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ABSTRACT 

 

A new perspective in service literature rooted in a service-dominant logic suggests that 

health care customers, instead of merely adhering to medical instructions, can actively 

contribute and cocreate value with a broad range of actors in their service network. To 

date, research on customer value cocreation has primarily focused on discrete 

activities, such as comply and coproduce, or specific aspects of value cocreation, such 

as customer participation in service encounters, and the range of activities has not been 

fully delineated, limiting our understanding of how customers cocreate value for 

themselves and for others in complex service contexts. Therefore, this project sought 

to examine an extended range of customer value cocreation activities to identify 

different types of activities and customer value cocreation practice styles in a chronic 

healthcare context, and to explore the antecedents and outcomes of such activity types. 

The thesis builds on a series of three empirical papers that used both qualitative and 

quantitative methods. In line with the overall research objectives, the first paper used 

qualitative approaches (focus groups and in-depth interviews) and content analysis to 

identify the range of value cocreation activities customers undertake and developed a 

typology of customer value cocreation activities, including mandatory (customer), 

mandatory (customer or organisation), voluntary in-role and voluntary extra-role 

activities. Some key psychological drivers were suggested (health locus of control, 

optimism, self-efficacy, regulatory focus and expected benefits), and the associations 

between different activity types and quality of life outcomes (physical, psychological, 

existential and social well-being) were explored. 
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Based on the extended set of value cocreation activities identified, the second paper 

used survey data obtained from health care customers across five prevalent chronic 

health conditions (cancer, diabetes, heart diseases, asthma and arthritis) to identify 

customer value cocreation practice styles. Results of cluster and discriminant analyses 

revealed five distinct styles based on the combinations of activities customers 

undertake, namely highly active, other-oriented, provider-oriented, self-oriented, and 

passive compliant. This paper indicated that customer value cocreation practice styles 

can be best differentiated not according to the types of activities or the activities’ levels 

of difficulty but rather on the basis of the combinations of activities undertaken with 

different actors, suggesting how each style can be supported resource-wise. 

Differences in various quality of life and satisfaction aspects across customers 

adopting different styles were also evident. 

The third paper used survey data to examine the impacts several types of resources 

had on customers’ efforts in four types of activities and the impacts efforts had on their 

quality of life. Based on a number of resources driving customer mandatory and 

voluntary value cocreation suggested in the qualitative stage (e.g. psychological, 

clinical and social resources), a conceptual model was developed and then tested using 

PLS-SEM. The findings confirmed the links between clinical resources and mandatory 

activities and between social resources and voluntary activities. Psychological 

resources had the greatest impacts on customer efforts across the whole range of 

activities. Value cocreation effort in each activity type contributed to quality of life 

differently, with voluntary activities having the greatest impacts on quality of life. 

This project contributes to the transformative service research agenda and responds to 

the call for research to promote better marketing for a better world. It offers additional 
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insights into the micro-foundations of customer value cocreation by developing a more 

nuanced categorisation of customer value cocreation activities beyond the customer-

provider dyad that captures activities generating benefits for a broader range of actors, 

leading to novel insights into how customers’ value cocreation efforts across different 

types can be facilitated by pulling together an array of resources. It also advances the 

understandings of the underlying heterogeneity of customer value cocreation and its 

implications to outcomes, the networks of resources integrated into customer value 

cocreation processes that help them take a higher level of responsibility in an unsought 

service, and the transformative potentials of different types of customer value 

cocreation activities. In addition to its contributions to the services marketing 

literature, the project also adds to medical research by unfolding a more 

comprehensive framework for chronic illness management. 
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INTRODUCTION 

 

While prior research suggests customer’s efforts in value cocreation activities vary, 

our understanding of different types of activities, their drivers and contributions to 

service outcomes remains sparse, warranting further investigation. This thesis, 

therefore, identified different types of customer value cocreation activities and value 

cocreation practice styles, as well as the antecedents and outcomes of such activity 

types among chronic health customers. This chapter provides a background to the 

research project and a justification for the chosen context and research objectives. It 

also highlights the project’s significance and originality before concluding with some 

delimitations to the research and an overview of the structure of the thesis. 

1.1 A background to the research 

1.1.1 The research problem 

Service scholars and practitioners have acknowledged that customers’ active 

engagement in value cocreation activities contributes to service outcomes, which can 

result in increased perceived value (e.g. Akman et al. 2019), improved customer 

satisfaction (e.g. Gallan et al. 2013) and enhanced well-being for the individuals 

involved (e.g. McColl-Kennedy et al. 2017b) or for the service ecosystem as a whole 

(Frow et al. 2016). Consequently, understanding the nature of customer value 

cocreation activities, as well as their antecedents and outcomes, are service research 

priorities (Ostrom et al. 2015).  
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Traditionally, customers have been viewed as passive recipients of service 

organisations’ offerings (Payne et al. 2008). However, this view has changed to 

recognising the customer as an active contributor to the service, consistent with 

service-dominant logic (S-D logic) (Vargo and Lusch 2004). Value cocreation is a 

central tenet of S-D logic, representing customers’ contributions to service outcomes 

and, ultimately, to their well-being (Vargo and Lusch 2016). Generally, customer 

value cocreation refers to the “benefit realised from integration of resources through 

activities and interactions with collaborators in the customer’s service network” 

(McColl-Kennedy et al. 2012, p. 374). In other words, customers are value cocreators 

in collaboration with network partners, including market-facing, public and private 

actors (Vargo and Lusch 2016). While research on professional and complex service 

contexts, such as medical, legal and financial services, has previously argued for the 

primary role of professional expertise in determining service outcomes (Abbott 1988; 

Von Nordenflycht 2010), recent service research suggests this view needs to be 

changed, as customers have greater control of their own experiences (McColl-

Kennedy et al. 2015b) and service outcomes (Sweeney et al. 2015), enhancing the 

importance of investigating customer value cocreation in such complex contexts. 

Research has shown customers cocreate value differently, as not all customers make 

an effort to cocreate value to the same extent (McColl-Kennedy et al. 2017c). While 

customer value cocreation can have positive impacts on outcomes, substantial 

variations in value cocreation effort are evident (Sweeney et al. 2015). Not 

surprisingly, therefore, there has been a call for further research into how customers 

might broaden their roles and become more active (Danaher and Gallan 2016; McColl-

Kennedy et al. 2015b; Ostrom et al. 2015), particularly in transformative service 

contexts (Kuppelwieser and Finsterwalder 2016). Consequently, this project was 
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undertaken to provide additional insights into customer value cocreation in complex 

service settings that have the potential to create uplifting changes in people’s well-

being. The next sections provide some justifications for the chosen research context. 

1.1.2 Health care as a research context 

In order to obtain insights into customer value cocreation in complex service settings, 

health care service, which is “a fertile field for service research” (Berry and Bendapudi 

2007, p. 111), was chosen as the project’s context. While customer value cocreation 

is crucial for successful service outcomes across a wide range of services, it is 

particularly pertinent to professional services that have a high level of complexity (i.e. 

“include a large number of features that interact in a nonsimple way” (Mikolon et al. 

2015, p. 514). Failure to adhere to experts’ advice is a major problem in professional 

services, which can compromise customers’ well-being (Wang and Yim 2019). 

Traditionally, health care customers (the term “health care customers” is used in this 

thesis to refer to patients) were considered to be passive receivers of health care 

services, as their responsibilities largely included attending medical consultations, 

cooperating with health professionals and adhering to treatment regimes (Berry and 

Bendapudi 2007). However, researchers and health practitioners have acknowledged 

the limitations passive customers’ roles can have on the development of effective 

health care services (Hardyman et al. 2015). Indeed, customers’ resources and effort 

are critical to service outcomes in health care contexts. The management of customers’ 

health conditions requires a high level of inputs in a range of activities, as health 

activities are often the responsibility of individual customers (Creer and Holroyd 

2006; Michie et al. 2003). 
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While the health care literature has embraced the more active roles health care 

customers can play through recent health care practices, such as patient-centred care 

(e.g. Michie et al. 2003), collaborative care (e.g. Von Korff et al. 1997), patient 

empowerment (e.g. Anderson and Funnell 2005) and patient participation (e.g. 

Longtin et al. 2010), such approaches primarily focus on the professional-customer 

dyad, neglecting many activities taking place in the customer’s sphere. Indeed, a 

“customer is an active cocreator of value and a collaborator in care, albeit to varying 

extents, depending on how the customer perceives the benefits” (McColl-Kennedy et 

al. 2017c, p. 10). Customers are expected to play more active roles in managing their 

own health by engaging in a wide range of activities outside their direct contact with 

health professionals and by contributing various types of resources that might improve 

their well-being (Anderson et al. 2018; McColl-Kennedy et al. 2017b). 

Even though it is widely accepted that undertaking value cocreation activities is 

desirable due to its potential benefits (McColl-Kennedy et al. 2017c; Sweeney et al. 

2015), being active in a health care service can be a challenge for many customers. 

Health care is a professional service with a high level of complexity. Unlike want-

based services, in which customers actively choose to consume for hedonic benefits, 

health care is classified as a need-but-not-want service (Berry and Bendapudi 2007), 

characterised by high emotions with intense feelings (Berry et al. 2015). Health care 

customers are special customers who are often reluctant to adhere to expert advice 

(Seiders et al. 2015). They may feel stressed and not well physically, mentally or 

emotionally. Customers’ expectations about and reactions to a ‘negative service’ may 

be substantially different to those of a neutral or positive service (Miller et al. 2009).  
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Due to the vulnerable nature of health care customers, along with expertise asymmetry 

between doctors and patients, such customers can find it challenging to be effective 

value cocreators (Berry 2019), which may result in negative consequences for their 

well-being. A feeling of powerless and a perceived lack of control over their health 

conditions and the service process may make them become passive and reluctant and 

neglect the maintenance of their health (McColl-Kennedy et al. 2017a). 

While there might be circumstances in which customers opt to utilise health care 

services in the quest to proactively prevent illness rather than to improve their health 

or manage diseases, the present research project focused on people with chronic 

illnesses (cancer, heart diseases, diabetes, asthma and arthritis), as such prolonged and 

complex conditions require them to consistently put effort into an extensive range of 

activities (Spanjol et al. 2015). In addition, the management of chronic illnesses 

extends beyond a particular health service setting to includes activities undertaken 

during customers’ daily lives (McColl-Kennedy et al. 2012). Indeed, their health 

management journey involves an ongoing series of events rather than a single touch-

point (Berry 2019). It often includes a range of prolonged and repeated activities, a 

high level of uncertainty and the extended influences of multiple structural and 

individual factors (Nakata et al. 2019). As many customers’ activities are performed 

outside doctors’ control, medical professionals are often not able to closely monitor 

customers’ daily activities or how well they follow treatment protocols. Consequently, 

service outcomes and the subsequent well-being of health care customers are affected 

not only by how well they perform required tasks during service encounters within the 

clinic but also by how well they manage different aspects of their lives outside the 

clinic, making it an interesting context within which to examine a wide range of value 

cocreation activities.  
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Importantly, these activities may vary substantially in their levels of difficulty 

(Sweeney et al. 2015). In order to successfully fulfil their responsibilities, customers 

are likely to need multiple resources (e.g. personal resources such as knowledge and 

skills) (Lorig and Holman 2003), as well as those supplied by network partners, such 

as health professionals, family and friends. People lacking necessary skills, knowledge 

and support may not be able to handle a large amount of information and, 

subsequently, may perceive greater service complexity (Patterson et al. 1997), which 

may be a barrier to their participation during service encounters and reduce their effort 

in the self-management of their illness. Consequently, health care, which is clearly a 

complex service involving multiple actors with the customer at the centre (Sweeney 

et al. 2015), is a particularly important context within which to investigate customer 

value cocreation. 

1.1.3 Research gaps 

As discussed in section 1.1.2, service scholars have identified a number of customer 

value cocreation activities, including activities in interactions with other actors in the 

customer’s service network, as well as self-generated activities (McColl-Kennedy et 

al. 2012). While prior research mainly focused on activities intended to benefit the 

focal customer (e.g. McColl-Kennedy et al. 2017b; McColl-Kennedy et al. 2012; 

Sweeney et al. 2015), customers may engage in voluntary activities that benefit other 

actors in the service system (e.g. service providers and other customers) (Frow et al. 

2016; Gong and Yi 2019; Sharma et al. 2017) that may eventually contribute to their 

own well-being. The full range of customer value cocreation activities in a health care 

context has not been fully delineated, creating the first research gap addressed within 

this research project. 
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The second gap concerns the categorisation of the range of customer value cocreation 

activities. Prior studies categorised activities based on where they took place (e.g. 

within organisation, outside organisation and self-generated activities, as in Sweeney 

et al. (2015)), or their purpose (e.g. a customer’s in-role or extra-role activities, as in 

Yi and Gong (2013)). While there is no consensus as to how such activities should be 

categorised, it is clear they are different in nature, suggesting examining activities of 

different types is likely to provide deeper insights into customer value cocreation when 

compared to using a composite measure to reflect customer effort in value cocreation 

(e.g. Sweeney et al. 2015). Hence, there is an opportunity to develop a more extensive 

and nuanced categorisation of customer value cocreation activities that are useful for 

practitioners and researchers alike. 

Third, while there is substantial variation in the value cocreation roles customers are 

willing and able to play (McColl-Kennedy et al. 2017c), the empirical evidence on the 

underlying factors differentiating such roles is limited. It is crucial to address this gap, 

as such differences have significant implications for service outcomes. Further, 

understanding the characteristics of various customer groups would help in tailoring 

interventions to target those with greater needs for education and support (Bartlett et 

al. 2020). Research has endeavoured to derive providers’ resource integration styles 

based on various activity dimensions (e.g. Ng et al. 2016), yet little is known about 

customers’ practice styles to integrate resources and cocreate value. The identification 

of customer value cocreation practice styles based on the extended range of activities 

reflecting customers’ varying preferences should provide useful insights from a 

theoretical and practical perspective in identifying, managing and supporting such 

customer groups. 
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The fourth research gap relates to the factors underlying a customer’s ability to assume 

a more active role (McColl-Kennedy et al. 2015b). Even though customers’ activities 

are greatly influenced by the resources available to them (Engström and Elg 2015), 

the types of resources customers bring to the service and their impacts on value 

cocreation processes are under-researched (McColl-Kennedy et al. 2015b). While it 

has been noted that customers’ resource endowments or deficiencies determine the 

activities they carry out and shape the types of support they need from other actors 

(Ng et al. 2019), prior research has not adequately taken the nature of “reluctant 

customers” into account to derive a holistic support network for health care customers.  

Health care customers’ expectation and behaviour may differ substantially from other 

types of service (McColl-Kennedy et al. 2017c). While more responsibilities might be 

shifted to health care customers, some may prefer to be passive so as to reduce their 

use of cognitive resources, effort and anxiety (Zainuddin et al. 2013). Even when 

customers can contribute to a service and its ultimate outcomes, they may not perform 

the necessary activities due to the undesirability or complexity of the activities 

(Spanjol et al. 2015) or because they do not think it is their job (McColl-Kennedy et 

al. 2015b). Due to the vulnerable nature of health care customers, as well as the 

expertise asymmetry in this professional service (von Nordenflycht 2010), it is a 

challenge for health care customers to effectively engage in some types of activities. 

Consequently, there is a need to explore the range of resources that might help these 

reluctant customers undertake a broader range of value cocreation activities. 

Finally, some value cocreation activities appear to be more difficult than others and, 

so, require more customer effort (Sweeney et al. 2015). However, whether more 

effortful activities lead to improved outcomes is still a question (McColl-Kennedy et 
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al. 2015b). As activities can be categorised as different types that reflect their varying 

natures, they may make differential contributions to a customer’s quality of life, an 

issue that has received limited empirical attention to date.  

1.2 Research objectives 

The primary aim of this project was to provide insights into different types of customer 

value cocreation activities and practice styles, as well as antecedents and outcomes of 

such activity types among chronic health customers. This aim led to a number of 

general research questions, namely, in a chronic illness context: 

RQ1. What types of value cocreation activities do customers undertake? 

RQ2. a. What value cocreation practice styles do customers adopt? 

b. How do customers adopting different styles differ in terms of their 

desired outcomes? 

RQ3. What resources drive different types of customer value cocreation activities? 

RQ4. To what extent does customers’ undertaking of various types of value 

cocreation activities influence their quality of life? 

