information
seeking’ and ‘information sharing” match the type of co-creation behavior ‘collating
information’. Another example, the dimension ‘personal interaction’ matches the type of
behavior *connecting with family and friends, doctors and other health professionals, and
support groups’. In this master thesis, no explicit combination is made of Yi and Gong’s (2012)
dimensions of intended co-creation behaviors and the eight healthcare co-creation behaviors of
McColl-Kennedy et al.’s (2012), but a lot of overlap is present between these two theories.
Therefore, it seems interesting to not investigate the more general relationship between W2C
and intended co-creation behaviors as a whole, as Neghina et al. (2017) did, but to lay focus on
the eight specific intended co-creation behaviors within healthcare, since this sector is

prominent in this master thesis.

21



“The connection between attitudes (W2C) and intended behaviors has always been regarded as
strong” (Neghina et al., 2017, p. 163). Many research has been done on the relationship between
attitudes, intentions and behaviors. A person’s attitude toward an object influences the overall
pattern of behavior. Behavior is determined by the intention to perform the behavior, and this
intention is in turn a function of one’s attitude and the subjective norm (Ajzen & Fishbein,
1977). In this master thesis it is expected that W2C, as an attitude, has a positive influence on
all eight co-creation behaviors within healthcare. There is no expectation that some behaviors

are affected stronger than others, so therefore one all-encompassing hypothesis is formulated:

H5: W2C has a positive effect on co-creation behaviors within healthcare, consisting of
a) Cooperating, b) Collating information, ¢c) Combining complementary therapies, d)
Co-learning, e) Changing ways of doing things, f) Connecting with family and friends,
doctors and other health professionals and support groups, g) Co-production, and h)
Cerebral activities.

These five hypotheses are illustrated in the following conceptual model in Fig. 1.

Motives Attitude Co-creation behavior within healthcare

Cooperating

Collating
information

[ndividualizing

Combining
complementary
therapies

HI+
Relating

H2+

Co-learning
H3+ e .
Willingness to

co-create (W2C)

Empowering
Ha+ Changing ways

of doing things

Ethical Connecting with
family and
friends, doctors
and other health
professionals,
and support
groups

Developmental

Concerted

Co-production

Cerebral '
activities

Figure 1
Conceptual framework with hypotheses
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3. Research methodology

This chapter provides insights into the data collection process and the method used for this
research, the way the constructs are measured, the data analysis, the sample for this research,

and lastly how research ethics played a role in this master thesis.

3.1 Data collection

In order to test the hypotheses, a survey was used. Respondents were addressed in two ways.
Firstly, respondents were addressed at the Huisartsenpost Oost-Brabant (Urgent Medical
Treatment Center), at the location ‘s-Hertogenbosch, the Netherlands. This is an organization
founded by general practitioners to provide first aid and urgent healthcare to patients. This
healthcare is provided from seven different locations, from which the location in ‘s-
Hertogenbosch is picked to gather data in this research. Surveys are conducted here on location,
with the possibility to fill out the questionnaire digitally on an iPad, or on paper, of which the
answers later were entered into the digital database. Secondly, respondents were addressed via
an online survey, spread through social media, e-mail and LinkedIn. An important question
included in the survey, both online and offline, was about if the respondent had participated in
a healthcare service interaction within (around) the last six months to a year. The respondents
were asked to refer to their last visit of a hospital, a general practitioner or another health
professional for answering the questions. So, while answering all questions in the survey,
respondents were expected to refer to their last healthcare service interaction in the past.
Therefore, in the beginning of the survey an introductory text was included explaining to refer
to one’s last healthcare visit and what kind of service interaction the respondent could think of.
The concept of co-creation is explained in this introductory text and examples of co-creation
situations within healthcare were given, so that the respondents knew what to think of.
Moreover, a short sentence before every pair of questions was included to remind the
respondent of this last service interaction, such as: “During my last healthcare service
interaction, | wanted to be treated honestly”.

Participation in the survey was voluntary and the respondents were assured for their
anonymity when filling in the questionnaire. This applies to both the data collection at the
Huisartsenpost and online. For the second part of the data collection, the personal network of
the researcher was used. These respondents, concerning family, friends, colleagues and fellow
students, are considered to be quite representative for the Dutch population, with differing ages

(young and elder people) and from different parts of the Netherlands. Despite the fact that this
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sample is not collected at random, this sample is a convenience sample that is still useful for
this master thesis to gather enough respondents in order to draw reliable conclusions.

In this master thesis, decided was to not focus on a specific patient group within
healthcare, but to rather keep it broad and to question all kinds of patients in different healthcare
situations, in different healthcare treatment phases and with different characteristics. All people
participating in a healthcare service interaction now and then could participate in the survey, to

result in a broad generalizability to the healthcare context.

3.2 Construct measurements

A lot of the constructs used in the survey originate from earlier research, developed and tested
in the study of Neghina et al. (2017). These constructs concern the six co-creation motives
(individualizing-, relating-, empowering-, ethical-, developmental- and concerted motives) and
willingness to co-create. Multi-item, five-point Likert-scales are used to measure all of the items
in the survey, ranging from ‘totally agree’ to ‘totally disagree’. All constructs and their items
can be found in Appendix A.

For individualizing motives, there was no existing scale that could be used in the first
place. Neghina et al. (2017) compiled this scale by using other research. For that reason, they
derived three items from the research of Berthon and John (2006) and Coelho and Henseler
(2012), concerning personalization and customization, concepts which both come close to the
meaning of individualizing. The three items for the individualizing motives reflect consumers’
wishes to express their own interests and preferences, the use of consumers’ own knowledge
and skills, and consumers’ wishes to ensure that the product or service development fits their
needs. For the relating motives, the existing scale used in the research of Neghina et al. (2017)
has been adapted, because their original scale did not fit within the healthcare context. This
scale contained items such as the desire to be part of an influential group and to extend one’s
professional network. While testing the survey, this original scale did not make sense to the
respondents and therefore this scale was adapted to better fit into the context. The new items
for relating motives are based on the research of Mahmud (2009) and Neghina et al. (2015).
These three items reflect consumers’ wishes to build a good relationship with the service
provider, to feel a social and emotional connection, and to be able to have trust and confidence
in the service provider. For the empowering motives, the research of Ranjan and Read (2016)
was used. These items reflect patients’ desires to exercise control, to be able to determine how
much their involvement will be, and to have an influence over the final output. For ethical

motives, the items were based on Maxham and Netemeyer (2002) as well as Yi and Gong
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(2008). These items reflect consumers’ desire to be treated honestly and fairly, to be ensured
that ethical guidelines are applied, and that there is transparency in the execution of the co-
creation project. For developmental motives, the research of Nambisan and Baron (2009) is
used. These items reflect patients’ wants to develop new knowledge and skills, to gain
knowledge about things that are related to the co-creation project, and to satisfy one’s curiosity
by learning new things. Lastly, for concerted motives, the definition and insights of Karpen et
al. (2012) are used. These three items reflect patients’ wants for appreciation by others for their
input, good organization of the project, and easy collaboration between the co-creation project
members. So, in total, 18 items for the six motives to co-create were derived (see Appendix A).

For willingness to co-create (W2C), the validated construct of Neghina et al. (2017) was
used, which is based on the research of Etgar (2008). For this master thesis this construct has
slightly been adapted, namely so that the items describe the past tense. This was because
respondents must refer to their last healthcare service interaction, a situation that has already
taken place in the past. The three items for W2C reflect to what extent patients have been willing
to work on the co-creation project, and to what extent they have been willing to invest both time
and energy into this co-creation project that they had in mind while answering the questions.