The thesis builds on a series of three empirical papers that used both qualitative and 

quantitative methods to address these research questions, which are presented in 

Chapters 3 to 5. While each paper addresses its own research objectives, each 

empirical study sought to answer some of these research questions.  

The qualitative phase was undertaken to obtain a holistic understanding of the chronic 

illness context so as to identify the manifestations of the constructs of interest (e.g. 
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customer value cocreation activities, resources and quality of life outcomes) in such 

contexts. Focus groups and in-depth interviews were used to gain initial insights, based 

on which the key relationships of interests were identified and tested using survey data 

obtained in the quantitative phase of the project. The specific objectives of each paper 

and some relevant findings are discussed in subsequent paragraphs. 

Paper 1: Customer value cocreation activities: An exploration of psychological 

drivers and quality of life outcomes 

In order to understand customer value cocreation in the present research context, an 

extensive and nuanced categorisation of customer value cocreation activities needed 

to be developed first, as such a typology would allow an investigation of an extended 

range of activities customers might undertake to cocreate value. Thus, the first paper 

attempted to explore: 

 The range of customer value cocreation activities across mandatory and 

voluntary activities so as to develop a typology of such value cocreation 

activities. 

 The psychological drivers of customers undertaking such value cocreation 

activities. 

 The associations between types of value cocreation activities and aspects of a 

customer’s quality of life. 

This qualitative paper (chapter 3) addressed Research Questions 1, 3 and 4. The results 

suggested four types of such activities, including mandatory (customer), mandatory 

(customer or organisation), voluntary in-role and voluntary extra-role activities. The 

findings also proposed some key psychological drivers (health locus of control, 

optimism, self-efficacy, regulatory focus and expected benefits) and quality of life 
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outcomes (physical, psychological, existential and social well-being) of customer 

value cocreation.  

Paper 2: Does well-being differ across customer value cocreation practice styles? 

An empirical study in a chronic health context 

As customers cocreate value differently, it is crucial to understand their underlying 

heterogeneity and its implications to outcomes. This paper primarily addressed this 

issue by answering Research Questions 2a and 2b. Based on the range of customer 

value cocreation activities identified in Paper 1, Paper 2 attempted to: 

 Identify value cocreation practice styles based on the combinations of activities 

customers undertake. 

 Examine how customers adopting different practice styles differed in their 

quality of life and satisfaction with various aspects of service. 

Five customer practice styles (highly active, other-oriented, provider-oriented, self-

oriented and passive compliant) were found. While a moderate to high level of such 

activities is often recommended, as it is associated with higher levels of physical, 

psychological, existential and social well-being and customer satisfaction, the results 

also suggested there was no single ideal style, as different styles seemed to be 

associated with similar levels of outcome with respect to certain domains.  

Paper 3: Customer effort in mandatory and voluntary value cocreation: A study in 

a health care context 

This paper addressed Research Questions 3 and 4 by examining: 

 The impacts resources had on customer effort in different types of value 

cocreation activities. 
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 The impacts customer effort in different types of activities had on quality of 

life. 

Data from customers with one or more of five chronic health conditions (cancer, 

diabetes, heart diseases, asthma and arthritis) were collected through an online survey 

so as to examine the impacts clinical, personal network and psychological resources 

had on customers’ value cocreation efforts. While clinical resources helped mandatory 

activities and personal network resources facilitate voluntary activities, psychological 

resources had greater impacts on customer effort across the whole range of activities. 

Effort in each activity type contributed to quality of life differently, with voluntary 

activities having the greatest impacts on quality of life.  

1.3 Significance and originality of the research project 

It is critical for service researchers to develop “knowledge that benefits organisations 

and broader society to create a better world” (Bolton 2020, p. 4). Healthcare systems 

around the world are facing immense challenges caused by demographic shifts (e.g. 

increasing elderly population and the prevalence of chronic illnesses), economic 

constraints and the lack of people-centred care (Patrício et al. 2020). In light of the 

major changes that the health care industry is facing, advancing health care service 

research can create real differences in people’s lives (Danaher and Gallan 2016). 

Theoretically, the research project responded to the calls for further insights into the 

micro-foundations of customer value cocreation (e.g. Conduit and Chen 2017), 

different types of customer activities (e.g. Dong and Sivakumar 2017), resources that 

help customers take a higher level of responsibility in unsought service contexts (e.g. 

McColl-Kennedy et al. 2015b; McColl-Kennedy et al. 2017c) and the transformative 

potentials of customer value cocreation (e.g. Kuppelwieser and Finsterwalder 2016; 
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Ostrom et al. 2015). Managerially, the research project contributed useful insights 

from a services marketing perspective into the ways more integrated person-centred 

care approaches to health service delivery might be designed (Keeling et al. 2018). 

The research project made several original contributions to the value cocreation and 

transformative services literature. The first contribution relates to the development of 

a more nuanced categorisation, or typology, of customer value cocreation activities 

beyond the customer-provider dyad that captures activities generating benefits for a 

broader range of actors. Such a categorisation across various mandatory and voluntary 

activities has important theoretical and practical implications. Several customer 

subgroups who cocreate value differently through distinct practice styles were 

empirically derived from the extended set of activities, providing additional insights 

into the heterogeneity presents in the ways in which customers cocreate value. 

Second, as little is known about how customers manage their own resources to attain 

desired outcomes (Dorsch et al. 2017) or the factors underlying customers’ willingness 

to become active resource integrators in negative service settings (McColl-Kennedy 

et al. 2017c), the research project also contributed to our understanding of the roles 

resources play by examining how customer resources (e.g. psychological resources) 

facilitated their undertaking of value cocreation activities. The findings broadened our 

understanding of the network of resources that are integrated into customer value 

cocreation processes and provided meaningful insights into how to encourage 

customers to undertake activities that are more effortful and, in some cases, voluntary 

yet essential to their quality of life. 

Finally, the project investigated the links between value cocreation activities and a 

number of quality of life dimensions, which has been neglected in both health care and 
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the services literature. Well-being metrics, such as quality of life, physical and mental 

well-being, have been recently embraced as key marketing outcomes (Black and 

Gallan 2015; Uysal et al. 2020) that go beyond the more traditional focus on customer 

satisfaction or loyalty. By examining these outcomes, the thesis provides unique 

insights into how customers might improve their quality of life by performing a range 

of value cocreation activities. Such insights help strengthen the suggested link between 

value cocreation and well-being. Thus, this research is in line with the transformative 

service research priority (Ostrom et al. 2015) that “centres on creating uplifting 

changes and improvements in the well-being of consumer entities: individuals 

(consumers and employees), communities, and the ecosystem” (Anderson et al. 2013, 

p. 1204), particularly in health services contexts. 

1.4 The scope of the study and some delimitations 

This thesis has several delimitations. First, although customers may integrate 

resources from a wider range of actors at a meso or macro levels of the health care 

ecosystem, such as government agencies and professional associations (Frow and 

Payne 2018; Rossi and Tuurnas 2021), and collaborations between actors might also 

influence customer value cocreation, this research project adopted a micro-level 

perspective to value cocreation and focused on customers’ interactions with their 

immediate social network (e.g. health professionals, family and friends and other 

health care customers). Further, while positioning the project within the transformative 

research agenda, the thesis focused on well-being at an individual level (i.e. customer) 

rather than at a service ecosystem or collective well-being level (e.g. Frow et al. 2019; 

Gallan et al. 2019; Leo et al. 2019). 
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Second, this thesis did not try to include related, but distinct, theoretical concepts that 

have emerged from the introduction of the service-dominant logic or service-logic 

approaches, such as customer engagement (Brodie et al. 2011; Hollebeek et al. 2019) 

and customer participation in service co-development (Blut et al. 2020; Chang and 

Taylor 2016). However, coproduction and customer participation in service 

production and delivery were treated as subcategories of value cocreation activities. 

Arguments for this inclusion are provided in section 2.2.1. 

1.5 The structure of the thesis 

The thesis has six chapters, including this introductory chapter. A background 

literature review highlighting the key relevant theoretical areas is provided in Chapter 

2. The three empirical papers (presented in Chapters 3 to 5) make up the main body of 

the thesis. Each of these chapters includes an abstract and introduction, theoretical 

background, research methods, findings, discussion and implications sections. As each 

manuscript was prepared in line with the author’s guidelines of the relevant 

publication outlets, each chapter has its own style and structure. The last chapter 

(Chapter 6) concludes the thesis with a general discussion and some implications of 

the research project. Chapters 3 and 5 were published in the Journal of Service Theory 

and Practice and Journal of Services Marketing, respectively, while Chapter 4 has been 

accepted for publication by the European Journal of Marketing. 
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A BACKGROUND LITERATURE REVIEW 

 

This chapter provides a brief literature review that should be helpful in understanding 

the research questions and complements the theoretical background presented in the 

three papers that follow. First, it covers the shift from a goods-dominant logic to a 

service-dominant logic to explain why the latter approach served as the main 

theoretical underpinning for this project. The changing roles of customers that are 

rooted in service-dominant logic and value cocreation are also discussed. The chapter 

then highlights the project’s three key concepts and theoretical areas, including 

customer value cocreation activities, resources and quality of life. It should be noted, 

however, that each of the papers, which are presented in Chapters 3 to 5, has its own 

literature review that covers the key constructs and theories that are relevant to each 

empirical study.1 

2.1 Service-dominant logic and customers’ changing roles  

Within traditional goods-dominant logic, goods, or tangible outputs, are the 

fundamental basis of economic and social exchange (Vargo and Lusch 2004), which 

suggests value is created by an organisation and exchanged with customers for money 

or other benefits (Grönroos 1982; Normann 1984). Consequently, value in this logic 

is evaluated by a customer based on the perceived trade-off between benefits and costs 

(Zeithaml 1988). 

                                                 
1 There are some degrees of overlap between this chapter and the theoretical background of the three 

empirical papers in the subsequent chapters. However, it was seen as essential to have this broad 

background literature review upfront to lay a theoretical foundation for the research project. 
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Since the birth of the Twenty First Century, the newly emerged service-dominant logic 

approach argues value is not solely created by a provider. Rather, it is cocreated by 

providers and customers (Vargo and Lusch 2004; Vargo and Lusch 2008). In other 

words, value should be understood as value-in-use, which can only be offered by 

providers and then realised by beneficiaries (e.g. customers) in use, which is always 

contextual (Vargo and Lusch 2008). Thus, value cocreation is an essential premise of 

the argument for customers’ active participation (Chan et al. 2010; Mustak et al. 2016; 

Payne et al. 2008). Even though the idea of customers’ contribution of inputs to 

production and delivery is not new (e.g. Bitner et al. 1997; Dabholkar 2015; Kelley et 

al. 1990), S-D logic emphasises that customers are not passive recipients of 

organisations’ offerings but should be considered as cocreators and the ultimate 

determiners of value for themselves (Vargo and Lusch 2004; Vargo and Lusch 2008).  

Value cocreation is a central concept in the S-D logic literature and has attracted 

research attention over the past decade. Indeed, value cocreation is considered to be a 

key research priority (Ostrom et al. 2015). There are a range of conceptualisations of 

value cocreation. For example, McColl-Kennedy and Cheung (2018, p. 70) defined 

value cocreation as “the integration of resources from a range of sources by multiple 

actors, always involving the customer, to realise benefit in use for the beneficiaries 

involved in a given context”, while Vargo and Lusch (2016, p. 8) referred to value 

cocreation as “the actions of multiple actors, often unaware of each other, that 

contribute to each other’s wellbeing”. These conceptualisations suggest value 

cocreation has a much broader scope and involves more actors than coproduction, as 

the latter refers to customers’ participation in the creation of an organisation’s 

offerings or value propositions (Vargo and Lusch 2016).  



18 
 

Vargo and Lusch (2016) further suggested value cocreation is a multi-actor 

phenomenon involving multiple reciprocal-service providing actors. Hence, there 

should not be a strict distinction between producers and customers, as value is realised 

through resources integration involving the interactions and activities of multiple 

actors, always including the beneficiaries, but moving beyond the focal organisation - 

customer dyad to include a range of market-facing, public and private actors (McColl-

Kennedy et al. 2012; Ostrom et al. 2015; Vargo and Lusch 2016). Thus, value is 

usually created for multiple actors, not only those involved in the dyadic exchange 

(Lusch and Webster 2011). 

This project focused on customer value cocreation, particularly on the activities 

customers might undertake to cocreate value. Similar to other members in the network 

of actors, customers can engage in service-for-service exchange and perform resource-

integrating activities to cocreate value (Vargo and Lusch 2016). These resources can 

be provided by many sources, including the customers themselves and other actors in 

their service networks. Given this notion, customer value cocreation activities can be 

understood as the activities in which customers integrate their own resources (such as 

knowledge, skills, information, time and other inputs) with resources provided by 

other actors in their service network to create value (McColl-Kennedy et al. 2012; 

Mustak et al. 2013; Plé 2016).  

These “activities” capture cognitive and behavioural performance (McColl-Kennedy 

et al. 2012). As value cocreation takes place in a network of actors, such activities are 

not bounded by dyadic exchanges. In other words, value and experience do not result 

only from a single touch-point between the two parties of a dyad but also from multiple 

touch-points involving multiple actors across a customer’s journey (Lemon and 



19 
 

Verhoef 2016; Voorhees et al. 2017). For example, the quality of life of people with 

chronic conditions (e.g. customers of health care service) are affected by the activities 

they carry out in interactions not only with their medical team but also with a multitude 

of public or private actors, such as other people with the same conditions, friends and 

family (Kim 2019; McColl-Kennedy et al. 2017b; Parkinson et al. 2019). In addition 

to this actor-to-actor phenomenon, it is also important to note these activities might 

vary in their levels of difficulty, ranging from easy (i.e. require less effort) to more 

difficult (i.e. more demanding in terms of effort) (Sweeney et al. 2015).  

In short, from a service-dominant logic perspective, customers are active actors who 

can undertake various activities that integrate resources from multiple sources to 

create value for themselves and for others. However, value cocreation is not a 

homogeneous process, as customers may be willing or able to get involved in value 

cocreation in different ways (McColl-Kennedy et al. 2012). Thus, they vary in value 

cocreation effort (Sweeney et al. 2015) and in the types of activities they undertake. 

This leads to three issues that are worth exploring, namely:  

1. What underlies such variations? 

2. How can we support customers in undertaking different types of value 

cocreation activities? 

3. Do different types of value cocreation activities lead to improved outcomes? 

The following sections briefly review the three main theoretical areas that helped 

address these issues, including customer value cocreation, resources and quality of 

life. 
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2.2 Customer value cocreation 

2.2.1 Customer value cocreation and related concepts 

In order to embrace the new perspective suggested by S-D logic (i.e. customers are 

active resource integrators), concepts such as coproduction, customer participation, 

customer engagement and customer value cocreation activities have been studied 

extensively (e.g. Asokan Ajitha et al. 2019; Auh et al. 2007; Brodie et al. 2013; 

Haumann et al. 2015; Jaakkola and Alexander 2014; McColl-Kennedy et al. 2017b; 

Menguc et al. 2020; Sweeney et al. 2015; Yi and Gong 2013). However, the use of 

multiple terminologies has created conceptual confusions that may have caused 

inconsistency in empirical findings (Dong and Sivakumar 2017; Oertzen et al. 2018). 

The links between these concepts are discussed next. 

Generally, customer value cocreation is defined as the “benefit realised from 

integration of resources through activities and interactions with collaborators in the 

customer’s service network” (McColl-Kennedy et al. 2012, p. 374). Coproduction, 

which refers to a customer’s active participation in the production of the core 

offerings, is a component of value cocreation (Vargo and Lusch 2016). Customer 

participation, on the other hand, has a broader scope than coproduction. While most 

customer participation activities are fundamental actions performed by customers 

during service encounters to contribute to the creation of offerings, they may include 

other voluntary activities (Dong and Sivakumar 2017) which result in cocreation of 

value.  

This research project viewed coproduction and customer participation activities as 

subsets of customer value cocreation activities. While coproduction and participation 

primarily take a dyadic customer-provider perspective, value cocreation is achieved 



21 
 

by the integration of resources provided by a range of market-facing, public and 

private actors (Vargo and Lusch 2016). As the focus shifts to actor-to-actor networks, 

value cocreation captures a much broader scope than traditional organisation-customer 

exchanges. 

Cocreation and engagement also share essential characteristics, such as “building on 

interactive experiences, iterative processes, and resultant mutual beneficial outcomes” 

(Conduit and Chen 2017, p. 714). While some authors argue customer engagement 

includes customer value cocreation (e.g. van Doorn et al. 2010), others consider 

customer value cocreation to be a benefit of customer engagement (Hollebeek et al. 

2019). Several conceptualisations of customer engagement have been proposed (see 

Table 2.1), all of which suggest customer engagement (either as a psychological state 

or behavioural manifestations) has a brand/firm focus and mainly benefits the 

brand/firm. Customer value cocreation activities, on the other hand, are not limited to 

customer-firm interactions and can create value for a wider range of actors, including 

customers themselves. 

Table 2.1 Selected conceptualisations of concepts related to value cocreation 

Study Concept Definition 

Vargo and Lusch 

(2008) 

Coproduction “Co-production is a component of co-creation 

of value and captures ‘participation in the 

development of the core offering itself.” (p. 8) 

Haumann et al. 

(2015) 

Coproduction “Customers’ active participation in the creation 

of the core offering itself within parameters 

defined by the focal organisation and 

independent of direct service employee 

involvement.” (p.19) 

Chan et al. 

(2010) 

Customer 

participation 

“A behavioural construct that measures the 

extent to which customers provide or share 

information, make suggestions and become 
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involved in decision making during the service 

cocreation and delivery process.” (p. 49) 

Mustak et al. 

(2013) 

Customer 

participation 

“A customer’s activities or provisions of 

tangible or intangible resources related to the 

development or creation of offerings.” (p. 352) 

Dong and 

Sivakumar 

(2017) 

Customer 

participation 

“The extent to which customers are involved in 

service production and delivery by contributing 

effort, knowledge, information, and other 

resources.” (p. 944) 

Chang and 

Taylor (2016) 

Customer 

participation 

in new 

product 

development 

“The customer knowledge provision 

phenomenon whereby customers share their 

needs- and solution-related inputs in the firm’s 

NPD [new product development] process.” (p. 

46) 

van Doorn et al. 

(2010) 

Customer 

engagement 

‘‘Customers’ behavioural manifestations that 

have a brand- or firm-focus, beyond purchase, 

resulting from motivational drivers.’’ (p. 254) 

Brodie et al. 

(2011) 

Customer 

engagement 

“A psychological state that occurs by virtue of 

interactive, cocreative customer experiences 

with a focal agent/object (e.g., a brand) in focal 

service relationships. […] It is a 

multidimensional concept subject to a context- 

and/or stakeholder-specific expression of 

relevant cognitive, emotional and/or 

behavioural dimensions.” (p. 260) 

Pansari and 

Kumar (2017) 

Customer 

engagement 

“The mechanics of a customer’s value addition 

to the firm, either through direct or/and indirect 

contribution […] direct contributions consist of 

customer purchases, and indirect contributions 

consist of incentivised referrals that the 

customer provides, the social media 

conversations customers have about the brand, 

and the customer feedback/suggestions to the 

firm.” (p. 295) 

Hollebeek et al. 

(2019) 

Customer 

engagement 

“A customer’s motivationally driven, volitional 

investment of focal operant resources 

(including cognitive, emotional, behavioural, 

and social knowledge and skills), and operand 

resources (e.g., equipment) into brand 

interactions in service systems.” (p. 166) 
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2.2.2 Customer value cocreation activities 

Customer participation in the production or service process is not a new concept. What 

is new is a recognition that service providers can only offer value propositions and that 

value must always be cocreated by beneficiaries (the customers in this case) (Vargo 

and Lusch 2016). Since the 1980s, researchers have suggested customers should be 

considered as partial employees who can contribute to productivity gains through 

improvements in the quality and quantity of inputs (Bowen 1986; Mills et al. 1983; 

Mills and Morris 1986). However, S-D logic and value cocreation suggest the focus 

should be expanded to capture not only customers’ inputs but also a broad range of 

customer activities (e.g. information sharing, decision making, compliance and self-

service), interactions (e.g. with focal firms, personal and commercial networks) and 

resources (e.g. knowledge, time and effort) that can, potentially, generate value for 

multiple actors, including customers themselves (Ranjan and Read 2016; Vargo and 

Lusch 2016). As part of value cocreation, it is crucial to understand what customers 

can actually do to cocreate value (i.e. their cognitive and behaviour performance) as 

reflected in a wide range of activities that can be used to integrate resources (McColl-

Kennedy et al. 2012) and these obviously go beyond co-production. 

The specific activities customers can undertake to cocreate value have been 

conceptualised in various ways (as can be seen in Table 3.1). These include activities 

and interactions with other actors in the customer’s service network, as well as self-

generated activities. For example, value cocreation activities involved direct 

interaction with focal organisations might include sharing relevant information, 

expressing personal needs, providing suggestions and becoming involved in decision 

making (Chan et al. 2010; Yim et al. 2012). Moreover, customers may also 
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demonstrate cooperative behaviours by being attentive when communicating with 

service employees (Wu 2011), helping other customers (Groth 2005), or performing 

helping behaviours towards the organisation, such as responding to research requests, 

displaying brands or increasing the quantity purchased (Johnson and Rapp 2010). In 

an attempt to understand the dimensionality of customer cocreation behaviour, Yi and 

Gong (2013) suggested two types of behaviour (participation behaviour and 

citizenship behaviour). While participation behaviours are required (in-role) 

behaviours needed to ensure successful service production and delivery (e.g. 

information seeking, information sharing, responsible behaviour and personal 

interaction), citizenship behaviours are voluntary (extra-role) behaviours that may 

offer extraordinary value to organisations (e.g. feedback, advocacy, helping, and 

tolerance). In addition to being derived from interactions with other actors, value can 

also be created through self-generated activities, such as positive thinking or emotional 

regulation (McColl-Kennedy et al. 2012; Sweeney et al. 2015). 

2.2.3 Customer value cocreation activities in health care services  

McColl-Kennedy et al. (2017c, p. 10) have provided a useful description of health care 

customers’ roles, suggesting: 

“Patients are seen as active cocreators of value with professionals and 

other actors integrating resources in the customer’ service network. This 

may include being active in the production of care, learning and sharing 

information, being involved in diagnosis, disease and recovery, regulating 

emotions, forming relations and mobilising resources. Importantly, the 

constellation of activities and interactions vary between health care 

customers based on what is of value to them.” 
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The more active roles customers play have been acknowledged in both the service 

(e.g. McColl-Kennedy et al. 2017b; McColl-Kennedy et al. 2012; Sweeney et al. 2015) 

and the medical literature (Janamian et al. 2016). Such active roles are beyond the 

specific concept of coproduction of health care services (e.g. Palumbo 2016). For 

example, Sharma and Conduit (2016) noted the five core customer value cocreation 

behaviours with health service organisations, including coproduction, codevelopment, 

colearning, coadvocacy, and cogovernance. McColl-Kennedy et al. (2017b) expanded 

the scope of interactions and suggested that through interactions with medical staff, 

friends and family and other patients, customers can undertake activities related to 

health treatment programs (e.g. co-producing and complying with the basics), 

activities associated with health-related information (e.g. co-learning and collating 

information) and other complementary activities (e.g. distracting, maintaining healthy 

diet and exercise, and changing their daily activities to fit with their health conditions). 

Such interactions with service network partners can be divided into pre-delivery, co-

delivery and post-delivery stages (Tommasetti et al. 2017), and they contribute to 

customers’ perceived service quality and satisfaction (Kim et al. 2019). In another 

study, Sweeney et al. (2015) categorised customers’ activities into within clinic (e.g. 

information sharing and active involvement in decision making), outside clinic (e.g. 

connecting with others with illness and managing the practicalities of life), and self-

generated activities (e.g. positive thinking and emotional regulation). These studies 

have extended our knowledge of how health care customers can actively help improve 

service outcomes and their quality of life by demonstrating that: 

1. Customers can undertake a wide range of activities to cocreate value. 

2. Some activities are more effortful than others. 
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3. In doing such activities, customers can draw on resources from health service 

providers, family and friends, support groups, or other customers to 

compensate for their resource deficiency.  

Consequently, while the customer-provider is at the core of health care services (Merz 

et al. 2013; Osei-Frimpong et al. 2015), it is imperative for health care service 

designers to develop models supporting interactions beyond such a dyadic relationship 

and provide support to different actors, given their respective goals (Patrício et al. 

2018). Further, these studies also suggested that, even though customer active 

participation in value cocreation activities is desirable, not all customers are able and 

willing to be cocreators to the same extent. Some customers undertake many value 

cocreation activities while others engage in a few such activities. It also seems more 

customers are involved in easy activities while fewer undertake more effortful 

activities. This implies not all customers have the same level of resources that can be 

used to perform value cocreation activities. Indeed, such activities can be arranged 

hierarchically in terms of increasing effort (Sweeney et al. 2015), with some activities 

being mandatory while others are voluntary (Dong and Sivakumar 2017). Further, 

within a given context, some customers may perceive a greater value in certain 

activities, which affects what they do and how they interact with other actors (McColl-

Kennedy et al. 2012; Schau et al. 2009). This project, therefore, aimed to develop a 

framework that reflected a range of activities of different types and, potentially within 

a type, different levels of difficulty.  

2.2.4 Antecedents to customer value cocreation activities 

While there has been considerable research into the outcomes of customers’ active 

roles, research about its antecedents is less common (Dong and Sivakumar 2017). As 
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already discussed, there are large variations in the extent to which customers put effort 

into different value cocreation activities. Factors influencing customers’ value 

cocreation can be classified into organisation specific, customer specific and 

relationship/interaction factors. Examples include: 

 Organisation specific factors: organisational socialisation (Büttgen et al. 2012; 

Groth 2005), organisational capabilities (Sharma et al. 2014), organisational 

culture (Youngdahl et al. 2003), employees’ competence and capabilities 

(Aggarwal and Basu 2014; Bove et al. 2009; Seiders et al. 2015) and service 

design (Damali et al. 2016; Ford and McColl-Kennedy 2015).  

 Customer specific drivers: customer competency and expertise (Auh et al. 

2007; Eisingerich et al. 2014; Im and Qu 2017), expected benefits (Füller 2010; 

Neghina et al. 2017; Palma et al. 2019) and customer traits and characteristics 

(Etgar 2008; Gallan et al. 2013; My-Quyen et al. 2020; Oertzen et al. 2020; 

Ranjan and Read 2019).  

 Interaction/relationship factors: service interaction cohesion (Liang et al. 

2020), interaction capabilities of service employees (Hau et al. 2017), 

customer-firm relationships (Ahn and Rho 2014; Auh et al. 2007; Balaji 2014; 

Johnson and Rapp 2010), customer commitment to organisations (Auh et al. 

2007; Bettencourt 1997; Curth et al. 2014) and customer-organisation 

identification (Paulssen et al. 2019; Roy et al. 2019).  

While the underlying reasons for variations in customer value cocreation activities can 

be investigated from multiple perspectives, this project sought to understand the 

phenomenon from a customer perspective by arguing customers’ undertaking of value 
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cocreation activities is influenced by their resources. In order words, to be effective 

resource integrators, customers need a pool of potential resources that can become 

“resourceness” (i.e. “facilitate the accomplishment of something desirable”, Koskela-

Huotari and Vargo (2016, p.164)) through performing value cocreation activities. 

Prior research into the impact customers’ resources have on the value cocreation 

activities with varying level of difficulty and varying nature (e.g. mandatory or 

voluntary) is limited. The next section reviews some relevant literature about such 

resources and their links to customer value cocreation. 

2.3 Resources and value cocreation 

Value cocreation is based primarily on the idea of resource integration (Vargo and 

Lusch 2016). Indeed, operant resources are considered a “fundamental source of 

strategic benefit” in the fourth foundational premise of the service-dominant logic 

(Vargo and Lusch 2016, p. 8). Therefore, it was seen as crucial to discuss how the 

availability, application and use of resources (especially operant resources) influenced 

value cocreation. 

2.3.1 The definition, classification and characteristics of resources 

There are various conceptualisations of resource in the literature that reflect different 

perspectives in economics, psychology and social sciences (Dorsch et al. 2017). While 

the economics literature places the focus on organisations’ resources, which could take 

any form (e.g. physical capital, human capital, organisational capital, financial or 

legal, relational or informational resources) (Barney 1991; Hunt and Morgan 1995), 

the psychological and social science literatures concentrate on personal resources 

(Dorsch et al. 2017). In that sense, resources are entities that “either are centrally 

valued in their own right […] or act as a means to obtain centrally valued ends” 
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(Hobfoll 2002, p. 307). In an attempt to provide a critical review on resources theory 

with useful implications for the study of consumer behaviour from a resource 

perspective, Dorsch et al. (2017, p. 7) suggested considering resources as “assets that 

a person value for their characteristics or as a means to accomplish a desired end-

state”. Given this definition, a resource can be any object, knowledge, competence, or 

personality characteristic with perceived instrumentality in achieving a desired end-

state (Dorsch et al. 2017; Janiszewski and Warlop 2017). 

In marketing and management research, resources are central to competitive 

advantage (e.g. the resource based view of the firm (Barney 1991), dynamic 

capabilities (Teece and Pisano 1994), core competency theory (Day 1994; Prahalad 

and Hamel 1990) and resource advantage theory (Hunt and Morgan 1995)). However, 

the focus has changed due to the shift from a traditional goods-dominant logic to 

service-dominant logic. Some recent marketing literature has identified two broad 

categories of resources that can be integrated to create value, namely operand and 

operant resources (Constantin and Lusch 1994; Vargo and Lusch 2004; Vargo and 

Lusch 2008). While operand resources are usually tangible and require actions to be 

performed on them to generate value (e.g. goods and money), operant resources are 

intangible (e.g. human knowledge, skills and capabilities). Given this definition, other 

concepts, such as capabilities, dynamic capabilities and competences, can be 

considered to be operant resources (Madhavaram et al. 2014; Vargo and Lusch 2004). 

Traditional marketing theories pay primary attention to operand resources (such as 

goods), as they are considered as units of exchange. However, S-D logic and the idea 

of service-for-service exchange suggest operant resources play a more dominant role 

due to their ability to act on other resources so as to create value (Vargo and Lusch 

2016). Without operant resources, operand resource cannot provide benefits. 
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Resources are carriers of capabilities that can be used to support activities (Fischer et 

al. 2010; Peters et al. 2014). They are “dynamic and infinite” (Vargo and Lusch 2004, 

p. 3). One important characteristic of resources is that “resources are not, they 

become” (Vargo and Lusch 2004, p. 2) (i.e. they acquire “resource status” depending 

on their usefulness in a specific context). This means what is considered as a valuable 

resource and its value can only be assessed as it is integrated in a specific context 

(Akaka et al. 2012; Chandler and Vargo 2011) and deployed for an intended activity 

(Löbler 2013). A particular resource may stop acting as a resource when it is no longer 

used in the value cocreation process (Peters et al. 2014).  

For value cocreation to occur, a resource need to be accessible through a network of 

relationships, be adaptable, fit with other resources, and be integrated in a particular 

context (Akaka et al. 2012, p. 36). In other words, it is crucial that the actor is capable 

of adapting the resources they have access to, ensuring a fit with a unique resource 

integrating context. Moreover, a given resource may have different value to different 

actors and the same actor may evaluate it differently in different contexts (Akaka and 

Chandler 2010). Some resources that are commonly considered as valuable may not 

have high value to a specific person in a specific context, or may be counterproductive 

or not welcome (Halbesleben et al. 2014; Winkel et al. 2011). This supports the view 

of resources as anything a person perceived as instrumental in achieving a desired end-

state (Dorsch et al. 2017), as instrumentality and desired end-state vary from person 

to person, context to context and activity to activity. This highlights the need to 

evaluate the relevance and usefulness of a particular resource in a specific context. 
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2.3.2 Resources integration and value cocreation 

Even though different definitions of resources can be found in the literature, it is 

commonly accepted that resources can be “anything one can draw upon for support, 

either tangible or intangible” (Lusch and Vargo 2006, p. 65). In other words, 

something becomes a resource and gains its value when it is perceived to help someone 

achieve a goal or a set of goals. Then, what are the goals for actors engaging in service-

for-service exchange? As transactions take place, a combination of resources is 

exchanged for a combination of benefits (Janiszewski and Warlop 2017). The motives 

behind actors’ interactions are to access resources and increase resource density to 

subsequently generate value (Normann 2001). Dorsch et al. (2017, p. 20) suggested 

“people actively manage their resources to achieve and maintain a particular state of 

well-being”. Cocreating value by a resource integrating actor is emphasised as one of 

the two important purposes for resource integration (Lusch and Vargo 2014) (the 

second purpose is to create new potential resources). For example, in order to cocreate 

value and meet life goals (such as improving physical well-being), customers may 

acquire a wide range of potential resources (e.g. knowledge obtained from service 

exchange with medical staff, the use of facilities, information shared by members of 

an online community, support from friends and family) in combination with their own 

skills and knowledge and other psychological resources. These resources can then be 

integrated in a way that is contextual and unique so as to create different forms of 

value and improve well-being (Hau 2019). 