The remaining constructs used in the survey describe the eight co-creation behaviors
within healthcare (explained in Section 2.3). For most of these constructs new scales have been
developed, because there was often no existing scale at our disposal. Namely, McColl-Kennedy
and colleagues (2012) described these eight co-creation behaviors within healthcare, but did
not develop measurement scales for these. Yi and Gong (2013) developed and validated a scale
for customer value co-creation behavior more in general, but not specifically for the healthcare
sector. Based on these two studies, items have been derived for most of these eight constructs
for co-creation behavior within healthcare, by adapting the more general scale of Yi and Gong
(2013) and using the definitions for the eight behaviors of McColl-Kennedy et al. (2012) (see
Appendix A). Decided was to include at least three items per construct. As a scale is newer, the
idea was that it is better to include enough items to later be able to delete some items to result
in a better construct reliability. At the same time, another goal was to keep the survey as short
as possible, even though the desire to include all six motives, W2C, and all eight co-creation
behaviors within healthcare, to be as complete as possible.

For the construct ‘cooperating’, the four items reflect patients accepting information,
compliance with required actions within the service, the completion of expected behaviors, and
the carrying out of the healthcare worker’s directives or orders. For “collating information’, the

four items reflect if patients have searched information on where the service is located, on what
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the service offers, if they have asked others for information about the service, and if patients
have been good in keeping their diary up to date with when their appointments are. The three
items for ‘combining complementary therapies’ reflect patients’ willingness to combine
exercise, diets, and medication with the service treatment if needed (McColl-Kennedy et al.,
2012; Yi & Gong, 2013). According to the literature, the construct ‘co-learning’ has two
components: sharing and feedback (Tommasetti, Trois, & Vesci, 2015). Therefore, both
components are incorporated in this construct, by using the three validated items for feedback
and four validated items for sharing information, both from Yi and Gong (2013). In total, eight
items are used to measure co-learning, which reflect actively seeking and sharing information
from other sources, explaining one’s wants to the service employee, providing the employee
with proper information, providing the necessary information the employee needs, answering
the employee’s service-related questions, letting the employee know when one had a useful
idea to improve the service, commenting when one had received good service, and letting the
employee know when one has experienced a problem. For *changing ways of doing things’,
three items are derived which reflect patients” management of long-term adaptive changes, the
willingness to undertake activities to take one’s mind of the situation, and the ability to not
think about the health situation. For ‘connecting with family and friends, doctors and other
health professionals, and support groups’, the five items reflect building and maintaining
relationships with family and friends, with doctor and other health professionals, being friendly,
being polite, and not acting rudely to the employee (McColl-Kennedy et al., 2012; Yi & Gong,
2013). For ‘co-production’, an existing scale from earlier research was used. Auh and
colleagues (2007) described co-production by using four items, which reflect patients’ attempt
to work cooperatively with their doctor, to make their doctor’s job easier, the openly discussion
with their doctor about their needs, and the preparation of questions before going to an
appointment. Lastly, for the construct ‘cerebral activities’, the three items reflect patients’
engagement in cerebral activities that contribute to the co-creation of value, such as actively
hoping, positivity seeking and accepting one’s situation (McColl-Kennedy et al., 2012).

A pre-test was conducted for the survey. All items were translated into Dutch and the
quality of the translation is checked by a knowledgeable Dutch professional in English. A
meeting with three fellow students was arranged to discuss the measures. The survey constructs
have also been discussed with two other people around the age of 50, in order to test the
measures not only by knowledgeable, experienced students. The plus/minus-method is used
here to asses if the items well presented the measured constructs in the survey and if they were

easy to understand. The pre-test respondents were asked to note a (+) behind the items that were
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clear, and a (-) behind the items that they found difficult to understand or that did not make
sense in their opinion. They have also made some minor comments to improve the survey. The
items with a (-) are checked again, and reformulated or deleted if they did not fit the construct

well. The Dutch gquestionnaire with the introductory text can be found in Appendix B.

3.3 Data analysis

Partial Least Squares (PLS), as a form of Structural Equation Modeling (SEM), is used for this
research. PLS is used because it investigates multiple relationships at the same time, and since
the conceptual model of this research is quite complex, PLS is therefore the right method. PLS
is a form of variance-based SEM and is used when researchers have some ideas from theory,
but don’t know exactly what is going on (Henseler, Hubona, & Ray, 2016), which is applicable
to this master thesis as well. PLS is especially suitable for exploratory research questions, to be
helpful in future theory development in all kinds of sectors. PLS can be a “silver bullet” for
estimating causal models in many theoretical model and empirical data situations. PLS provides
parameter estimates that maximize the explained variance (R?) of the dependent constructs
(Hair et al., 2011). Moreover, relatively small sample sizes are a relevant argument for the use
of PLS-SEM, because this method can deal very well with these smaller sample sizes (Nitzl,
2016). Moreover, with PLS it is possible to test different versions of the conceptual model and
to see which impacts the six different motives to co-create have on patients’ W2C, and how this
W2C in turn impacts the eight specific co-creation behaviors within healthcare.

The PLS path model is defined by two sets of linear equations: the measurement model
and the structural model. The measurement model specifies the relations between the constructs
and its observed indicators, whereas the structural model specifies the relationships between
the constructs, so between the six co-creation motives, W2C, and the eight co-creation
behaviors. The structural model is theory-based and the prime focus of the research question
and hypotheses. Each construct has at least one indicator available, which is a requirement
within PLS (Henseler et al., 2016).

Subsequently, a preliminary test with the survey results was conducted as soon as there
was reached a threshold of more than 30 respondents. Within PLS, it was checked whether the
construct measurements are reliable enough to continue with in the further data collection.
Investigated was whether the chosen indicators (items) well reflect the constructs and how

reliable they were and how the factor loadings were distributed. According to the results of this
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preliminary analysis, small adaptations/deletions have been made in the survey and thereafter
the further data collection continued on a larger scale.

3.4 Sample

In the conceptual model of this research (Fig. 1, Section 2.4), 14 arrows are pointing at a latent
variable. A rule exists that the sample size should be “greater than 10 times the maximum
number of inner or outer model links pointing at any latent variable in the model” (Kock &
Hadaya, 2018, p. 228). Therefore, the minimum sample size for this research is 140
respondents. For this research, an amount of 192 respondents has been reached. After removing
partially filled out surveys, 169 responses remained. In total, 65 respondents were male and 104
were female respondents, with an age category ranging from 14 to 75, with an average age of
32 years. How recently respondents visited a hospital, general practitioner, or other healthcare
professional, was important for this research, explained in Section 3.1. Positively for this
research, two-thirds of the respondents had their last healthcare service interaction within the
last six months, and the rest of the respondents within last year or longer than a year ago. Most
of these healthcare service interactions (75%) were at a hospital or general practitioner, and
only a small part at the first aid, physiotherapist, or another healthcare professional. Most of the
respondents (74%) visits a hospital or other health professional 0 to 3 times a year, 17% visits

3 to 6 times a year, 5% visits 6 to 10 times a year and another 4% more than 10 times a year.