Value cocreation through resource integration requires “first, the actors’ awareness of 

the potential resources available to them (resourceness) and, second, the continuous 

interactions and collaboration between actors and the available resources” (Caridà et 
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al. 2019, p. 67). The availability of resources is an important factor in determining 

what people can or cannot do to solve a problem, as since it impacts on their ability, 

influencing how they decide to participate (Frow et al. 2016; Janiszewski and Warlop 

2017; Rodie and Kleine 2000). For example, without the cognitive skills and time, 

customers cannot collate online information about their medical condition. Further, 

without relevant knowledge customers cannot assist with designing their treatment 

plan. Such resources can be obtained from market, private and public sources (Lusch 

and Vargo 2014). Market resources are acquired in the market place, private resources 

are primarily obtained through networks of social relationship such as getting support 

from a family member or receiving information from a friend and public resources are 

provided by government entities (e.g. social infrastructure or the welfare system). 

Further, value cocreation may not be achieved if actors fail to provide required 

resources at the sufficient level of quality and quantity (Greer 2015), and 

misintegration of resources (e.g. lack of resource integrate, incapacity to integrate 

resources, unwilling to integrate resources) may result in value codestruction (Laud et 

al. 2019). Given the varying levels of capabilities and motivations, actors having 

access to the same resources may not realise the identical value (Virlée et al. 2020). 

This is particularly prevalent in professional service contexts which are characterised 

with a high level of asymmetric expertise (Davey and Grönroos 2019) and potential 

misalignments of actors’ expectations, roles and capabilities (Plé and Cáceres 2010). 

A central tenet of S-D logic is the idea that actors deploy their operant and operand 

resources to create value (Vargo and Lusch 2004; Vargo and Lusch 2008) and that 

mutual service provisions cannot be performed without resource-integrating activities. 

Value cocreation and resource integration can be studied in a much broader scope than 
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the traditional dyad, as the focus shifts to actor-to-actor networks, taking into account 

interactions between multiple stakeholders (Beirão et al. 2017; Gummesson and Mele 

2010; Vargo and Lusch 2016). By engaging in value cocreation activities and 

interactions, actors can integrate resources (i.e. access, share, recombine resources) to 

realise benefits (Beirão et al. 2017; McColl-Kennedy et al. 2012).  

Consistent with prior research, this project adopted the view that resources are 

anything people “can draw on to increase well-being” (Lusch and Vargo 2018, p. 8), 

and primarily focused on operant resources. While resource integration can take place 

at multiple levels (e.g. individual, group or network) (Peters 2012), the project limited 

the empirical investigation to key resources obtained from direct interactions between 

customers and their immediate social networks, including focal service providers, 

family and friends and other customers. 

2.3.3 Customers’ resources and value cocreation activities 

From an S-D logic perspective, customers need to use their resources to create value 

for themselves and for other actors in the service system by performing resource 

integrating activities (Vargo and Lusch 2004; Vargo and Lusch 2008). Customer 

resource integration can be defined as “the processes by which customers deploy their 

resources as they undertake bundles of activities that create value directly or that will 

facilitate subsequent consumption/use from which they derive value” (Hibbert et al. 

2012, p. 248). Since customers are always involved in the value cocreation process 

(Vargo and Lusch 2016), their stock of resources and the accessibility of external 

resources are important in determining whether they engage in value cocreation 

activities, the level of effort they invest and subsequent performance of these activities 
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and their quality of life. This leads to the question of which types of resources 

customers can bring to service processes. 

Depending on the discipline and research objectives, there are different ways to 

classify customers’ resources, such as personal, interpersonal and structural resources 

(Stets and Cast 2007), status, social, material and personal resources (Hobfoll 2002) 

or energy, condition, and object and personal resources (Doane et al. 2012). Even 

though resources have been studied extensively from an organisational perspective, 

research into customer resources from an S-D logic perspective is relatively scant (Plé 

2016) and the respective roles different types of customer resources play in a complex 

service context, such as health care, have not been fully examined.  

Indeed, Plé (2016) noted four types of customer resources within the S-D logic 

literature (economic, cultural, physical, and social resources) that have been suggested 

by Arnould et al. (2006), although these types of resources have received very limited 

empirical investigation. According to Arnould et al. (2006), an economic resource is 

an operand resource that can be made up of material objects and physical spaces, while 

the other three are operant resources. A cultural resource can be made up of specialised 

knowledge and skills, history and imagination, while a physical resource can be made 

up of emotion, energy, physical and mental strength aspects. A social resource can be 

made up of a customer’ networks of relationship such as family relationship, 

commercial relationship, brand community and consumer tribe. While this 

categorisation broadly captures the important resources customers bring to service 

exchanges, it is not an exhaustive list (Plé 2016). When making a decision about the 

types of resources to invest, people tend to choose the ones that are abundant or can 

be easily replenished (Halbesleben et al. 2014). 
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Actors actively combine, configure and integrate these resources to cocreate value-in-

use. In order to accomplish personal goals, personal resources are invested and 

potentially depleted (Dorsch et al. 2017). However, there may be a competing demand 

for resources, resulting in tensions and allocation of resources towards certain 

activities may be compromised (Vafeas and Hughes 2020). This is particularly true in 

the case of resource scarcity. Given a desired level of well-being, personal resource 

reservoirs may not be adequate. As people have a finite set of resources, it is essential 

to effectively allocate these to achieve personal goals (Halbesleben et al. 2014). 

People’s inability to increase resource reservoirs or replenish depleted resources 

induces them to engage in market and non-market transactions to maintain or enhance 

their well-being (Dorsch et al. 2017).  

Some customers are more likely to be active in the value cocreation process, due to 

greater availability of operant and operand resources (Arnould et al. 2006; Etgar 2008) 

or greater resource capacities (Lusch et al. 1992). In the case of insufficient personal 

resources, customers can look for resources provided by other actors in their networks 

(Hibbert et al. 2012). Some may have a large resource base to draw from (e.g. family 

and friends), while others may have fewer resources from which they can obtain 

support (Engström and Elg 2015). A person may experience a shortage of required 

resources in a particular circumstance and they may substitute or replenish deficient 

resources with those of others, such as service providers, or through social 

relationships, such as those they have with family, friends and other customers 

(Hibbert et al. 2012; Laud et al. 2015).  

Due to variations in terms of people’s stock of resources, as well as their access to 

external resource bases, there are substantial variations in the types of activities 
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individual customers are capable of undertaking in a service process and how well 

they perform such activities. For example, customers with greater knowledge and 

skills or prior experience are more likely to engage in coproduction activities (Etgar 

2008) while novice customers with low levels of health literacy may be reluctant to 

solicit advice and support from others, hindering their information seeking and 

participation activities (Virlée et al. 2020). Consequently, people’s level of effort or 

energy towards a task and how well they perform that task are likely to be influenced 

by the number of resources available to them. While the links between the provision 

of resources and customers’ well-being have been discussed (Hau 2019; Parkinson et 

al. 2019; Yao et al. 2015), the mechanisms through which different types resources 

facilitate different activity types which are expected to lead to improved well-being is 

relatively unexplored, and hence was examined in this research. 

2.4 Quality of life  

2.4.1 Conceptualisations and dimensions of quality of life 

Quality of life has been studied extensively across many disciplines, including 

economics, sociology, psychology and health, as the pursuit of a good quality of life 

is a critical life goal. There are several approaches to defining and measuring quality 

of life (Diener and Suh 1997). Generally, quality of life represents “either how well 

human needs are met or the extent to which individuals or groups perceive satisfaction 

or dissatisfaction in various life domains” (Costanza et al. 2007, p. 268). Quality of 

life can be determined through three philosophical approaches, in which a good life 

can be set out by normative ideals, based on people’s satisfaction of preferences or 

based on people’s subjective experience of their lives (Diener and Suh 1997).  
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There is a diverse range of quality of life indicators, which can be categorised as 

objective or subjective indicators. Objective measures can be obtained through social 

and economic indicators that are normally quantifiable (Costanza et al. 2007; 

Cummins 2003). Even though objectivity is a strength of those indicators, some 

researchers argue economic and social indicators cannot adequately capture quality of 

life, as people evaluate what is happening to their lives differently based on their 

idiosyncratic experiences and expectations (Diener and Suh 1997). Consequently, 

some suggest these indicators should be complemented by subjective measures that 

take into account people’s self-reported internal judgement of their well-being, which 

is typically referred to as subjective well-being.  

Studies on subjective well-being have grown significantly over the last decades 

(Diener et al. 2018). Subjective well-being has been defined as “people’s emotional 

and cognitive evaluations of their lives” (Diener et al. 2003, p. 403). The emotional 

component includes affective reactions to the events that occur in people’s lives (i.e. 

moods and emotions, which can be pleasant or unpleasant), while cognitive 

evaluations primarily concern the judgements people have about their satisfaction with 

life or with specific domains of their life (Diener et al. 1999). As subjective well-being 

measures represent an experiential quality of well-being, such measures are able to 

capture the experiences that are important to each individual (Diener and Suh 1997).  

People with high subjective well-being generally have a positive evaluation of their 

life events, enhancing pleasant emotions and an overall sense of satisfaction with their 

lives (Myers and Diener 1995). Indeed, the presence of positive affect, the absence of 

negative affect and life satisfaction are the three interrelated components underpinning 

subjective well-being (Diener et al. 2003). Since quality of life is essentially a 
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subjective evaluation of well-being, subjective well-being is often used as a proxy 

term for quality of life (Haas 1999b).  

This thesis terms this construct ‘quality of life’, rather than ‘well-being’, for 

consistency and adopted the view that quality of life can be measured through 

subjective well-being (Cohen et al. 1996; Diener et al. 2003; Haas 1999a). Several 

quality of life domains have been proposed as important service outcomes, such as 

mental well-being (Machin et al. 2019), social well-being (Feng et al. 2019) and 

financial well-being (Guo et al. 2013). Cohen et al. (2017) developed an instrument 

measuring four quality of life four domains, which is considered relevant to chronic 

health contexts and, hence, was used in this research project, namely: 

1. A physical domain (i.e. perception of physical condition). 

2. A psychological domain (i.e. feelings concerning depression, anxiety, sadness, 

or fear of the future). 

3. An existential domain (i.e. one’s belief about his/her life, whether it is 

purposeful and meaningful and under control, or whether progress towards life 

goals has been made). 

4. A social domain (i.e. perception of support from others, quality of relationships 

and the ease of communication).  

2.4.2 Quality of life as an important marketing outcome 

Consumer and service research has recently embraced a transformative view, which 

recommends broadening service outcomes beyond their traditional focus on customer 

satisfaction or loyalty. Transformative service research, a research domain that is 
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designed to understand the connections between service and improvements in human 

well-being, has gained momentum in the past decade (Previte and Robertson 2019). 

The primary focus of transformative service research is on actors’ interactions and 

activities and their impacts on well-being outcomes (e.g. Feng et al. 2019). 

Consequently, well-being metrics, such as quality of life, perceptions of physical and 

mental health, financial well-being and happiness and life satisfaction, are receiving 

increased research attention (Anderson and Ostrom 2015). Indeed, well-being is seen 

as a key outcome of value cocreation research, as value has been defined as “an 

increase in the well-being of a particular actor” (Lusch and Vargo 2014, p. 57).  

While quality of life or well-being in general are important service outcomes across 

many service contexts, they are particularly relevant to the services in which the core 

offerings are designed to improve consumer well-being. These contexts include areas 

such as health care (Sweeney et al. 2015), education (Hau and Thuy 2016), and 

financial services (Martin and Hill 2015). Health care is a good context for 

transformative service research, as, in addition to fulfilling its primary mission of 

improving people’s health, such services have transformative potential (Blumenthal 

and Yancey 2004; Ozanne and Anderson 2010). Having good health is fundamental 

to people’s quality of life, an important outcome particularly in the case of chronic 

illnesses (McColl-Kennedy et al. 2017b; McColl-Kennedy et al. 2012; Sweeney et al. 

2015). Recent advances in health service design and innovation have shifted the focus 

from mere customer satisfaction and loyalty to a more holistic perspective that 

emphasises various aspects of customer well-being (Mende 2019). 
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2.4.3 Value cocreation and quality of life 

Given the roles customers play in value cocreation, it is important to explore the nature 

of value cocreation activities and their influence on customers’ well-being (Anderson 

and Ostrom 2015). Indeed, transformative service research puts emphasis on how 

“actors cocreate well-being with other actors […] at different systems levels within a 

service ecosystem” (Finsterwalder and Kuppelwieser 2020, p. 2). 

The links between value cocreation and well-being and quality of life have been 

discussed conceptually (e.g. Finsterwalder and Kuppelwieser 2020; Frow et al. 2016) 

and have been examined empirically in several service settings, including services that 

are transformative by design (Previte and Robertson 2019), such as health care 

(McColl-Kennedy et al. 2017b; Sharma et al. 2017) and education (Hau and Thuy 

2016), as well as services that have transformative potential, such as hospitality and 

tourism (Hsieh et al. 2018). Value cocreation practices and behaviours enable actors 

to access resources and correct resource deficiencies to improve their well-being, as 

well as improving a service ecosystem’s well-being (Frow et al. 2016).  

In health care services, different perceptions of quality of life have been found to be 

associated with different value cocreation practice styles (McColl-Kennedy et al. 

2012). People with more active styles (such as team management or partnering) have 

a better quality of life than people with more passive styles (such as passive 

compliance). The amount of effort in value cocreation activities also matters to quality 

of life perceptions (Sweeney et al. 2015). While it is up to customers to vary the 

amount of effort they undertake, it is unlikely a small amount of effort will maximise 

quality of life. As customers move up the effort in value cocreation activities hierarchy 

and perform more demanding activities, the perceived quality of life is enhanced 
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(Sweeney et al. 2015). This suggests that, while physical or mental effort is costly, 

effort not only has value in itself but also adds value to the outcome of that effort 

(Inzlicht et al. 2018). 

While prior studies have suggested a link between value cocreation and quality of life 

in health care settings, their focus was on the overall quality of life or well-being rather 

than on specific aspects of quality of life, such as physical, psychological, social and 

existential well-being (Cohen et al. 2017). Moreover, little is known about the 

relationships between undertaking such activity types and desired outcomes, 

suggesting the need for the current research project to learn more about the links 

between value cocreation activity types and quality of life dimensions. 

2.5 Summary 

This chapter has reviewed the three broad research areas relevant to the thesis, 

including customer value cocreation activities, resources and quality of life. The 

review has also highlighted S-D logic as a relevant theoretical foundation for this 

project as such a view emphasises that customers, as resources integrators, can choose 

to actively engage in a range of value cocreation activities to improve their quality of 

life. As noted earlier, the following three chapters (i.e. the three empirical papers) have 

their own literature review sections that cover the key constructs and theories relevant 

to each empirical study. Accordingly, Chapter 3 provides a justification as to why 

psychological resources and several quality of life dimensions (e.g. social and 

existential well-being) should be of particular interest in health care contexts, and why 

the range of value cocreation activities should be extended in such contexts. Chapter 

4 details practice theory as a relevant theoretical frame that helps our understanding 

of customers’ activities and interactions, based on which the heterogeneity in customer 
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value cocreation activities was explored. Finally, Chapter 5 brings a range of customer 

resources, value cocreation activities and quality of life together in a conceptual 

framework that was used to investigate the networks of resources that are integrated 

into customer value cocreation processes and the link between value cocreation efforts 

and quality of life. 
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CUSTOMER VALUE COCREATION ACTIVITIES: AN 

EXPLORATION OF PSYCHOLOGICAL DRIVERS AND QUALITY 

OF LIFE OUTCOMES 

 

Pham, Tram-Anh N., Jillian C. Sweeney, and Geoffrey N. Soutar (2019), "Customer 

value cocreation activities: An exploration of psychological drivers and quality of life 

outcomes," Journal of Service Theory and Practice, 29 (3), 282-308. (Appendix A) 

 

This chapter presents the qualitative paper that explored the range of customer value 

cocreation activities, their psychological drivers and quality of life outcomes. This 

paper also suggested an extensive and nuanced categorisation of customer value 

cocreation activities that served as a foundation for the subsequent quantitative study. 
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3.1 Abstract 

Purpose – The purpose of this paper is to suggest a typology of customer value 

cocreation activities and explore the psychological drivers and quality of life outcomes 

of such activities in a complex health care service setting. 