3.5 Research ethics

The five principles of research ethics have been taken into account in this master thesis
(American Psychological Association, 2017). First of all, the researcher strived to benefit the
participants in this study and to not do any harm. For example, the state of patients within the
Huisartsenpost was taken into account, both physically and mentally. Very emotional patients
or patients with serious physical problems were not addressed to fill in the survey. The urgency
of these patients was understood and the researcher did not want to bother them. Moreover, the
researcher has been aware of the professional and scientific responsibilities, especially
applicable in the healthcare context. The privacy of patients was very much taken into account
and therefore no questions about patients’ health conditions or the reason they visited the
hospital were included in the survey. Furthermore, participation in the survey was voluntary
and if patients agreed on participating, this was completely anonymously. Their responses were

handled in a responsible and confidential way, not used for other purposes than this master
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thesis. Furthermore, fairness and justice played an important role in this master thesis. Every
patient was handled the same way and was treated equally. The cultural, individual and role
differences of all respondents were respected and no discrimination based on age, gender,
identity, race, ethnicity and status has been present. Lastly, the final master thesis was sent to
the Huisartsenpost afterwards to provide interesting results for them, and during the research

the organization is kept on the height about developments of the research.
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4. Results

This chapter presents the results from the partial least squares analysis (PLS). PLS assessment
follows a two-step process that involves the separate assessments of both the measurement
model and the structural model. Firstly, the measurement model is examined, namely the
construct measures’ reliability and the convergent- and discriminant validity. This first step is
based on the logic that one needs to have confidence in the measurement model if continuing
with examining the structural relationships. Secondly, the structural model is examined, namely

the relationships between the different constructs. Thirdly, the hypotheses have been tested.

4.1 Evaluation of the measurement model

First of all, the overall goodness of fit of the model formed the starting point of model
assessment. The proposed model is compared to reality, to look if the theoretical assumptions
hold in real life. The standardized root mean square residual (SRMR) is used as approximate
model fit criterion. The difference between the estimated correlation matrix and the empirical
correlation matrix needs to be so small that it can be purely attributed to sampling error. The
threshold for the test of approximate model fit is a SRMR below 0.08. In this analysis, the
SRMR was 0.09, but even though this is just above the threshold, decided was to continue with
this model and to not take this cut-off value too strictly. This research is quite exploratory and
the possibility that the data contains more information than the model conveys is taken into
account here (Henseler et al., 2016).

Reliability and validity of the reflective measurement models have been tested. All
latent constructs in the conceptual model of this research are reflective measurement models.
Firstly, regarding the construct reliability, the most important reliability measure for PLS is
Dijkstra-Henseler’s rho (p.) (Dijkstra & Henseler, 2015). Based on this reliability measure,
almost all constructs were reliable, with values well above 0.70 or just below 0.70, as for
example 0.69 for the construct “ethical motives’ (see Table 1). There is only one construct that
is just below the acceptable level of 0.60, namely the construct ‘connecting’ (p. 0.59). The
reliability of this construct was not increasing when deleting items with lower factor loadings,
so this construct reliability value is accepted in this particular situation, because it is only just
below the still acceptable level of 0.60. The construct reliability for all fifteen constructs is
presented in Table 1.

Regarding the indicator reliability, multiple iterations were implemented by deleting

items with too low factor loadings. Items with factor loadings above 0.70 were totally safe, and
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generally, indicators with loadings between 0.40 and 0.70 have only been considered for
removal from the scale if deleting this indicator has led to an increase in composite reliability
above the suggested threshold value. Another consideration in deleting indicators was the extent
to which their removal affected validity. Indicators with loadings of 0.40 and lower have always
been eliminated from the reflective scales (Hair, Ringle, & Sarstedt, 2011). Based on the
indicators’ absolute standardized loadings, six indicators from the constructs ‘collating
information’, ‘co-learning” and ‘combining complementary therapies’ were eliminated from the
analysis. In Appendix A, the item loadings are presented behind every item, and the items that
have been deleted is also shown here.

Regarding the discriminant validity, it is checked whether indicator loadings were
higher than all of its cross loadings. Based on these cross loadings, two indicators from the
construct ‘co-learning’ were eliminated from the analysis. So, in total eight items have been
deleted based on their too low factor loadings or cross loadings with other constructs.
Furthermore, regarding discriminant validity the heterotrait-monotrait ratio of correlations
(HTMT) is examined, which is an estimate for the factor correlation. Researchers would like
this HTMT to be significantly smaller than 1 (Henseler et al., 2016). To conclude, the
requirement of discriminant validity is met, because all HTMT values were significantly below
1 and even below 0.85.

Lastly, the convergent validity of the data is checked by looking at the average variance
extracted (AVE). A factor needs to be unidimensional, meaning that the latent variable explains
more than half of its indicators’ variance (Henseler et al., 2016; Hair et al., 2011). For most
constructs, the AVE largely exceeds the adopted value of 0.5, except for three constructs;
‘individualizing motives’ (0.44), ‘connecting’ (0.37), and “co-production’ (0.45). The AVE for
connecting and co-production can be explained, because these scales were newly developed,
non-validated scales. After having implemented some iterations for these constructs, the AVE
was not increasing enough to reach the threshold of 0.5. Despite these values, based on
theoretical considerations the decision was made to continue and still include these constructs
in the analysis to explore the possible impacts and roles of these constructs. This is because the
desire was to test the whole new, encompassing conceptual model with all the six motives to
co-create, so on the one hand not leaving ‘individualizing’ out, and with all the eight behaviors
to be as complete as possible in testing this model in the healthcare context. The AVE values

can be found in Appendix A behind every construct and in Table 1 below.
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Table 1

Construct reliability, -convergent validity, and -correlations
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4.2 Evaluation of the structural model

Since the measurement model has demonstrated quite acceptable levels of reliability and
validity, there is proceeded to assessing the structural model, the second step of the analysis. In
order to test the hypotheses, the structural model was specified in PLS and analyzed with the
PLS algorithm and bootstrapping procedure to obtain the path coefficients and their respective
t-values and R? coefficients for the endogenous constructs. Critical t-values for a two-tailed test
are 1.96 (p <0.05) and 2.58 (p < 0.01) (Hair etal., 2011). There was a 35,2% explained variance
for the construct W2C as a dependent variable of the impact of the six co-creation motives. The
coefficients of determination (R?) for the eight co-creation behaviors as dependent variables
varied between 2,1% and 27%. Overall, the structural model is quite acceptable in presenting
empirical evidence for the conceptual model, since an R? value of 0.20 is considered high for
consumer behavior studies (Vock, van Dolen, & De Ruyter, 2013). The bold paths are
significant effects. The estimated structural model is shown in Fig. 2 and Table 2 below.

Motives Attitude Co-creation behavior within healthcare

Cooperating
R*=0.021

K

0']44.. Collating

-« information
0137 R’=0.030
S Combining
complementary
therapies
R?=0.126

Individualizing |.  0.063

0355

0.160%".

Relating

Co-learning

R?=0.233

0.483 %% *

0.011

Willingness to
co-create (W2C)
R*=0.352

Empowering Changing ways
of doing things

R?=0.042
Connecting with
family and
friends, doctors
and other health
professionals,
and support

0030 .

(0,372

Ethical

0.108 .

(.519%%**
Developmental

_ groups
L R2=0.139
Concerted -0.084 . 3

: Co-production
R?=0.270
_ Cerebral
9 activities
R?=0.007
Figure 2

Hypotheses testing, estimated structural model

Notes: Significant paths are depicted in bold. *p<0.05; **p<0.01; ***p<0.001 (two-tailed test)
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4.3 Hypotheses testing

H1: In a healthcare context, individualizing motives have a positive effect on patients’

willingness to co-create (W2C).

According to the standard bootstrap results and the corresponding t-values and p-values, which
are shown in Table 2, the result is that individualizing motives have no significant effect on
W2C (B= 0.06, p= ns), not in support of hypothesis 1. Even though this hypothesis cannot be

confirmed, the expected effect was in the right direction.

Table 2

Hypotheses testing and effect sizes

Effects Beta t-value p-value Cohen’s f2  Effect size (if the
(two-sided) effect was
significant)

IND >W2C 0.063 0.388 0.698 0.002 -

REL - W2C 0.160 1.989 0.047 0.020 Weak effect

EMP > W2C 0.011 0.081 0.936 0.000 -

ETH -> W2C 0.030 0.352 0.725 0.001 -

DEV > W2C 0.108 1.560 0.119 0.011 -

CON > W2C 0.348 3.688 0.000 0.086 Weak effect

W2C -> COOP 0.144 1.403 0.161 0.021 -

W2C - COLLINF 0.173 1.900 0.058 0.031 -

W2C - COMBTH 0.355 5.363 0.000 0.145 Weak / moderate
effect

W2C - COLEARN 0.483 7.981 0.000 0.304 Moderate / strong
effect

W2C > CHANG 0.205 2.380 0.018 0.044 Weak effect

W2C -> CONN 0.372 6.106 0.000 0.161 Moderate effect

W2C > COPROD 0.519 9.585 0.000 0.369 Strong effect

W2C > CERACT -0.084 -0.973 0.331 0.007 -

Notes: Path analyses (B, t-value, p-value, Cohen’s 2, effect size meaning). IND, individualizing motives; REL,
relating motives; EMP, empowering motives; ETH, ethical motives; DEV, developmental motives; CON,
concerted motive; W2C, patient willingness to co-create; COOP, cooperating; COLLING, collating information;
COMBTH, combining complementary therapies; COLEARN, co-learning; CHANG, changing ways of doing
things; CONN, connecting with family and friends, doctors and other health professionals and support groups;
COPROD, co-production; CERACT, cerebral activities.
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H2: In a healthcare context, relating motives have a positive effect on patients’ willingness to
co-create (W2C).

According to the standard bootstrap results and the corresponding t-values and p-values,
relating motives have a significant effect on W2C (B= 0.16, p< 0.05). This means that
hypothesis 2 is supported by the results. Even though this hypothesis is confirmed, relating
motives have a weak effect on W2C based on the Cohen’s 2,

H3: In a healthcare context, empowering motives have a positive effect on patients’ willingness
to co-create (W2C).

According to the standard bootstrap results and the corresponding t-values and p-values,
empowering motives have no significant effect on W2C (= 0.01, p= ns), even though the
expected effect was in the right direction. This means that hypothesis 2 is rejected based on the

results.

H4: In a healthcare context, ethical motives have a positive effect on patients’ willingness to
co-create (W2C).
According to the standard bootstrap results and the corresponding t-values and p-values, ethical

motives have no significant effect on W2C (= 0.03, p= ns), but the direction of the expected

effect was positive. This means a rejection of hypothesis 4 as well.

H5: W2C has a positive effect on co-creation behaviors within healthcare, consisting of a)

Cooperating, b) Collating information, ¢) Combining complementary therapies, d) Co-

learning, ) Changing ways of doing things, f) Connecting with family and friends, doctors and

other health professionals and support groups, g) Co-production, and h) Cerebral activities.

According to the standard bootstrap results and the corresponding t-values and p-values, W2C
has a positive effect on five out of eight co-creation behaviors within healthcare, namely:
combining complementary therapies (B= 0.36, p< 0.001), co-learning (= 0.48, p< 0.001),
changing ways of doing things (p=0.21, p=< 0.05), connecting with family and friends, doctors
and other health professionals and support groups (B= 0.37, p< 0.001), and on co-production
(B= 0.52, p< 0.001). W2C has no significant effect on cooperating (f= 0.14, p= ns), collating
information (B= 0.17, p=ns), and cerebral activities (B=-0.08, p=ns). Therefore, hypothesis 5
is partly supported (H5a, H5b and H5h are rejected, H5c-H5g is supported). The effects that
have been found to be significant, differ in effect size, ranging from weak to strong effects

based on the effect size of Cohen, which is listed in the last column of Table 2.
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Furthermore, as can be seen in Fig. 2 and Table 2, developmental motives has a positive,
nonsignificant path coefficient (3= 0.11, p= ns), while concerted motives has a positive,
significant path coefficient (B= 0.348, p<0.001). For concerted motives, no specific hypothesis
was formulated a priori based on expectations for this particular motive. However, the results
show that that concerted motives has a significant, positive impact on patients’ W2C, even
though this effect is quite weak based on Cohen’s f2. The results have been further interpreted

in Chapter 5.
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5. Discussion

This chapter provides conclusions for this master thesis by answering the research question and
interpreting the results. Furthermore, the implications for theory and for practice are described.

Lastly, the limitations of this research and some directions for future research are addressed.

5.1 Conclusion

Several researchers have highlighted the importance of value co-creation in all kinds of services
(Binkhorst & Den Dekker, 2009; Chathoth et al., 2013). Co-creation is more and more a topic
in healthcare services as well (Frow et al., 2016; Sweeney et al., 2015). Consumers can have
different motives to co-create according to the service type, either generic or professional
services (Neghina et al., 2017). This study extends earlier research on co-creation motives and
willingness to co-create (W2C) by focusing on a new context, the healthcare context. In order
to test which motives to co-create impact patients” W2C, empirical research has been conducted
to answer the following research question: “Which motives to co-create value determine the
willingness of patients to engage in co-creation activities in healthcare services?”” To provide
an answer to this research question, five hypotheses were developed. However, evidence to

these hypotheses was only partly found (see Table 3).

Table 3

Overview of hypotheses and results

Hypothesis Result

H1 In a healthcare context, individualizing motives have a positive effect on Rejected
patients’ willingness to co-create (W2C).

H2 In a healthcare context, relating motives have a positive effect on patients’ Supported
willingness to co-create (W2C).

H3 In a healthcare context, empowering motives have a positive effect on Rejected
patients’ willingness to co-create (W2C).

H4 In a healthcare context, ethical motives have a positive effect on patients” Rejected
willingness to co-create (W2C).

H5 W2C has a positive effect on co-creation behaviors within healthcare, Partly
consisting of a) Cooperating, b) Collating information, ¢) Combining supported
complementary therapies, d) Co-learning, e) Changing ways of doing (H5c - H5g
things, f) Connecting with family and friends, doctors and other health supported)
professionals and support groups, g) Co-production, and h) Cerebral
activities.
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In healthcare, patients are more willing to co-create due to relating- and concerted motives.
Both these motives, and only these two motives, have a positive and significant impact on
patients” W2C. The effect of relating motives shows that patients aim to develop a good
relationship with their service provider. Relating motives are important in a way that patients
want to feel kind of a click with their service provider (Mahmud, 2009) and this could positively
affect outcomes such as satisfaction and loyalty (Delcourt et al., 2013). The found effect of
concerted motives shows that patients find it important that they could easily collaborate with
the healthcare worker and that the service is well organized. Patients want to engage in pleasant,
relevant and timely interactions with their healthcare service provider (Neghina et al., 2017).
For concerted motives, no preliminary expectations were at stake while formulating the
hypotheses, but surprisingly, this motive had a significant impact (Fig. 2, Table 2). All in all,
both relating motives and concerted motives play an important role in patients’ willingness to

co-create in this study.

involvement (Holmstrom & Rding, 2010), in this study individualizing motives have no effect
on patients” W2C, although the hypothesized effect was in the right direction. A possible

explanation could be the diverse sample used for this research. Individualizing could be

expected to play a more important role for people with chronic diseases, and in this study there
was no focus on a specific patient group. The sample consists of all kinds of respondents, as
well as for example patients who visited a general practitioner or physiotherapist for only a
small, not very urgent health problem. For these respondents individualizing probably did not
play a large role or even no role. A different effect for individualizing could possibly be found
when focusing on a specific patient group.