Design/methodology/approach – Focus groups with people with Type 2 diabetes and 

in-depth interviews with diabetes educators were conducted. 

Findings – Four types of customer value cocreation activities were found (mandatory 

(customer), mandatory (customer or organisation), voluntary in-role and voluntary 

extra-role activities). In addition, health locus of control, self-efficacy, optimism, 

regulatory focus and expected benefits are identified as key psychological factors 

underlying the customers’ motivation to be active resource integrators and resulting in 

physical, psychological, existential and social well-being. 

Originality/value – The study highlights the various types of customer value 

cocreation activities and how these affect the various quality of life dimensions 

Keywords: Typology, Quality of life, Health care, Value cocreation, Psychological 

drivers, Customer activities 

Paper type: Research paper 
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3.2 Introduction 

In recent years, health care and service research has redefined the roles played by 

health care customers (McColl-Kennedy et al. 2017c), emphasising their active roles 

and responsibilities in managing their health. Health care practice approaches, such as 

patient-centred care (e.g. Michie et al. 2003) and patient activation (e.g. Hibbard et al. 

2007), have been examined extensively. In service research, service-dominant logic 

(S-D logic) now views health care customers as active resource integrators who 

participate in health-related value cocreation activities (McColl-Kennedy et al. 2017c; 

Vargo and Lusch 2016). 

While customers’ participation in value cocreation activities has started to receive 

attention due to its impact on people’s quality of life (e.g. Sweeney et al. 2015), “there 

is still much to learn by exploring the nature of the activities and the role of consumers 

as part of value creation and cocreation activities and their impact on consumer well-

being” (Anderson and Ostrom 2015, p. 246). The first gap relates to the varying nature 

of value cocreation activities, as some activities are mandatory for a service to be 

produced, while others are voluntary (i.e. while they are not required, they may 

provide extra benefits) (Dong and Sivakumar 2017). To our knowledge, no study has 

explicitly examined the varying nature of such activities in an extended service 

network (i.e. beyond the core service encounter and the traditional customer-provider 

dyad). Second, less research has examined what drives value cocreation than has 

examined value cocreation outcomes (Dong and Sivakumar 2017). Responsibilisation 

(i.e. the shift of functions and risks from service providers to customers) may create 

tensions and become overwhelming for some customers (Anderson et al. 2016). 

However, there is little understanding of which customers are willing to assume more 
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responsibility, particularly in negative service settings (McColl-Kennedy et al. 2017c). 

Third, while there is evidence that different customer value cocreation practice styles 

influence people’s quality of life (McColl-Kennedy et al. 2012), the ways through 

which value cocreation or activity influence quality of life need more consideration 

(Kuppelwieser and Finsterwalder 2016). In particular, it is unclear how undertaking 

different types of activities contributes to different quality of life aspects (e.g. physical 

and social). Much research into chronic illness management has focused on its 

antecedents and the consequences of self-management tasks, such as adherence, diet 

and exercise (e.g. Dellande et al. 2004; Seiders et al. 2015), without explicitly 

addressing a more comprehensive range of activities and their varying impacts on 

customers. 

In response to these gaps, this study’s primary aim was to obtain insights into health 

care customers’ value cocreation activities, and their psychological antecedents and 

quality of life outcomes. Type 2 diabetes (T2D) was chosen as a rich context to 

examine a wide range of such customer value cocreation activities in a network setting. 

Such chronic conditions require customers’ (patients’) effort over a long period of 

time and are not bounded by dyadic service exchanges. Consequently, the quality of 

life of people with such a chronic condition is affected by the activities they undertake 

in interactions not only with their medical team but also with many public and private 

actors (McColl-Kennedy et al. 2017b). Thus, this study was designed to explore, 

within a health care context: 

(1) the range of customer value cocreation activities across mandatory and 

voluntary activities so as to develop a typology of such value cocreation 

activities; 
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(2) the psychological drivers of customers undertaking such value cocreation 

activities; and 

(3) the associations between types of value cocreation activities and aspects of 

a customer’s quality of life. 

In doing so, the study contributes to the micro-foundational movements in marketing 

(Conduit and Chen 2017) by developing a more extensive and nuanced categorisation 

of customer activities in value cocreation beyond the customer–service provider dyad. 

It also advances our understanding of the psychological characteristics of customers 

as active resource integrators and offers unique insights into how customers might 

contribute to value cocreation and improve quality of life aspects by performing a 

range of activities. 

3.3 Background 

3.3.1 Customer value cocreation activities 

S-D logic suggests customers are active resource integrators and value cocreators 

(Vargo and Lusch 2004). Consequently, concepts such as coproduction, customer 

participation and customer value cocreation activities have been studied extensively 

(e.g. Auh et al. 2007; McColl-Kennedy et al. 2017b; Yi and Gong 2013) (see Table 

3.1). We discuss briefly the links between coproduction, customer participation and 

value cocreation. Coproduction reflects customers’ roles in the production of core 

offerings or value propositions. This view is built on early research by (Bowen 1986) 

and others who viewed customers as temporary or “partial” employees who can 

contribute to productivity gains through improvements in the quality and quantity of 

inputs. Customers can assist organisations in activities that are traditionally viewed as 
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employee’s in-role tasks (e.g. service design or delivery) (McColl-Kennedy et al. 

2012). This concept of coproduction can be defined as “customer’s participation in 

production of the core product” (Sweeney et al. 2015, p. 319). Therefore, coproduction 

is a subcategory of value cocreation activities. 

Customer participation, defined as “a behavioural construct that measures the extent 

to which customers provide or share information, make suggestions and become 

involved in decision making during the service cocreation and delivery process” (Chan 

et al. 2010, p. 49), is also not a new concept. Customer participation focuses on the 

fundamental actions performed by customers during service encounters and is 

typically conceptualised around participation dimensions. Indeed, customer 

participation should deliver value to customers (e.g. customisation) and organisations 

(e.g. customer loyalty) (Auh et al. 2007). While the participation concept is mainly 

concerned with customers’ contribution to service provision and reflects the efforts 

customers make in coproducing a service, it may also include other activities that are 

essential for value cocreation (e.g. personal interactions with staffs or responsible 

behaviour) (Chan et al. 2010; Yi and Gong 2013). 
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Table 3.1 Value cocreation activities, antecedents and outcomes 

Study Focal 

construct 

Customer value cocreation activities Context Antecedents Outcomes 

Akman et al. 

(2018) 

Value 

cocreation 

activities 

Information sharing, providing feedback, 

helping, rapport building 

Online 

collaborative 

innovation 

communities 

Social factors: social 

interactions, trust, 

shared vision, 

centrality 

Individual factors: 

motivation, 

opportunity, ability 

Social value, 

emotional value, 

utilitarian value, 

value for effort 

Chan et al. 

(2010) 

Customer 

participation 

Sharing information, expressing needs, 

providing suggestions, getting involved in 

decision making 

Financial 

service 

N/A Customer value 

creation, 

satisfaction 

Gallan et al. 

(2013) 

Customer 

participation 

Sharing information, participating in 

discussion, participating in the care, being 

good patients  

Health care Customer positivity Perceived service 

quality, 

satisfaction 

Laud and 

Karpen (2017) 

Customer 

participation 

- Participation behaviour: information 

seeking, information sharing, responsible 

behaviour, personal interaction 

- Citizenship behaviour: feedback, 

advocacy, helping, tolerance 

Weight-

management 

online forum 

Embeddedness Value in context 
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Study Focal 

construct 

Customer value cocreation activities Context Antecedents Outcomes 

McColl-

Kennedy et al. 

(2012) 

Value 

cocreation 

activities 

Cooperating, collating information, 

combining complementary therapies, co-

learning, changing, connecting, 

coproduction, cerebral activities 

Health care N/A Quality of life 

McColl-

Kennedy et al. 

(2017b) 

Value 

cocreation 

activities 

- Activities associated with health treatment 

program: comply, coproduce 

Health care Interactions with 

other actors 

Quality of life 

- Activities associated with health-related 

information: co-learn, collate 

  - Complementary health-related activities: 

diet, change, distract 

Mende and van 

Doorn (2015) 

Coproduction Sharing information, cooperating, discussing Financial 

service 

Financial literacy, 

attachment style, 

involvement 

Financial well-

being 

Oschan et al. 

(2006) 

Patient 

participation 

Sharing information, asking questions, 

discussing medical choices. 

Health care N/A Trust and 

commitment to 

service provider 

Osei-Frimpong 

(2017) 

Patient 

participation 

Sharing information, expressing needs, 

providing suggestions, getting involved in 

decision making 

Health care Intrinsic motivation, 

external regulation, 

identified regulation 

Perceived value, 

commitment to 

compliance 
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Study Focal 

construct 

Customer value cocreation activities Context Antecedents Outcomes 

Sweeney et al. 

(2015) 

Value 

cocreation 

activities 

- Within-firm activities: information sharing, 

compliance, interactions with staff 

Health care N/A Quality of life, 

satisfaction with 

the service, 

loyalty, word of 

mouth. 

- Outside-firm activities: relationships with 

family and friends, diversionary activities, 

healthy diet, seeking information 

  - Self-generated activities: positive thinking, 

emotional regulation 

Tari 

Kasnakoglu 

(2016) 

Patient 

participation 

Sharing information, getting involved in 

decision making, complying. 

Health care, 

education 

Customer’s operant 

resources 

Satisfaction, 

word of mouth, 

repurchase 

intention 

Yi and Gong 

(2013) 

Value 

cocreation 

behaviours 

  

- Participation behaviour: information 

seeking, information sharing, responsible 

behaviour, personal interaction 

Multiple 

contexts 

N/A N/A 

- Citizenship behaviour: feedback, 

advocacy, helping, tolerance 

Zhao et al. 

(2015) 

Value 

cocreation 

activities 

Knowledge contribution Online health 

communities 

Social identity N/A 

* Customer participation and coproduction are within the scope of value cocreation activities 
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While coproduction and participation primarily take a dyadic perspective, value 

cocreation is achieved by the integration of resources provided by several market-

facing, public and private actors (Vargo and Lusch 2016). Value cocreation and 

resource integration offer a much broader scope than traditional organisation-customer 

exchanges, as the focus shifts to actor-to-actor networks. By participating in value 

cocreation activities and interactions, actors can integrate resources to realise benefits 

(Beirão et al. 2017). Thus, value cocreation captures not only customers’ inputs but 

also customers’ use of resources from other actors. Furthermore, customer activities 

(e.g. information sharing), interactions (e.g. with focal firms and within personal 

networks) and resources (e.g. knowledge, time and effort) can generate value for 

multiple actors, not only for the customers themselves (Vargo and Lusch 2016). 

The present study focused on customers’ value cocreation activities and defined these 

activities as the set of cognitive and behavioural activities customers use to integrate 

resources (McColl-Kennedy et al. 2012). Attempts were made to identify the activities 

customers undertake to cocreate value, as shown in Table 3.1. For example, McColl-

Kennedy et al.’s (2012) work was among the first attempts to derive customer value 

cocreation activities and interactions. Eight activities were identified, which were later 

divided into pre-delivery, co-delivery and post-delivery stages, as identified by several 

researchers, including Tommasetti et al. (2017). Such classifications support a holistic 

approach that suggests value cocreation should not only be promoted during the 

delivery phase. While a wide range of value cocreation activities have been studied, 

less is known about the nature of these activities, their psychological drivers or their 

impacts on well-being. 
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Patients’ active participation in value cocreation has been acknowledged (e.g. McColl-

Kennedy et al. 2017b; Osei-Frimpong 2017; Sweeney et al. 2015) and McColl-

Kennedy et al. (2017b) suggested customers carry out a wide range of cocreation 

activities that are not restricted to core health service encounters. Sweeney et al. (2015) 

categorised such activities into within clinic (e.g. information sharing), outside clinic 

(e.g. connecting with others) and self-generated activities (e.g. emotional regulation). 

In undertaking these activities, customers draw on resources from other actors to 

compensate for resource deficiencies. For example, patients get social support from 

online peer-to-peer communities (Yao et al. 2015) or use self-service technologies 

(Rai 2018). Russell-Bennett et al. (2017) have suggested several design principles that 

can support health care customers by helping them feel a sense of control over 

processes and interactions and through building social connections. 

These studies found that, even though active participation in value cocreation activities 

is desirable, not everyone is able or willing to be cocreators. Some customers see 

greater value in undertaking some activities rather than others, which affects what they 

do and how they interact (McColl-Kennedy et al. 2012), highlighting the need to 

explore the factors that influence customers’ efforts. 

Furthermore, while some activities are essential for service production, others are 

optional and may vary between contexts. The effective self-management of chronic 

illnesses requires people to comply with their treatment regimes (Seiders et al. 2015; 

Spanjol et al. 2015). Customers may go beyond passive compliance to actively 

participating in discussions and getting involved in decision making (Gallan et al. 

2013). In so doing, customers may assume a coproduction role and share activities 

with service employees. While some activities are essential to core service exchanges, 



54 
 

others are voluntary (as they are not essential to the health care service) (Sweeney et 

al. 2015). Indeed, customers may choose to perform optional activities to improve 

their quality of life; hence cocreating value. 

Dong and Sivakumar (2017) defined customer participation behaviours as service 

exchange activities to integrate resources and create value and suggested customer 

participation during service interactions can be categorised as mandatory, replaceable 

or voluntary. While they focused on service exchange activities, the present study 

focused on a wider set of activities that customers might use to cocreate value before, 

during and after core service encounters, as suggested by McColl-Kennedy et al. 

(2012) and Sweeney et al. (2015). 

3.3.2 Quality of life – the ultimate outcome of health care services 

Value cocreation is fundamental to S-D logic. However, there are different “views of 

value and what is of value in people’s lives” (Black and Gallan 2015, p. 826). While 

Lusch and Vargo (2014, p. 57) suggested “value is benefit, an increase in the well-

being of a particular actor,” transformative service scholars suggest well-being and 

quality of life are a service’s ultimate outcomes (Ostrom et al. 2015). Health care, 

which was the context examined here, is a very suitable context for transformative 

service research. 

Quality of life has been studied extensively in economics, sociology, psychology and 

health, and there are several approaches to its definition and measurement. Generally, 

quality of life represents “the extent to which individuals or groups perceive 

satisfaction or dissatisfaction in various life domains” (Costanza et al. 2007, p. 268). 

Cohen et al. (2017) suggested several meaningful quality of life domains, including 

physical (e.g. perceptions of physical condition), psychological (e.g. depression, 
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anxiety, sadness or fear of the future), existential (e.g. beliefs about life and whether 

it is purposeful, meaningful and under control) and social (e.g. support from others 

and quality of relationships). 

The links between value cocreation and well-being/quality of life have been discussed 

conceptually (Frow et al. 2016) and examined empirically in several service settings, 

such as health care (e.g. Sweeney et al. 2015), financial services (e.g. Guo et al. 2013; 

Mende and van Doorn 2015) and tourism (e.g. Hsieh et al. 2018). Value cocreation 

practices enable actors to access resources and correct resource deficiencies to 

improve their well-being, as well as improving the service ecosystem’s well-being 

(Frow et al. 2016). However, these studies focused on a limited set of value cocreation 

activities; for example customer participation or coproduction. As mentioned, the 

present study recognised a wider set of customer activities might be undertaken before, 

during and after core service encounters. 