Even though recent research in healthcare has suggested that patients want more control
over their healthcare process and outcome (McColl-Kennedy et al., 2009; Polese et al., 2016),
in this study Empowering motives have no significant effect on patients” W2C. This could be
the case because of the perceived power differences by patients (Von Nordenflycht, 2010),
where healthcare service providers are seen as experts and therefore more knowledgeable in
performing healthcare services than patients themselves. Maybe patients in this particular study

want to feel only a limited or no amount of empowerment, bécause of the responsibility that
goes withit: They possibly rather leave it to professional experts in this field. Again, this motive

Lastly, gthical motives were hypothesized to play a role in this study, since patients
often deal with ethically challenging issues in healthcare in that they want fair, respectful and

38



caring treatments (Foglia et al., 2009). The data analyzed in the present study found no support
for this suggestion. Although the expected effect was in the right direction, ethical motives had

no significant effect on W2C. [This!iS quite’Surprising, becatise one would'expect that ethical
guidelines applied during healthcare services are greatly valued in all kinds of healthcare

services, independent of a patient’s health condition and situation. No explanation can be
thought of why this motive did not have an effect in this study, because it was measured with
an existing, validated scale, so it could not be ascribed to wrong measurement.

Furthermore, this study shows that W2CThas'a positive effect on Various co-creation
professionals and SUpPOFE Groups™, and on “Co=prodUCtion”. This means that when patients are

willing to co-create, they will show co-creation behavior such as combining diets and exercise

with their service treatment, preparing questions for the service provider, and discussing needs

with the healthcare worker for the best possible treatment. WW2€ has no significant effect on the
co-creation behaviors “cooperating” and “collating information’, although the path coefficients
were in the right, positive direction. So, patients’ W2C dogs not lead to cooperating behaviors
such as accepting information and completing the expected behaviors, and not to collating
information such as keeping one’s diary up to date with appointments. This finding is quite
surprising, because expected was that W2C had a significant, positive effect on all co-creation
behaviors within healthcare. For collating information the effect was almost significant (p=
0.058), so maybe when the sample contained more respondents this effect would have been
significant. Moreover, it could have been that this behavior of cooperating with basic

requirements was so self-evident for the respondents that they did not answer very positively
conceptof collating information was not measured wellin this study, since a new, non-validated

scale was developed for this construct. Lastly, for the co-creation behavior ‘cerebral activities’
also no significant effect was found, and this path coefficient was even negative. This could be
explained by the option for answering ‘not applicable’ added into the survey. The cerebral
activities could have been perceived as Guite’ Vagué and not easy to imagine what these
behaviors look like. Probably, engaging in these cerebral activities as positivity seeking and
actively hoping is only applicable to chronically ill patients. Generally, a broad explanation for
not finding a significant impact of W2C on all eight co-creation behaviors could be the

heterogeneous sample again. Patients probably behave differently when co-creating according

to their healthcare condition and the situation they are in. All in all, patients who are willing to
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invest time, energy and effort into co-creation with healthcare service providers (W2C), will
engage in most of the co-creation behaviors within healthcare.

Some additional, relevant results show that developmental motives have no significant
effect on patients” W2C, as was also not hypothesized for this study. No expectation about the
direction or the strength of developmental motives was at stake during the formulation of
hypotheses, and accordingly, this motive seems to have no significant effect. Furthermore,
W2C mediates all relationships, namely relating motives and concerted motives both go
through W2C to the eight co-creation behaviors. However, additionally concerted motives have
a direct effect on four of the eight co-creation behaviors, namely ‘combining complementary
therapies’, “‘co-learning’, ‘connecting’ and ‘co-production’. So for concerted motives, the effect
was partially mediated by W2C as well as a direct effect for four co-creation behaviors. For
relating motives, W2C fully mediated the effect. All in all, the motives on the left side lead to

patients” W2C, and this W2C will lead to co-creation behaviors in the end.

5.2 Theoretical implications

From a theoretical perspective, this master thesis contributes to the literature in several ways.
First, this study combined co-creation motives and willingness to co-create with the healthcare
context. Therefore, this study partly replicates the study of Neghina et al. (2017), in which was
shown which consumer motives to co-create influence W2C in generic and professional
services. So, this study concentrates on the healthcare context, which is a professional service
context because of high knowledge intensity in the service and high required professionalism
of the healthcare service provider. However, patients have different motives to co-create value
within healthcare than consumers had in the professional service investigated in the study of
Neghina et al. (2017), which was a flower shop context. This study thereby contributes to the
co-creation research by investigating which consumer motives play a role in healthcare services
and how W2C subsequently influences co-creation behaviors especially within healthcare. Both
relating- and concerted motives have a positive effect on patients’ W2C. This study therefore
extends the results of Neghina and colleagues (2017) by finding these two motives to play a
significant role in patients’ W2C within healthcare, in contrast to the previous found effects of
developmental- and empowering motives on W2C in the professional service context of flower
shops. This study is therefore quite interesting, since a new context for co-creation motives and
W2C was investigated, and two totally different co-creation motives are found to play a role in
comparison to the motives Neghina et al. (2017) found in another sector.
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Secondly, this study examined how this willingness to co-create of patients shapes eight types
of co-creation behavior within healthcare. McColl-Kennedy et al. (2012) identified these eight
behaviors by investigating what people actually do when co-creating within healthcare. This
study is new in the sense that it includes these eight co-creation behaviors as dependent
variables into the research model, and investigates the influence of W2C on the performing of
these behaviors. This study shows that five out of eight co-creation behaviors within healthcare
are positively and significantly impacted by patients” W2C. Namely, if patients are willing to
co-create, they will engage in the following co-creation behaviors in healthcare: combining
complementary therapies, co-learning, changing ways of doing things, connecting with family
and friends, doctors and other health professionals and support groups, and co-production.

Concluding, this study argues to fill in a gap in literature by investigating patient motives
to co-create especially within healthcare, since these six motives have not been researched yet
in this sector. This healthcare sector is interesting to research this because it was expected in
advance that the relationship with the professional could be important for patients and the
results of this study confirmed the impact of relating motives on patients” W2C. Moreover,
concerted motives have a positive, significant effect on this W2C. The result of these two
motives, their impact on W2C, and the effect of W2C on five co-creation behaviors within
healthcare forms an addition to the existing co-creation knowledge.

5.3 Managerial implications
The current research makes a substantial practical contribution by advising healthcare
institutions how they could best encourage patients to co-create with the service provider in
healthcare service interactions. More specifically, this study indicates the motives patients have
in order to be willing to co-create with the healthcare worker, which results in the performing
of co-creation behaviors within healthcare. Based on the results of this study, patients have
relating- and concerted motives in order to be willing to co-create with the service provider.
Therefore, healthcare managers should adjust their co-creation strategies by engaging patients
in the right way, by knowing the two motives that play a role for patients. Healthcare institutions
are thereby able to create a co-creation project in which both parties experience the advantages
of co-creating together.

Healthcare managers should motivate their healthcare employees to co-create with the
patient by focusing on the relational aspects in the healthcare service interaction. Healthcare
workers should try to build a social and emotional connection with the patient, since this will
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lead to the willingness of patients to co-create with their doctor. Healthcare managers should
hire and train healthcare service providers based on their social and emotional capabilities and
help them in developing emotional intelligence and empathy (Delcourt et al., 2013). Moreover,
regarding the effect of concerted motives, healthcare service providers should try to organize
the service interaction well and to enable patients to easily collaborate with them, by adopting
an open and friendly attitude towards the patients. Managers should encourage healthcare
workers to appreciate patients” input and to make them feel valuable in the co-creation project.
So, for both managers and service providers in healthcare institutions, it will be possible to
engage patients in co-creation when they carefully take into account the relating- and concerted
motives that resulted to be important for patients’ W2C in healthcare.

For the motives that seem not to have impact on patients” W2C in this study, there are
also practical implications for healthcare managers. Individualizing motives have no effect on
patients” W2C, so managers should not explicitly encourage patients to use their own
knowledge and skills and to express their own interests and preferences. The fact that there is
also no effect of empowering motives on patients” W2C in this study, raises a level of concern
for professional services and in particular healthcare services. This is because within healthcare
empowerment is thought to be an important means for increasing patients’” involvement in their
health treatment. However, based on the results of this study, healthcare workers should not
give patients too much control and influence over the co-creation project, because this will not
lead to a higher W2C. Moreover, no or few attention must be paid to stressing ethical guidelines
and transparency, since ethical motives surprisingly have no effect on patients’ W2C. Lastly,
giving patients room for developing skills and knowledge, and for learning things out of
curiosity does not lead to a larger W2C of patients.

In this study, W2C subsequently leads to some specific co-creation behaviors within
healthcare (McColl-Kennedy et al., 2012). By understanding the range of activities that patients
can perform to co-create value and the effort these activities require, healthcare firms can
develop strategies to facilitate and enhance patients in these co-creation activities, especially in
those activities that demand greater effort from patients (Sweeney et al., 2015). Regarding this
effort hierarchy, healthcare workers should do a good job in building a relationship with patients
for high-effort activities to be performed by patients. So, because relating motives have a
positive effect on W2C, this relationship building should be connected with high-effort co-
creation activities, so that these activities will be performed by patients. Therefore, managers
should take into account the effort that is required for a co-creation activity result in a higher

W2C, that in the end will have positive results for both the healthcare worker and patient.
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5.4 Limitations and suggestions for future research

This study represents an initial exploration into the effect of patient motives to co-create on
their W2C, and in turn the effect of this W2C on co-creation behaviors within healthcare. Future
research should further investigate patient motives to co-create for patients’ W2C to replicate
and expand the findings of this study. Namely, this study was the first to investigate motives to
co-create within the healthcare context and further research should be devoted to finding the
same effects in follow-up studies to result in a larger generalizability to the healthcare context.
A greater in-depth understanding of patient motives to co-create, and of W2C and co-creation
behaviors within healthcare should thereby be obtained. Maybe other motives like empowering-
and ethical motives will also play a role in these follow-up studies.

One important limitation of this study is the heterogenous respondent sample, which
was not completely randomly gathered. The respondents at the Huisartsenpost were gathered
randomly, but there was also a part of the sample that consists of fellow students, family, friends
and colleagues of the researcher, who were not selected at random. Therefore, readers of this
master thesis should keep in mind the heterogenous, not randomly gathered sample while
reading the conclusions of this study. The sample of this study made the results limitedly
generalizable, also partly because of the single-context study. On the one hand, the choice was
made to include all kinds of patients with different health conditions into the sample, to result
in a broad generalizability to the healthcare context as a whole, and to not focus on a specific,
exclusive patient group. However, on the other hand, a part of the respondents were not gathered
completely at random for the reason that a convenience sample has been used. Both these
considerations have played a role in this master thesis and need to be taken into account when
reading the results. Concluding, future research should be devoted to investigating patient
motives to co-create within specific patient groups, as for example patients with chronic
diseases or patients with heart problems. This suggestion for future research is based on the
expectation that different motives to co-create within healthcare probably play a role for
different patient groups, according to the health situation patients are in.

Another limitation of this research is that not all PLS requirements were met during the
analysis. In this master thesis, the cut-off points have not been taken very strictly and the
decision was made to continue with the model, regardless of any small methodological defects.
The decision to still continue the analysis was made while being aware that new, non-validated
scales were included in the study that could lower the methodological quality. Therefore, again
readers of this master thesis should keep in mind these methodological considerations while
reading the conclusions and results of this study.
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Given these limitations, further research is encouraged across multiple healthcare contexts on
co-creation motives and W2C to dig deeper into this field. More research should also be done
in the direction of the eight co-creation behaviors within healthcare, because in this study the
focus was more on the motives to co-create instead of on the relationship between W2C and
the co-creation behaviors of McColl-Kennedy et al. (2012). By implementing further empirical
research into these co-creation behaviors, a new dimensional structure could possibly be found
among these eight co-creation behaviors. Maybe some overlapping behaviors could be
combined or other, unforeseen co-creation behaviors within healthcare are at stake and could
be identified. Furthermore, validated measurement scales could then be developed for these co-
creation behaviors within healthcare, because at the moment no existing measurement scales

can be found in the literature for these constructs.
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Appendices

Appendix A — Construct measurements and item loadings
Construct items (Item loading)? (Dijkstra-Henseler’s rho, pa, AVE):

1)

@)

3)

(4)

()

Individualizing motive (based on Berthon and John, 2006; Coelho and Henseler, 2012;
Neghina et al., 2017) (Dijkstra-Henseler’s pa= 0.72, AVE = 44 percent)
During my last healthcare service interaction...

e ... I wanted to express my own interests and preferences (0.54).

e ... I wanted to use my own knowledge and skills (0.77).

e ... | wanted to ensure that the product or service development fits my specific
needs (0.66).

Relating motive (based on Mahmud, 2009; Neghina et al., 2015) (Dijkstra-Henseler’s
pa= 0.80, AVE = 66 percent)
During my last healthcare service interaction...

e ... I wanted to build a good relationship with my service provider (0.89).

e ... I wanted to feel some personal and emotional “click’ with my service provider
(0.92).

e ... I wanted to feel trust and confidence in the competence of doctors (0.61).

Empowering motive (based on Ranjan and Read, 2016; Neghina et al., 2017) (Dijkstra-
Henseler’s pa=0.91, AVE = 81 percent)
During my last healthcare service interaction...

e ... I wanted to exercise control over the co-creation project (0.88).
e ... I wanted to be able to determine how much | want to be involved (0.93).
e ... I wanted to have an influence over the final output (0.90).

Ethical motive (based on Maxham and Netemeyer, 2002; Yi and Gong, 2008; Neghina
et al., 2017) (Dijkstra-Henseler’s pa= 0.69, AVE = 61 percent)
During my last healthcare service interaction...
e ... I wanted to be treated honestly and fairly (0.78).
e ... | wanted to ensure that ethical guidelines are applied during the co-creation
project (0.78).
e ... | wanted to ensure transparency in how the co-creation project is executed
(0.79).

Developmental motive (based on Nambisan and Baron, 2009; Neghina et al., 2017)
(Dijkstra-Henseler’s pa= 0.87, AVE = 78 percent)
During my last healthcare service interaction...

e ... I wanted to develop new knowledge and skills (0.87).
e ... I wanted to gain knowledge about things that are related to this co-creation
project (0.88).
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(6)

()

(8)

(9)

(10)

e ... I wanted to satisfy my curiosity by learning new things during this co-creation
project (0.89).

Concerted motive (based on Karpen et al., 2012; Neghina et al., 2017) (Dijkstra-
Henseler’s pa= 0.82, AVE = 67 percent)
During my last healthcare service interaction...

e ... I wanted to feel that other people working on this co-creation project appreciate
my input (e.g. the doctor, surgeon, nurse) (0.80).

e ... I wanted to feel that the project is well organized (0.72).

e ... lwanted to be able to easily collaborate with other co-creation project members

(e.g. the doctor, or maybe an additional doctor in training) (0.91).

Willingness to co-create (based on Etgar, 2008; Neghina et al., 2017) (Dijkstra-
Henseler’s pa=0.91, AVE = 85 percent)
e To what extent have you been willing to work on this co-creation project (0.88)?
e To what extent have you been willing to invest time into this co-creation project
(0.94)?
e To what extent have you been willing to invest energy into this co-creation project
(0.94)?