While Sweeney et al. (2015) suggested cocreation effort can improve patients’ quality 

of life, McColl-Kennedy et al. (2012) argued not all patients are willing to be value 

cocreators to the same extent. Difficult activities are less likely to be carried out, even 

though such activities have the potential to improve quality of life. Furthermore, not 

all value cocreation activities contribute to well-being in the same way (McColl-

Kennedy et al. 2017b). Such impacts can be direct (e.g. coproduction leads to 

increased well-being) or indirect (e.g. complying with the basic requirements leads to 

improved well-being through its influence on coproduction) and positive (e.g. the 

influence of diet and exercise on well-being) or negative (e.g. the effect of making 

lifestyle changes to accommodate the medical condition on well-being). Scholars also 

argue there are links between customer well-being and active participation in value 
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cocreation, as the latter helps fulfill people’s needs for autonomy, competence and 

relatedness (Engström and Elg 2015) or results in feelings of self-determination and 

self-efficacy (Sharma et al. 2017). While these studies found a link between value 

cocreation and overall quality of life in health care settings, the relationships between 

undertaking specific activity types and various aspects of quality of life have not been 

explored in detail. 

Consequently, this study was designed to determine the types of value cocreation 

activities customers might undertake in a health care context, the psychological factors 

that drive customers to participate in such activities and how such participation 

influences their quality of life. The study’s framework is shown in Figure 3.1. As a 

starting point, we followed Dong and Sivakumar (2017) by distinguishing between 

mandatory, replaceable and voluntary activities. Mandatory activities are essential, as 

without these activities services cannot happen. Replaceable activities are similar to 

mandatory activities, as they are essential. They are “replaceable” in the sense that 

they can be performed by a customer or a service provider. These activities are 

traditionally carried out by service providers and, in undertaking these activities, 

customers become partial employees (i.e. they perform coproduction roles). Voluntary 

activities, on the other hand, are not essential to the service but are important to 

outcomes and well-being and are performed at customers’ discretion. We focused on 

Cohen’s quality of life dimensions to examine the associations between these activities 

and customers’ quality of life 
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(a) based on Dong and Sivakumar’s (2017) participation framework 

(b) based on Cohen et al.’s (2017) quality of life dimensions  

Figure 3.1 The initial framework 

 

3.4 Method 

3.4.1 Data collection 

A qualitative approach was used, as it allowed an in-depth exploration of people’s 

experiences, beliefs and attitudes (Ritchie and Lewis 2003). In-depth interviews and 

focus groups were used here. The collection of data from multiple sources (e.g. service 

providers and customers) enhanced the findings’ validity. Similar approaches have 

been used in other health care service and cocreation contexts (e.g. McColl-Kennedy 

et al. 2012; Sweeney et al. 2018). 

Five in-depth semi-structured interviews were conducted with diabetes educators who 

volunteered to participate. These sessions lasted between 45 and 75 min and were used 

to gain initial insights into the value cocreation activities people with T2D might 

Psychological 

drivers 

Customer value cocreation 

activities (a) 

 

Voluntary 

Replaceable 

Quality of life 
(b) 

- Physical 

- Psychological 

- Social 

- Existential 

Mandatory 
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undertake. Educators had an average of 20 years of experience delivering individual 

or group training to people with T2D. The interviews allowed a preliminary 

investigation of the drivers and barriers to customer effort in value cocreation. 

Interviewees were asked to express their opinions as to what people with T2D might 

do to manage their condition and improve their quality of life (including activities 

within and outside clinics and during interactions with health professionals and other 

actors), the psychological factors that helped distinguish people who do relatively 

more of these activities, the characteristics of people who were more likely to 

participate in voluntary or more difficult activities and the factors that make people 

with T2D reluctant to put effort into such activities. 

Insights from the interviews were combined with a review of prior research to develop 

a protocol for use in subsequent focus groups with people with T2D. These groups 

explored what such people do in their health care journey to improve their quality of 

life, their psychological drivers and the links such activities had to quality of life. 

While concerns about diabetes might prevent open discussion, a group setting can help 

overcome such barriers (Kitzinger 1994). Participants, who were recruited by e-

newsletter through the assistance of an organisation that provides support for people 

with diabetes, were offered a small monetary incentive to cover costs of attending. 

Three groups were held, each lasting approximately 90 min. Each group had eight or 

nine participants who had been diagnosed with T2D (Appendix D). The number of 

participants was considered appropriate for such approach (Stewart and Shamdasani 

2014). Participants ranged in age from the 30s to 80s and came from different 

occupations. They also had different experience in diabetes management (ranging 

from 6 months to 31 years). There was a mix of gender and the types of diabetes 

education program participants had attended. 
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The groups followed the essential aspects of group discussion management suggested 

by Powell and Single (1996). The sessions were moderated by one of the authors and 

guided by a common discussion protocol. The semi-structured format preserved 

flexibility and allowed the moderator to probe and follow up on participants’ 

comments and explore further when additional issues arose (Gioia et al. 2013). 

Participants were asked to talk about diabetes-related activities, their perceptions as to 

whether these activities were essential or optional, how these activities generated value 

and who were the primary beneficiaries of the activities, what motivated them to do 

more types of activity and how such activities affected their quality of life. A wide 

range of value cocreation activities were discussed, and their drivers and outcomes 

were also explored. The focus group interview guide can be seen in Appendix 3.8.1. 

3.4.2 Data analysis 

The discussions were audio-recorded and translated into verbatim transcripts for 

analysis in the NVivo 11 program. The data coding was framed by the study’s research 

questions and analysed using a theoretical thematic approach (Braun and Clarke 

2006). The themes were developed by two of the researchers following the constant 

comparative method (Lincoln and Guba 1985). 

Each interview and focus group transcript was read several times to obtain a holistic 

understanding. Following Gioia et al. (2013), the data were initially coded using an 

open-coding process. Similar codes were collated to form first order concepts. We 

then systematically analysed the similarities and differences among the first order 

concepts to categorise them into second order themes and aggregate dimensions. For 

example, “expect good health outcomes,” “expect to be mentally healthy,” “expect to 

feel supported and connected” and “expect to live a purposeful and meaningful life” 
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were categorised as “expected benefits.” The data analysis was an iterative process in 

which themes were reviewed and refined as subsequent interviews and focus groups 

were analysed and compared with previously coded data. This helped ensure the 

themes’ coherence and validity (Braun and Clarke 2006). While informants’ terms 

were initially retained (Miles and Huberman 1984), the formation of the more abstract 

themes and aggregate dimensions were developed in concert with the researchers’ 

knowledge to determine whether emerging themes helped explain the observed 

phenomena (Gioia et al. 2013). 

Based on the codes and their definitions and coding rules, which were developed 

individually, the two researchers discussed the understandings and compared findings 

to resolve disagreements, confirm interpretations and refine themes. A consensus was 

reached after several iterations. Such an approach has been used previously to ensure 

quality (e.g. Green et al. 2016; Sweeney et al. 2018). Examples of the coding scheme 

and data structure can be seen in Appendices 3.8.2 and 3.8.3, respectively. 

3.5 The results 

3.5.1 A typology of customer value cocreation activities  

The study’s first objective was to identify a range of customer value cocreation 

activities and develop a typology of such activities. A list of value cocreation activities 

in the chronic illness context was developed based on prior relevant research (e.g. 

McColl-Kennedy et al. 2017b; McColl-Kennedy et al. 2012; Sweeney et al. 2015) that 

was used as a benchmark. It was seen as essential to understand the perspective of 

people with T2D and what they do to cocreate value, as well as the nature of particular 

activities (i.e. mandatory, replaceable or voluntary). 
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At the beginning of each group, participants were asked to generate a list of 15 diabetes 

related activities that helped them in their diabetes journey. In total, 91 activities were 

identified and compared with activities identified in prior research. The list included 

activities within and outside core health care service encounters. Value seems to be 

created through activities and interactions with medical staff (e.g. complying with the 

requirements), personal networks (e.g. relationships with family) and other health care 

customers (e.g. connecting with others), as well as self-generated activities (e.g. 

positive thinking). The results suggested that, even though a service provider might 

view a relationship with a customer as dyadic, customers see improving their health 

and quality of life as a journey not a single touch point. Thus, in order to control their 

diabetes and improve their quality of life, respondents needed to interact with their 

health care team on a regular basis and follow their instructions but also participate in 

many complementary activities (e.g. learning and changing). 

Even though many activities discussed were consistent with specific findings of prior 

research (e.g. McColl-Kennedy et al. 2017b; Sweeney et al. 2015), some extended the 

list. Respondents felt telling others about how good their doctor was, supporting 

clinical or academic research, recommending a specific diabetes education program to 

other people with T2D, sharing information with the newly diagnosed about the 

available diabetes services or raising the community awareness about diabetes were 

part of their health care journey and that these activities generated value and 

contributed to their quality of life. At first glance, the primary beneficiaries of these 

activities were not the people undertaking the activities. Apart from activities 

respondents undertake for their own benefit, activities involving helping other people 

(e.g. health care service providers, other people with the same condition and the 

community) were also considered important to their well-being. Based on the activities 
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suggested, some supporting or helping activities were also added to the list. As 

voluntary activities may be performed by customers for the benefits of others (e.g. the 

focal customer themselves, service providers and other customers), such activities 

were divided into two sub-categories (voluntary in-role activities and voluntary extra-

role activities).  

While voluntary in-role activities are performed by customers for their own benefit, 

voluntary extra-role activities primarily bring benefits to other people. As these sub-

categories may be motivated by different drivers and could have different impacts on 

well-being, it was seen as critical to distinguish between them. It should also be noted 

that voluntary extra-role activities are different from similar constructs, such as 

customer citizenship behaviours (Bove et al. 2009; Yi and Gong 2013) or customer 

helping behaviours (Johnson and Rapp 2010). While citizenship or helping behaviours 

can provide extraordinary value to service providers and other customers, voluntary 

extra-role value cocreation activities, as in the present study, can generate benefits for 

others beyond an organisation’s boundary and commercial exchanges. Thus, when 

people with T2D undertake voluntary extra-role activities, they create value for service 

providers, peers (other people with T2D), family and friends, diabetes organisations 

and/or the community. Further, “replaceable activities” was renamed“mandatory 

(customer or organisation) activities,” as this term better reflected the essential nature 

of the activities while, at the same time, distinguished it from the mandatory 

(customer) activities that can only be done by customers. Consequently, the activities 

were classified into four types. Some examples are shown in Table 3.2. 
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Table 3.2 Value cocreation activity typology 

Type Example of activities Source 

Mandatory 

(customer) 

activities 

Comply (e.g. done what medical staff told me to do) a, b, c 

Co-learn (e.g. provided feedback to medical staff on 

treatment progress) 

a, b, c 

Mandatory 

(customer or 

organisation) 

activities 

Coproduce (e.g. been involved with decisions about my 

treatment with medical staff) 

a, b, c 

Voluntary  

in-role 

activities 

Interact with others (staff, family and friends, other 

customers) (e.g. put effort into my relationships with 

friends and family) 

b, c 

Diet and exercise (e.g. maintained a healthy diet and 

exercise) 

a, b, c 

Change (e.g. made changes to my life to 

accommodate my condition) 

a, b, c 

Think positively (e.g. consciously thought ‘‘I am not 

going to let this beat me’’) 

a, c 

Collate (e.g. done research about my condition) a, b, c 

Distract (e.g. kept busy so as to distract myself from 

thinking about my medical situation) 

a, b, c 

Manage appearance (e.g. put effort into managing my 

physical appearance) 

FG 

Reframe (e.g. tried to get on with life) a 

Sense making (e.g. tried to make sense of my medical 

situation) 

a 

Voluntary 

extra-role 

activities 

Help others (e.g. joined a diabetes support group to 

support others with the same condition, participated in 

research activities related to diabetes) 

FG 

 

(FG) Focus groups, (a) McColl-Kennedy et al. (2012); (b) McColl-Kennedy et al. 

(2017b), (c) Sweeney et al. (2015) 
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3.5.2 Psychological drivers of customer’s involvement in value cocreation 

activities 

A range of psychological drivers of customers’ participation in value cocreation 

activities emerged, including health locus of control, self-efficacy, optimism, 

regulatory focus and expected benefits, as discussed subsequently. To illustrate the 

links between those factors and the activities, quotes from the interviews (I) and focus 

groups (FG) are presented. 

Health locus of control 

How people with T2D view their condition and the roles they play in controlling their 

condition were consistently emphasised as the starting point for all health-related 

activities. Acknowledging T2D as a manageable condition led participants to 

undertake the actions needed to control their diabetes: 

“When you realise T2D is a manageable condition then you are going to 

be motivated to do that [the relevant activities]. If you think ‘Oh I have it, 

I’m stuck, that’s it, it’s the way it’s going to be’, you will not bother doing 

that. That’s why [diet and exercise] is the one on the top of your list.” 

(FG2) 

Many participants suggested their health was dependent on their own behaviour and 

that this was a fundamental driver of their effort. We termed this theme ‘internal health 

locus of control’, which can be defined as a belief people’s health outcomes are 

dependent on their own behaviour (e.g. Wallston et al. 1976). 

Respondents with a strong internal health locus of control believed their own effort 

led to desired outcomes and were willing to follow recommendations and comply with 
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treatment. Moreover, such people took an active role in developing their treatment 

goals and strategies. The importance of internal health locus of control in driving effort 

was clear, as most participants agreed they would not put effort in controlling their 

condition unless they believed they were responsible for their own health outcomes. 

“Unless you recognise that you’ve got the problem, you’re going to rely 

on somebody else to help read that for you. Once you realise that you have 

an issue and you are the primary person who’s going to fix it, then that’s 

part of the problem-solving.” (FG1) 

While people with a strong internal locus of control belief “understand what is going 

on inside their body and how will their self-management areas are related to that” 

(I3), others believe their health outcome is unpredictable or under the control of other 

powerful people and not all long-term complications are inevitable.  

 “Since I was diagnosed with borderline type 2, I thought it would shut 

down and progress in me and that’s gone and I had to go on Metformin.” 

(FG1) 

This belief was termed ‘external health locus of control’ and such beliefs inhibited 

people’s self-management efforts and reduced motivations to learn more about what 

they needed to work on to control their condition. 

Self-efficacy 

Respondents’ belief in their ability to manage their diabetes was a key driver of their 

value cocreation efforts, within and outside core service settings. We termed this 

theme ‘self-efficacy’ which, in line with previous research (e.g. Bandura 1977) is a 

person’s confidence in their ability to perform activities relevant to their diabetes 
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management. Value cocreation activities may take place within or outside a clinic and 

may require different sets of skills, suggesting self-efficacy is likely to be crucial if 

people are to become active resource integrators. 

In a professional service context, there may be a power imbalance between providers 

and customers due to expertise asymmetry (von Nordenflycht 2010). Customer active 

participation in core service production (e.g. medical consultation) may change the 

nature of this relationship, with health professionals being consultants or facilitators 

rather than sole decision-makers. However, this requires customers to develop skills 

and be confident in their own capability as partners in such interactions. Self-

efficacious respondents have a strong belief in their ability to advocate for their own 

health and insist on having a person-centred conversation and partnership model. 

“I tried shopping for a new one (GP – General Practitioner). I had a list 

of questions. When I went in to see the new GP like the one I’ve got now, 

she said ‘Hi, what brings you here today?’, I said ‘I’m here to interview 

you’. [….] I’ve got two chronic conditions and I need a GP who is 

understanding, sympathetic, willing to be questioned, willing to partner 

with me’. ‘Ok’, she said, ‘Let’s go to your questions’. So we did, perfectly 

happy with that response, and she’s still my GP today.” (FG3) 

In addition to within clinic-activities, the management of T2D requires major changes 

in lifestyle and a willingness to undertake self-management tasks (e.g. blood glucose 

monitoring, diet and exercise and medication), to develop strategies to deal with stress 

and depression (e.g. positive thinking) and to stay with that system on a day to day 

basis. These tasks may interrupt old habits and impose daily demands. For changes to 

happen, it is crucial patients feel confident to make such changes. Thus, the successful 
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implementation of any self-management strategy is influenced by people’s sense of 

competence or confidence in their ability. Such beliefs drive the direction and intensity 

of their effort and their perseverance when facing obstacles. 

“Feeling confident that you are able to do something increases the chance 

that you will go and do it. To actually put a strategy into place to minimise 

the risk to their health isn’t easy. And I think that’s all to do with that, 

building that sense of self-efficacy or self-confidence that you can make 

those changes and you can work towards a goal.” (I4) 

Optimism 

While some customers simply comply [“I must do this, I don’t like anything but I must 

do this” (FG1)] (i.e. perform mandatory activities) and put minimal effort into 

voluntary tasks, some respondents with a positive mindset consciously felt they were 

not going to let their condition beat them. These people attempted to prevent long-

term complications and made the best of each day.  

“You have to have a positive mindset. If we see things as why me and pity 

myself we probably won’t do any of these [activities].” (FG1) 

Such people make active attempts to deal with negative emotional experiences or 

stressors, trying to make sense of what was happening and learning to live with T2D. 

“It’s supposed to be a progressive disease. You’ll never be cured 

theoretically. You can only go along from day to day and deal with it as 

best as you can, you get information from as many areas as you can, you 

modify your lifestyle and try to be supportive as you can for yourself, diet 

and exercises, and what else can you do!” (FG2) 
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We termed this theme ‘optimism,’ which refers to a general expectancy of favourable 

outcomes (e.g. Scheier and Carver 1985). It highlights “expectancies for the 

occurrence of good versus bad outcomes” (Scheier and Carver 1987, p. 171). 

Optimistic people are likely to undertake more activities, which is important, as T2D 

is a behaviourally and emotionally demanding chronic condition (Snoek and Skinner 

2006). Indeed, adherence may not pay off, which may discourage further self-care 

activities. Under such circumstances, optimism is an important psychological resource 

that can buffer depression, stress and frustration and help build a sense of confidence 

in dealing with obstacles. 

Regulatory focus 

Whether people with T2D attend their appointments, get involved in medical 

consultations or undertake self-care tasks partly depends on whether they are 

motivated to do so. The analysis suggested individual differences in motivation 

orientation also play a role and this influences the strategies people use to obtain their 

goals. Respondents who undertake more value cocreation activities seemed to strive 

for positive goals, such as improvements in their physical and mental health, building 

their knowledge and having better relationships with health practitioners, friends and 

family. 

“To live is probably putting it a little bit basically. I think the quality of life 

is more of the thing that we’re striving for. If I was in a situation where I 

have to do certain things just to live, that would be a demotivator for me. 

If I didn’t have a better or a reasonable level of quality of life, just to live 

is not a motivator for me.” 
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On the other hand, respondents who were strongly oriented towards vigilance and 

safety were not ready to assume responsibility or undertake activities. 

“You don’t want to be in a trouble. Some of the activities you don’t actually 

have to become involved in. I’m doing alright at the moment. I don’t need 

to push whatever, even you’re talking about diabetic nurses, I’ve never 

even heard of them.” (FG3) 

This theme was named ‘regulatory focus’ and refers to a predisposition to adopt a 

positive approach or avoidance strategies. The theory of regulatory focus relates to an 

individual’s emphasis on nurturance needs or security needs and argues for two 

opposing motivations (promotion and prevention) (Higgins 1998). While people with 

a promotion focus seek gains and achievements, those with a prevention focus try to 

avoid negative outcomes (Gomez et al. 2013), which is in line with the results obtained 

here. 

Expected benefits 

Customers who undertake more value cocreation activities are those with better 

knowledge of the benefits of such activities.  

“If they understand ‘Ah I take that one because that helps my kidney’. 

People start value the reason why they’re taking it. If you know ‘I 

understand that I could end up having to inject insulin quicker or get 

complications of diabetes quicker by not making those changes now’, you 

might find more motivation.” (I3) 

Consequently, an ‘expected benefits’ of performing value cocreation activities theme 

(e.g. Rosenstock 1974) was identified. It is well recognised that people invest effort in 
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activities when they believe such effort will lead to attractive outcomes or desired 

benefits (e.g. Vroom 1964). The expected benefits of taking necessary actions might 

be different for each person depending on what is of value to them. Health is a strong 

motivational driver, as one diabetes educator noted:  

“It’s not necessarily the physical task of monitoring, it’s the difficulty in 

putting a new system in place and then staying with that [….] their 

perceived reward of that new system, perhaps they don’t add value to that, 

therefore it becomes difficult for them. If someone is not prioritising their 

health, then they perhaps won’t put a system in place.” (I2).  

Respondents who followed treatment recommendations were the ones motivated to 

have better health, avoid long-term complications and lower health care costs. 

“I’m getting on, and my main number one thing is to stay mobile, that’s an 

important thing, that’s why I’m swimming and doing what I can do. I want 

mobility so as much as keeping diabetes under control.” (FG1) 

For other people, their significant other was a motivator. The benefits of staying 

physically and mentally healthy were not what they can do for themselves but for their 

family or friends. 

“I ask the question ‘How is it important for you to change [behaviour/ 

lifestyle], zero to ten?’, and he burst into tears. He said it was ten, and he 

said ‘Just answering that question has made me realise that this isn’t 

important to me. This is important to be there for my family’. So his 

motivation wasn’t about himself. It was about being there for his kids and 

being a good role model for his kids. […] That’s a strong motivator.” (I3) 
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Other motivators for voluntary extra-role activities 

In addition to the suggested psychological factors, the groups suggested voluntary 

extra-role activities are also driven by altruistic motives, protective motives and 

empathy. It appears some participants are involved in voluntary extra-role activities 

(e.g. providing feedback to providers, spreading the word about T2D, helping peers 

through support groups and supporting clinical and academic research) due to an 

intrinsic need to help others without expecting tangible returns (i.e. they are driven by 

altruistic motives).  

“The majority of people are community minded … to some extent.” (FG1) 

Others want to protect their loved ones (e.g. protective motive). 

“I didn’t want the symptoms, what I went through happens to everyone 

at work, people I work with, care about, so I wrote down what I thought 

and put it in an internal magazine” (FG1) 

The act of helping or providing assistance to others is also driven by feelings of 

empathy towards people living with the same chronic condition. 

 “A gentleman in my church mentioned ‘I’ve just been diagnosed with 

T2D’. He’d also been told something that I think is incorrect, so I 

suggested what I thought was correct […] My motivation for doing that is 

that if somebody I know already and I could see the minute he said what 

his recent diagnosis was, how tensed his body was, and I know what I went 

through when I was first diagnosed and how much I hated that, I didn’t 

want him to go through the same thing.” (FG3) 
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In summary, it seems health locus of control, self-efficacy, optimism, regulatory focus 

and expected benefits help explain variations in people undertaking mandatory 

(customer), mandatory (customer or organisation), voluntary in-role and voluntary 

extra-role activities.  

3.5.3 Customer value cocreation activities and quality of life 

Undertaking value cocreation activities is associated with perceived quality of life 

(McColl-Kennedy et al. 2012; Sweeney et al. 2015). This link was investigated here 

across Cohen et al.’s (2017) four quality of life dimensions. 

Physical well-being 

This dimension reflects people’s perceptions of their physical condition (Cohen et al. 

2017). A basic requirement for effective illness treatment is adherence (DiMatteo et 

al. 2002). Indeed, adherence is the link between process (i.e. effort) and outcome 

(Vermeire et al. 2001). One respondent suggested adherence helped him “get all back 

in order, your diet back in order, your body starts to get back in order. You may not 

reverse it but you’re in a better position than letting it run loose, because it will end 

up with all the cabinets that you don’t want to open.” (FG2) 

Respondents who undertook mandatory activities (e.g. turning up to consultations and 

having regular medical check-ups) had better physical quality of life and had better 

control of their health than those who neglected these essential tasks. As diabetes is an 

insidious condition without immediate symptoms, many respondents ignored the 

condition when they were first diagnosed and did not do what was required to keep 

their diabetes under control, negatively affecting their physical health. 
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“I was diagnosed in 2000 and I completely ignored it, to a point where I 

walked on a beach, burnt my feet, didn’t’ feel it. And in 2008 I went blind. 

I ignored my eyes. I wasn’t seeing all sorts of specialists and in the end of 

the day I can’t turn back the time.” (FG1) 

Voluntary activities also contribute to physical well-being. Just as in other professional 

services, health care requires customer input outside core service encounters. Diabetes 

self-management requires the integration of new systems into daily routines and 

developing coping strategies to deal with stressors. If people perform these tasks 

poorly, even if they appear to be good patients when meeting their doctors, health 

outcomes may be poor. Thus, voluntary activities contribute to physical health and 

neglecting these tasks may have negative consequences. 

“In my busy lifestyle I ignored 95% of the things that I should have been 

looking at. I just take my medications and go to see my doctor every 3 

months, go and tick, but I wasn’t looking at the other conditions underlying 

that were impeding on my health until it caused my heart attack.” (FG2) 

Some participants went further than self-management tasks and participated in 

voluntary activities, such as gathering and collating information from different sources 

and educating themselves. This extra effort helped them develop strategies to improve 

their health. One respondent mentioned participation in research activities not only 

supported the academic and diabetes community but also enabled him to learn more 

about how to proactively keep diabetes under control. 

“The study was a [university] study, weight management program of T2D. 

We had to weigh everything and write down everything kJ of what you put 

in your soup. After 3 months if I look at a bowl of cereals I know what is 
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100 gr of cereals. My blood sugar from 2008 up to now doesn’t go pass 7 

[…]. That’s because I’m aware of how much I can eat by just looking.” 

(FG2)  

Psychological well-being 

Diabetes is frequently associated with psychological issues such as depression, stress 

and anxiety (Schulman‐Green et al. 2016). Self-management tasks are often 

burdensome and most people with diabetes have to live with other comorbidities. 

These issues and unsuccessful attempts to control blood glucose levels despite self-

management efforts negatively impact emotions, making people with T2D 

emotionally vulnerable (Holmes-Truscott et al. 2016). 

While participants had different coping strategies to lift their moods, the activities they 

recommended were mainly voluntary and outside core health care services. One 

participant suggested putting effort into managing her physical appearance improved 

the way she felt. 

“Putting effort into physical appearance, because I associate health and 

hygiene with physical appearance and I think being clean and presenting 

yourself as well as possible add to the way you feel […], and attitude is 

important.” (FG3) 

Besides managing appearance, other voluntary activities seemed to help. It was 

evident participants who had come to terms with living with a chronic condition and 

had developed a capability to undertake proactive coping activities, such as positive 

thinking, emotional regulation, sense making and reframing felt better. 
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“We’ve got a problem, sometimes people just get too down, you’ve got to 

live as well. […] It’s the attitude, something you just can’t ever solve, you 

have to stay positive, you have to stay learning but you don’t panic and 

you don’t go down the drain.” (FG1) 

Even though voluntary activities often improved psychological well-being, it did not 

mean the activities customers did within core service encounters were not important 

to how they felt. Persistently putting effort into doing what was required to keep 

diabetes under control, delay complications or prevent loss of physical functioning 

improved physical health and reduced the likelihood of burnout and depression. 

Existential well-being 

Existential well-being (perceptions of purpose and meaning of existence and progress 

towards life goals) is an important aspect of the quality of life of patients with life-

threatening illnesses (Cohen et al. 2017) and there was evidence of a link between 

undertaking value cocreation activities and existential well-being. Even though 

diabetes is not necessarily a life-threatening condition, participants expressed a strong 

need to reinforce the meaning and purpose of their lives and to feel good about 

themselves. As mentioned earlier, this was achieved by being a good patient, a good 

peer and a good family member. Performing value cocreation activities, especially 

voluntary extra-role activities, helps them achieve that end goal.  

 “You have to have a significant person. I’m single so I don’t have 

children, a wife or partner, I have a very small circle of friends and they 

are people I would put in the first category, things [doing value cocreation 

activities] I would do for them because they are friends that I would live 

for.” (FG1) 
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Others felt helping peers was a good thing as it made their life more meaningful. 

“Anyone I know that has got T2D, I tell them what I know and say take it 

and check it, so it’s satisfaction out of knowing that I help somebody, giving 

them a bit of education because I’ve gone through a similar journey to 

them.” (FG3) 

Social well-being 

People with T2D need to feel supported. There can be a social stigma attached to T2D 

due to a common belief that it is associated with lifestyle (Schabert et al. 2013). For 

some, the fear of social rejection is a barrier to their self-care. 

“I think there’s a stigma ‘Oh you’ve got diabetes, you’re a poor person. 

That’s awful’. I mean it’s not really one of society’s popular diseases. I 

think everyone in this room probably apart from me maybe has told their 

colleagues, their family that they’ve got diabetes. To me I want to crawl 

under a rock.” (FG1).  

This highlights the role supportive social relationships play in diabetes management 

(Gallant 2003), although not everyone is capable of mobilising such support. 

However, participating in voluntary value cocreation activities was a way to get such 

support. 

“You should generally get emotional support from your close friends. And 

for those you love and treasure, whether they are your friends or family, 

you will feel the energy from their emotional support […] When someone 

say ‘Oh you deal [with it] well, don’t give up” or whatever, that also gives 

me a positive injection” (FG1) 
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Attending education programs was another way to get connected and feel supported. 

These programs equipped participants with self-management knowledge and offered 

them an opportunity to get involved and have a sense of belonging. 

“The more you attend the more you start to feel that you’re not alone and 

what’s happening to you maybe is happening to 3 people in the group. You 

start to find that there are people who are going through the same thing as 

you.” (FG2) 

In addition to such offline relationships, some found online support groups were a 

good platform to connect. Joining these groups also fostered their sense of social well-

being. 

“I got much assistance from social media. I found thousands of people that 

were doing what I was doing and that’s how I get support and that’s how 

I help others.” (FG1) 

In short, based on the findings reported in sections 3.5.1 and 3.5.2, the initial 

framework (Figure 3.1) was amended to include a) four customer value cocreation 

activity categories (mandatory - customer, mandatory – customer or organisation, 

voluntary in-role and voluntary extra-role) and b) five psychological drivers that 

underlie a customer’s motivation to undertake value cocreation activities. In section 

3.5.3 we identified some links between different activity types and quality of life 

dimensions. The model and findings are summarised in Figure 3.2. 
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* These activities were also found to be impacted by other psychological factors (e.g. 

altruistic motive, protective motive, and empathy)  

Figure 3.2 The proposed conceptual model 
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This research responded to the call for research into customer’s cocreation from a 

micro-foundational perspective (Conduit and Chen 2017). Understanding customers 

as active resource integrators with well-being as the ultimate outcome has been 

identified as a service research priority (Ostrom et al. 2015). However, it is unclear 

what customers do to cocreate value, how they interact with others and what 

cocreation activities enhance well-being. This study contributed to the transformative 

service research and value cocreation literature by developing an extended framework 

of the antecedents and outcomes of value cocreation activities across a wider service 

network. The study investigated the types of activities customers undertake in 

interactions with other actors to cocreate value. While these activity types have 
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quality of life dimensions, although to different extents and through different 

mechanisms. The study also found some customers were more psychologically 

prepared to participate in value cocreation activities and that such participation 

enhanced their quality of life. 

Consistent with our first objective, the study explored the range of customer value 

cocreation activities in a diabetes context, across mandatory and voluntary activities 

so a typology of such activities could be developed. As shown in Figure 3.2, customers 

participate in many activities to improve their quality of life, including mandatory 

(customer) activities, activities that are essential for the core health service and can 

only be done by the customer such as cooperating with medical staff; mandatory 

(customer or organisation) activities, traditional employee’s in-role activities that are 

essential to the core service but can also be performed by the customer, in the 

coproduction of health services; voluntary in-role activities, activities that are not 

essential to the core service itself and are performed at the customer’s discretion to 

improve value, such as collating health-related information; and voluntary extra-role 

activities, activities that are not essential to the core service and are performed at the 

customer’s discretion to primarily bring benefits to other actors, such as helping others 

with diabetes. It is also important to stress that a particular customer at a particular 

point in time might undertake a combination of these activities and, over the course of 

their health journey, might shift from undertaking few activities to more activities and 

vice versa. Customers might also develop greater mastery, know which strategies 

work for them and become experts about their own condition, allowing them to adapt 

their resource integrating styles. 
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While prior health research focused on self-management as the key to chronic illnesses 

treatment, we found that, in addition to performing core self-management tasks, such 

customers perform other voluntary activities that improve aspects of their lives. The 

scope of the value cocreation activities examined is broader than activities relating to 

concepts such as customer participation (e.g. Gallan et al. 2013; Hau et al. 2017; Osei-

Frimpong 2017), coproduction (e.g. Auh et al. 2007) or patient adherence (e.g. 

Dellande et al. 2004). This typology went beyond the scope of participation behaviour 

(e.g. Dong and Sivakumar 2017) and the customer-provider dyad model as it includes 

activities beyond the service exchanges. By finding four customer value cocreation 

activity types, we extended prior research on customer value cocreation activities (e.g. 