Cooperating (based on McColl-Kennedy et al., 2012; Yi and Gong, 2013) (Dijkstra-
Henseler’s pa= 0.94, AVE = 63 percent)
During my last healthcare service interaction...

e ... | accepted the information I have got from the healthcare worker (0.83).

e ... | was compliant with anything | had to do within the service (e.g. taking
medication, being injected) (0.84).

e ... l adequately completed all the expected behaviors (0.72).

e ... | followed the healthcare worker’s directives or orders (0.79).

Collating information (based on McColl-Kennedy et al., 2012; Yi and Gong, 2013)
(Dijkstra-Henseler’s pa= 0.80, AVE = 58 percent)
For my last healthcare service interaction...

e ... I have searched for information on where this service is located. (-)

e ... | have searched for information on what this service offers and what it entails
(0.47).

e ... I have asked others for information on what this service offers. (-)

e ... | have been really good in keeping my diary up to date with when my

appointments are (0.97).

Combining complementary therapies (based on McColl-Kennedy et al., 2012; Yi and
Gong, 2013) (Dijkstra-Henseler’s pa= 0.82, AVE = 83 percent)
If needed for my last healthcare service interaction...

e ... I would have combined exercise with my service treatment (0.93).
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(11)

(12)

(13)

e ... I would have combined diets with my service treatment (0.90).
e ... Il would have combined medication with my service treatment. (-)

Co-learning (based on McColl-Kennedy et al., 2012; Yi and Gong, 2013; Tommasetti,
Troisi, and Vesci, 2015) (Dijkstra-Henseler’s pa= 0.73, AVE = 64 percent)
During/for my last healthcare service interaction...

e ... | have actively sought and shared information from other sources (such as the
Internet, other doctors or health professionals). (-)
... | clearly explained what | wanted the healthcare worker to do. (-)
... | have given the healthcare worker proper information (0.79).
... | have provided necessary information so that the healthcare worker could
perform his or her duties (0.80).
... L answered all the healthcare worker’s service-related questions (0.81).
... If I had a useful idea on how to improve the service, | have let the healthcare
worker know. (-)
e ... if | received good service from the healthcare worker, | have complimented
about it. (-)
... if I experienced a problem, I have let the healthcare worker know about it. (-)

Changing ways of doing things (based on McColl-Kennedy et al., 2012) (Dijkstra-
Henseler’s pa= 0.78, AVE = 61 percent)

If applicable (for example in cases of chronic disease), for my last healthcare service
interaction...

e ... | have managed long-term adaptive changes such as changes in financial
position (e.g. going back to work full- or part time, stop working etc.) (0.83).

e ... I wanted to be involved in activities deliberately targeted to take my mind off
the situation (e.g. holidays, hobbies) (0.91).

e ... | have learnt to put my health problem at the back of my mind and not think

about it (0.56).

Connecting with family and friends, doctors and other health professionals and support
groups (based on McColl-Kennedy et al., 2012; Yi and Gong, 2013) (Dijkstra-
Henseler’s pa= 0.59, AVE = 37 percent)

For my last healthcare service interaction...

e ... | have built and maintained relationships with family and friends (to feel
connected to them) (0.51).
e ... | have built and maintained relationships with my doctor, other health

professionals, and/or support groups (0.66).
During my last healthcare service interaction...

e ... | have been friendly to the employee (0.70).
e ... I have been polite to the employee (0.68).
e ... I did not act rudely to the employee (0.45).
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(14) Co-production (based on Auh, Bell, McLeod, and Shih, 2007) (Dijkstra-Henseler’s pa=
0.62, AVE = 45 percent)
During my last healthcare service interaction...

e ... | have tried to work cooperatively with my healthcare worker (0.80).
e ... | have done things to make my healthcare worker’s job easier (0.52).
e ... lopenly discussed my needs with my healthcare worker to help him/her deliver

the best possible treatment (0.72).
For my last healthcare service interaction...

e ... | have prepared questions before going to an appointment with my healthcare
worker (0.60).

(15) Cerebral activities (based on McColl-Kennedy et al., 2012) (Dijkstra-Henseler’s pa=
0.98, AVE = 95 percent)

During/for my last healthcare service interaction, | engaged in cerebral activities that
contributed to the co-creation of value, such as...

e ... actively hoping (0.97).
e ... positivity seeking (0.98).
e ... sensemaking, like accepting my actual situation (0.97).

Notes: All items are measured using a five-point Likert scale;
aStandardized item loadings are reported; (-) means that there is not reported an item loading, because this item
was deleted during the analysis because of too low factor loadings or cross-loadings.
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Appendix B — Dutch questionnaire
Beste Meneer/Mevrouw,

Allereerst hartelijk dank voor uw deelname aan dit onderzoek. Mijn naam is Lieke Alberts en
ik ben een masterstudent in de richting Marketing. 1k doe onderzoek naar uw ervaringen met
co-creatie binnen de zorg. Co-creatie is een vorm van samenwerken, waarbij ook de patiént
actief participeert in het proces en de uitkomst van zijn of haar behandeling. Co-creatie binnen
de zorg komt bijvoorbeeld tot uiting in: medewerking verlenen bij injecties en medicatie, het
actief verzamelen van informatie over de service en het meedenken voor verbeteringen in de
zorg.

Nu is de vraag aan u als patiént, om uw meest recente zorgbezoek in gedachten te nemen bij
het beantwoorden van de vragen. Dit kan een bezoek geweest zijn aan de huisarts, ziekenhuis,
huisartsenpost, fysiotherapeut of welke zorgprofessional dan ook.

De vragenlijst zal ongeveer 5-10 minuten in beslag nemen. De resultaten zullen volledig
anoniem worden verwerkt en er wordt niet naar uw gezondheidstoestand gevraagd.

Mocht u nog vragen of opmerkingen hebben over het onderzoek of het resultaat willen
vernemen, neem dan gerust contact met mij op (06-11765464, lieke alberts 20@hotmail.com).

Bij voorbaat dank,
Lieke Alberts

1. Hoe lang geleden was uw laatste zorgbezoek? (schatting)
o Binnen de afgelopen 6 maanden
o0 Binnen het afgelopen jaar
o0 Langer dan een jaar geleden
2. Waar was dit laatste zorghezoek?
0 Huisarts
Ziekenhuis
Huisartsenpost / Spoedeisende Hulp
Fysiotherapeut
Anders, namelijk:
Dit wil ik liever niet beantwoorden.

O O0OO0OO0Oo

In hoeverre vond u het tijdens uw laatste zorgbezoek belangrijk...

Enigszins Redelijk Zeer
Onbelangrijk belangrijk belangrijk Belangrik belangrijk

... uw eigen belangen en voorkeuren te uiten?
... uw eigen kennis en vaardigheden toe te passen?

.. dat de zorgbehandeling uw specifieke behoeften vervulde?

In hoeverre vond u het tijdens uw laatste zorgbezoek belangrijk...

Enigszins Redelijk Zeer
Onbelangrijk belangrijk belangrijk Belangrijk belangrijk

... 8en goede relatie met uw zorgverlener op te bouwen?
.. een sociale en emotionele connectie met uw zorgverlener te voelen?

... dat u de zorgverlener kon vertrouwen?


mailto:lieke_alberts_20@hotmail.com

In hoeverre vond u het tijdens uw laatste zorgbezoek belangrijk...

... controle uit te oefenen over de zorgbehandeling?
.. te kunnen bepalen hoeveel u betrokken wilde zijn?

.. Invloed te hebben op de uiteindelijke zorghehandeling?

In hoeverre vond u het tijdens uw laatste zorgbezoek belangrijk...

... om eerlijk behandeld te worden?

.. dat er ethische richtlijnen toegepast werden (zoals autonomie, niet schaden,
weldoen en rechtvaardigheid)?

.. dat er sprake was van transparantie (zoals inzage in de risico's, kosten en
mogelijke complicaties van de behandeling)?

In hoeverre vond u het tijdens uw laatste zorgbezoek belangrijk...

..om nieuwe kennis en vaardigheden te ontwikkelen?

..om nieuwe kennis op te doen over dingen die gerelateerd zijn aan dit zorghezoek?

..om nieuwe dingen te leren vanuit nieuwsgierigheid?

In hoeverre vond u het tijdens uw laatste zorgbezoek belangrijk...

.. dat uw input gewaardeerd werd door de zorgverlener?
.. dat het zorgbezoek goed georganiseerd was?

... dat u makkelijk samen kon werken met de zorgverlener?

Enigszins Redelijk Zeer
Onbelangrijk belangrijk belangrijk Belangrijk belangrijk

© © © O] ©

© © © O] ©

© © © O] ©
Enigszins Redelijk Zeer

Onbelangrijk belangrijk belangrijk Belangrijk belangrijk

© © @] © @]

© © @] © @]

O] o @ o o
Enigszins Redelijk Zeer

Onbelangrijk belangrijk belangrijk Belangrijk belangrijk

© © © © ©

© © © © ©

o o o o o
Enigszins Redelijk Zeer

Onbelangrijk belangrijk belangrijk Belangrijk belangrijk

© © © © ©
@ @ @ @ @
© © © © ©

Als u terugkijkt op uw laatste zorgbezoek, in welke mate was u toen bereid om...

.. samen te werken met de zorgverlener?
.. tijd te investeren in samenwerking met de zorgverlener?

.. energie te investeren in samenwerking met de zorgverlener?
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bereid bereid bereid Bereid bereid
© © Q © ©
© © Q © ©
© © Q © ©



In hoeverre bent u het eens met onderstaande stellingen? (geen antwoord is goed of fout, het gaat om
uw persoonlijke ervaringen)

Tijdens mijn laatste zorgbezoek...

Helemaal Helemaal
oneens Oneens Neutraal Eens eens

.. accepteerde ik de informatie die ik kreeg van de zorgverlener. @] @] @] @] (@]

... hield ik me aan de aanwijzingen van de zorgverlener (bijv. medicijnen innemen,

geinjecteerd worden). - - - - -
... heb ik keurig alles gedaan wat de zorgverlener van mij verwachtte. @) @) @) @) @)
.. volgde ik de instructies en voorschriften op van de zorgverlener. @) @) @) @) @)
In hoeverre bent u het eens met onderstaande stellingen?
Voorafgaand aan mijn laatste zorghezoek...

Helemaal Helemaal

oneens Oneens Neutraal Eens  eens

.. heb ik informatie gezocht over waar deze zorgbehandeling plaatsvindt. (@] (@] (@] @) (@]
.. heb ik informatie gezocht over wat deze zorgbehandeling inhoudt (bijv. wat een . . _ _ _
echo of rontgen inhoudt). @ @ © © ©
.. heb ik anderen gevraagd over wat deze zorghehandeling inhoudt. @) @] (@) Q @]
... heb ik mijn agenda goed up-to-date gehouden met wanneer mijn zorgafspraken .

- Jn ag g p g J garsp ™~ ™~ @ @ @
zijn.

In hoeverre bent u het eens met onderstaande stellingen?
Helemaal Helemaal

oneens Oneens Neutraal Eens eens

Indien het nodig geweest zou zijn voor mijn zorgbehandeling om meer te bewegen,

dan zou ik dat gedaan hebben. - v v v v
Indien het nodig geweest zou zijn voor mijn zorgbehandeling om een dieet te
volgen, dan zou ik dat gedaan hebben. - - - - -
Indien het nodig geweest zou zijn voor mijn zorgbehandeling om medicatie te

o o o o o

gebruiken, dan zou ik dat gedaan hebben.
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In hoeverre bent u het eens met onderstaande stellingen?

Tijdens/voor mijn laatste zorgbezoek...

.. heb ik actief informatie via andere bronnen gezocht en gedeeld (bijv. het
internet, andere dokters of zorgprofessionals).

.. heb ik duidelijk uitgelegd wat ik wilde dat de zorgverlener zou doen.
.. heb ik de zorgverlener gepaste informatie gegeven.

.. heb ik de noodzakelijke informatie verschaft zodat de zorgverlener zijn/haar
werk kon doen.

.. heb ik alle zorg-gerelateerde vragen van de zorgverlener beantwoord.

.. heb ik de zorgverlener laten weten als ik een bruikbaar idee had om de zorg te
verbeteren.

.. heb ik de zorgverlener een compliment gegeven indien ik goede service heb
ontvangen.

.. heb ik de zorgverlener laten weten als ik een probleem ervaarde.

In hoeverre bent u het eens met onderstaande stellingen?

Indien toepasselijk voor mijn zorgbehandeling (bijv. in het geval van chronische ziekte)...

... zou ik de nodige veranderingen doorgevoerd hebben, zoals veranderingen in
financiéle positie (bijv. weer gaan werken, minder gaan werken of stoppen met
werken).

.. zou ik deelgenomen hebben aan activiteiten die mijn gedachten van de situatie
afhouden (zoals vakanties, hobby's etc.).

.. Zou 1k geprobeerd hebben niet teveel te denken aan mijn gezondheidssituatie.

In hoeverre bent u het eens met onderstaande stellingen?

Mijn zorgbehandeling heeft ertoe geleid dat ik...

.. actief heb geprobeerd relaties met vrienden en familie op te bouwen en te
onderhouden (bijv. om me verbonden tot hen te voelen).

.. actief heb geprobeerd relaties met dokters, andere zorgprofessionals en
steungroepen op te bouwen en te onderhouden.

Tijdens mijn laatste zorghezoek...

.. ben ik vriendelijk tegen de zorgverlener geweest.
.. ben ik beleefd tegen de zorgverlener geweest.

.. heb ik me niet onbeschoft gedragen tegen de zorgverlener.
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In hoeverre bent u het eens met onderstaande stellingen?

Tijdens mijn laatste zorgbezoek...

Helemaal Helemaal
oneens Oneens Neutraal Eens eens

-. heb ik geprobeerd goed samen te werken met mijn zorgverlener.
.. heb ik geprobeerd het de zorgverlener makkelijker te maken.

.. heb ik openlijk mijn wensen met de zorgverlener besproken om hem/haar de
best mogelijke behandeling te laten uitvoeren.

Voorafgaand aan mijn laatste zorgbezoek...

Helemaal Helemaal
oneens Oneens Neutraal Eens eens

.. heb ik vragen voorbereid voor de zorgverlener.

Indien toepasselijk voor mijn zorgbehandeling (mogelijk in het geval van chronische ziekte), heb ik actief
geprobeerd om...

Helemaal Helemaal Niet van
oneens Oneens Neutraal Eens eens  toepassing

... te blijven hopen.
... positiviteit te zoeken.

... Zin te geven aan mijn situatie (zoals het accepteren van mijn werkelijke
situatie).

Kunt u tenslotte nog even deze vragen over uzelf beantwoorden:
1. Wat is uw geslacht?

o Man
o Vrouw
o Anders
2. Wat is uw leeftijd?
0]

3. Hoe vaak bezoekt u gemiddeld een huisarts, ziekenhuis, of een andere zorgprofessional?
0 0-3 keer per jaar
0 3-6 keer per jaar
0 6-10 keer per jaar
0 Meer dan 10 keer per jaar
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