McColl-Kennedy et al. 2012; Sweeney et al. 2015) by developing a more nuanced 

categorisation of customer activities in value cocreation that captures some additional 

activities that generate benefits for a wider range of actors, as discussed subsequently. 

We provided an improved understanding of this research stream by demonstrating 

that, in addition to resource integrating activities that were primarily aimed at creating 

value for the focal customer themselves, voluntary extra-role activities also played a 

crucial role. The framework provides a comprehensive analysis of what customers 

actually do to cocreate value beyond the service encounter with other actors in the 

ecosystem. While these “helping” or “supporting” activities have not been the main 

focus of prior health-related research, some have been examined in service marketing. 

For example, helping service providers or other customers (customer citizenship or 

helping behaviour) has received some attention (e.g. Bove et al. 2009; Johnson and 

Rapp 2010). 
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While different terms have been used, these activities are outside customers’ required 

roles (hence extra-role) and are intended to benefit others. Even though the voluntary 

extra-role activities in our typology share some of these characteristics, they are 

different, as their scope is beyond the core health care service and beneficiaries are not 

bounded by commercial relationships. More importantly, it appears these extra-role 

activities affect recipients’ and helpers’ well-being. 

The study’s second objective was to explore the psychological drivers of customer 

participation in value cocreation activities. Previous research has shown people 

cocreate value differently due to different views about their roles or perceptions of 

what is of value to them (McColl-Kennedy et al. 2017c; McColl-Kennedy et al. 2012). 

The situation is pronounced in a negative service, such as health care, as not all 

customers are psychologically prepared to assume responsibilities. Thus, pushing 

them to become more active may not always lead to better outcomes (Anderson et al. 

2016). Consequently, it is vital to understand the factors underlying customers’ 

willingness to become active resource integrators (McColl-Kennedy et al. 2017c) and 

to see how these factors can be influenced or reinforced. 

Here, it appeared variations in the activities customers undertake was explained by 

several psychological factors. The people who participated in more value-creation 

activities types believed their health outcomes were contingent on their own efforts 

(i.e. having internal health locus of control), were confident in their capability to carry 

out the corresponding activities (i.e. being self-efficacious), expected favourable 

outcomes (i.e. being optimistic); strove to achieve positive goals (i.e. having a 

promotion focus) and were motivated by the different benefits associated with 

undertaking these activities. While optimism and regulatory focus are trait-like 
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personal characteristics (i.e. stable and difficult to change), domain-specific factors, 

such as health locus of control, self-efficacy and perceptions of benefits, are more 

malleable, suggesting appropriate interventions could be designed to enhance or 

influence these latter factors. For example, Anderson et al. (2018) suggested service 

providers should put customers who participate more at centre of the service design 

process, as this helps understand their needs, expectations and capabilities and allows 

providers to design services that enhance customers’ capacity to be effective 

cocreators. 

Responding to the call for further insights into the transformative potential of health 

care services (Ostrom et al. 2015), this study’s third objective was to explore the 

associations between the different types of value cocreation activities and quality of 

life. While there is a consensus that health care service has a transformative nature, 

how different levels of customer participation or types of activity influence well-being 

has not been fully addressed (Kuppelwieser and Finsterwalder 2016). Here, we found 

a wide range of actors supported people in their health journey and that customers 

undertake various types of activity to integrate resources from different sources to 

improve their quality of life. We also found there were benefits to going an extra mile 

beyond doing what is explicitly required. 

The current study contributed to our understanding of the relationships between 

cocreation and quality of life in a number of ways. First, while McColl-Kennedy et al. 

(2012) and Sweeney et al. (2015) made significant contributions by finding customer 

activities helped improve well-being and that extra effort contributed to overall quality 

of life, their research did not empirically examine the links between undertaking 

different types of activities and different quality of life aspects. Second, while prior 
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research focused on patients’ physical and mental health, we explored a more 

comprehensive set of quality of life aspects (physical, psychological, existential and 

social well-being). There was evidence of better quality of life outcomes across several 

quality of life dimensions for those who were psychologically prepared and actively 

undertook more types of cocreation activity. In contrast, those who ignored their 

medical condition or merely complied did not have as good quality of life. Finally, 

while McColl-Kennedy et al. (2012) suggested customers adopting particular value 

cocreation practice styles, such as team management, pragmatic adapting or 

partnering, had a better quality of life and Sweeney et al. (2015) argued putting effort 

into more difficult activities improved quality of life, this study suggested each type 

of activity contributed to quality of life through different mechanisms. For example, 

mandatory activities had stronger impacts on physical well-being, while voluntary 

activities contributed more to psychological, existential and social well-being. Further, 

a particular type of activity (e.g. voluntary extra-role activities) enhanced well-being 

in various ways. For example, customers might take part in clinical or academic 

research so as to give back to the community. This contribution can help reinforce the 

meaning of a customer’s life and their sense of being good citizens (improving 

existential well-being). Additionally, participating in research might give customers 

an opportunity to acquire new information, knowledge or skills that help them manage 

their condition (improving physical well-being) or connect with others with the same 

condition that lead them to feel they were supported (improving social well-being). 

These results suggest the importance of the customer-centric perspective of health care 

service delivery and the need to gain a deeper understanding of how the activities 

undertaken throughout people’s health journey generate value. 
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We developed a framework that goes beyond patient engagement, participation, 

empowerment or activation, adding to the medical literature (e.g. Hibbard et al. 2007) 

and explored beyond the isolated medical encounters that have been the main 

emphasis of many medical studies into patient interactions and education (McColl-

Kennedy et al. 2017c). Furthermore, while the scope and focus of previous research 

into health promotion behaviours are diverse, such research has mainly examined 

individual aspects of customers’ health journeys (see Sweeney et al. 2015, pp. 323-

324, for a summary). For example, the focus has been mainly on mandatory (e.g. 

adherence) and a few voluntary in-role activities (e.g. technical aspects of self-

management, including medication, diet and exercise). However, many crucial 

activities, while they may not improve physical well-being directly, enhance various 

aspects of customers’ lives and affect physical well-being indirectly (e.g. voluntary 

extra-role activities). Such customer activities have largely been neglected in value 

cocreation and health service research to date. 

The current study used an S-D logic lens to gather a larger pool of activities, categorise 

them based on their differing natures and examine the links between undertaking these 

activities and well-being. There is a pervasive belief in the medical field that the keys 

to successful chronic illness management include educating patients about practical 

self-management skills and empowering them to make changes to their lives (Aujoulat 

et al. 2008). In addition, the dominant interventions to promote health and well-being 

are through health professionals (Barlow et al. 2002). DESMOND, a structured 

education program designed to support people with T2D in Australia, adopted this 

philosophy, focusing on discussing practical guidelines and the latest research on 

medication management, healthy food choices and physical activity. While complying 

with professional advice is important, our findings suggest additional ways to cocreate 
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value, both independently and during interactions with health care providers. 

Voluntary activities are as important as mandatory activities for several quality of life 

aspects. Our findings also suggest a need to shift intervention design from adherence 

to a broader range of activities, as value is ultimately realised in customers’ life 

contexts. The focus should be on collaboration between actors in the service 

ecosystem, rather than interactions between health professionals and customers alone. 

Interventions should take account of the relevance of customers’ support base and 

leverage this network for their benefit. It is also critical that ecosystem actors are 

adequately prepared for such changes. 

3.7 Managerial implications, limitations and future research 

3.7.1 Managerial implications 

The research has implications for service providers in general and health care 

practitioners in particular. The key take away is that psychologically prepared 

customers perform different types of activities to cocreate value with not only the focal 

service provider but also with a network of health professionals, other customers or 

personal networks that, subsequently, improve their well-being. To embrace such a 

holistic approach to value cocreation requires considerable change to the service 

design process in a way that allows and equips customers to have greater control of 

their health care. 

As a result of the shift from a compliance-based to a concordance-based approach to 

health care (Anderson et al. 2019), health care providers need to form a more 

collaborative relationship and engage patients in their care process. In doing so, they 

need to understand how to integrate customers’ active roles into the service delivery 

roles, while, at the same time, recognising the heterogeneity in the customers’ 
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preference and readiness to become active. For example, in the present health care 

context, some people preferred one-on-one consultations with diabetes educators 

rather than attending group sessions. Health professionals need to recognise 

customers’ different needs and expectations and adapt their interaction styles or 

consultation approaches to motivate the reluctant ones and gain their cooperation. 

As the range of value cocreation activities related to a variety of life situations, it is 

crucial to recognise customers need different types of support, not just better health 

care service quality, which has been the main focus of health service research. Ideally, 

health care customers should be encouraged to not only be good patients (comply) but 

also to put effort into other voluntary activities, such as collecting information, 

building relationships with family and friends, managing the practicalities of their 

lives and joining groups to give or get support. This requires pulling together a network 

of resources. Health care providers should provide customers with the necessary 

resources to not only facilitate their efforts in within clinic activities, which is the focus 

of traditional interventions, but also to assist them with outside clinic activities. For 

example, while many participants relied on online sources to learn about their 

condition, some did not know where to start or gave up, as they obtained contradictory 

information from different sources. Health professionals should refer people to easy 

to access, reliable sources of information so they can do their own research and educate 

themselves. In addition, as the study suggests a sense of personal fulfilment (e.g. social 

and existential well-being) can be fostered by participating in extra-role activities and 

connecting with others to give and get support, people should have regular 

opportunities to attend education programs or support groups. 
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Health service is complex and involves multiple interactions with a network of 

professionals and prolonged effort into the self-management tasks. The lack of 

positive psychological capacities is a potential barrier. Understanding the roles of a 

broad range of activities and the psychological factors underlying customers’ effort 

allows health service providers to tailor strategies and value propositions to different 

groups of customer. It seems the extent to which customers participate in value 

cocreation activities is driven by a number of psychological factors that can be fostered 

by appropriate interventions. For example, psychological interventions or education 

programs should be designed to strengthen people’s beliefs about their control of their 

health outcomes (internal health locus of control), their control of their health-related 

behaviours (self-efficacy) and their understanding of the benefits of the activities they 

might undertake to cope with their condition and improve their quality of life. 

While these psychological factors have been widely recognised as the general positive 

psychological capacities that lead to behaviours, health care customers are often 

vulnerable and commonly lack these capacities, imposing a need for interventions. In 

addition, previous intervention approaches mainly focused on people’s general 

capacity (e.g. general self-efficacy) without covering the range of activities that are 

important (e.g. task specific self-confidence). The current study offers a more 

comprehensive framework upon which interventions might be based. For example, 

instead of building customers’ general self-efficacy, education programs should try to 

enhance their confidence in becoming partners with health professionals so as to 

facilitate their mandatory activities effort or build confidence in their ability to adapt 

lifestyles and undertake self-care tasks so they can undertake more voluntary 

activities. 
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3.7.2 Limitations and future research 

Although this study provided useful insights into customers’ value cocreation 

activities, there were limitations that can offer promising directions for future research. 

First, while chronic illnesses are rich contexts in which to examine value cocreation 

activities, the framework might also apply in other contexts. We expect transferability 

to other ongoing and complex service domains, such as education or financial services, 

as they require a high degree of customer effort in a range of activities over a long 

period of time. However, this needs to be verified. It would also be useful to extend 

the study into other health care settings. The range of value cocreation activities may 

be less in general practice or for minor ailments or acute situations. However, we 

expect parallel results in other prolonged contexts, such as aged care. 

Second, while the qualitative approach was appropriate at this exploratory phase, this 

study provides a platform for future research into value cocreation in complex service 

settings, including quantitative research that could examine the identified 

relationships, such as the relative impacts the drivers have on each activity type or the 

links between the activities and different aspects of quality of life. Third, while value 

cocreation activities may generate benefits for many actors, our study looked at well-

being from the perspective of the focal customer. Further research should explore well-

being outcomes from the perspectives of other actors (e.g. service employees, carers 

of health customers and other customers). Finally, as health care customers integrate 

their resources with those provided by other actors to cocreate value, future research 

might look at how other actors’ roles change due to technological interventions. For 

example, how does the health professionals–customer relationship change with a 
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virtual health service delivery platform and does this help or hinder value cocreation 

activities and health outcomes? 

3.8 Appendices 

3.8.1 Appendix 1. Focus group interview guide 

Q1. Please list 15 activities related to the management of type-2 diabetes that you may 

undertake to help you in your diabetes journey (e.g. essential activities that are 

required to manage type-2 diabetes or optional activities that may be done to improve 

the condition). [This is a private reflection]. 

Q2. Tell us how easy or difficult it is to manage your diabetes. 

Q3. Tell us about the things that make it difficult for you to manage your diabetes. 

How have you overcome those barriers? 

Q4. Who would you say is most responsible for the progress of your health condition? 

Q5. How would you describe your role in your diabetes journey? 

Q6. We now would like you to think about all the things you do to help you in your 

diabetes journey. Please help us categorise the activities. [The participants were asked 

to categorise a list of activities derived from the literature and expand the list to include 

the relevant activities based on their own experience]. 

Q7. Thinking about the activities you put in each category, what would encourage you 

to do these activities?  

Q8. How does carrying out each type of activity influence various dimensions of your 

quality of life? (Prompt: physical and mental health, emotion, relationships with other 

people/ support from other people, purpose/meaning of life, feeling about yourself) 
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3.8.2 Appendix 2. Example coding scheme 

Primary 

code 

Code description Secondary code Text examples 

Physical 

well-being 

Discussion of one’s 

perception of the 

physical condition 

Positive – physical 

well-being 

“I’ve lost 20 kg, but it’s not overnight. I was diagnosed with blood sugar level 

14, now my blood sugar is around 6 or 7, maintain below 7 HbA1c. I think it 

changes with lifestyle.” 

 Negative – physical 

well-being 

“I’ve been diabetic for over 25 years now and when I was first diagnosed I 

thought you know what’s so bad about this, it’s easy, and you start with 

Metformin and now I take a hand full of tablets and it’s not just Metformin, 

it’s blood pressure, cholesterol, all the rest of it.” 

Psychological 

well-being 

Discussion of one’s 

feelings concerning 

depression, anxiety, 

sadness, or fear of the 

future 

Positive – 

psychological well-

being 

“I love being a diabetic and I’m very proud of it and I will say ‘Hi I’m Amy 

and I’m diabetic’. So I love being diabetic and if I get the bucket oh well so 

be it but at least I will enjoy my life.” 

 Negative – 

psychological well-

being 

“Diabetes burnout sits in… when you get the ‘Why can’t I be like everybody 

else why why am I” and that’s sometimes hard to pull yourself out of.” 

Social well-

being 

Discussion of one’s 

perception of support 

from others, quality of 

relationships and the ease 

of communication 

Positive – social well-

being 

 “You now have got some interactions with the people who are going through 

not exactly the same but nearly exactly the same as you are so you feel I don’t 

know if it’s safer but you don’t feel that you’re lonely. You’re not walking 

through this journey yourself.” 

 Negative – social 

well-being 

“I find that it’s a fairly lonely place to be actually. My brother is diabetic but 

he’s useless.” 
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Existential 

well-being 

Discussion of one’s 

belief about his/her life, 

whether it is purposeful, 

meaningful, under 

his/her control, or 

whether progress towards 

life goals has been made 

Positive – existential 

well-being 

“I just keep on walking …, and I found it wasn’t even 2 weeks I had a 

significant improvement and I thought oh this is really good … I got to a 

situation where I can walk 10 times. These are the good old days. There will 

be days when you can’t actually walk to the top of the hill … I feel a thousand 

times better so I just take it as a positive reinforcement.” 

 Negative – existential 

well-being 

“Since I was diagnosed with borderline type 2 I thought it would shut down 

and progress in me and that’s gone and I had to go on Metformin and now 

I’m still trying to get me down in that low area where I should be … but it 

doesn’t sort of help in the way to achieve this control… It’s a stressful job 

and I’m busy, I don’t have the time, you work your hours so I guess that’s 

the problem, it’s a life problem.” 
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3.8.3 Appendix 3. Example data structure 

First order concepts Second order themes Aggregate dimensions 

 Beliefs around the causes of diabetes complications Manageability Internal health locus of control 

 Beliefs around the impacts of diabetes      

 Believe in one's own responsibility Own responsibility   

 Believe in the need to be self-sufficient     

 Believe in the results of 'doing the right things'     

 Beliefs around the power of health professionals Power of other people External health locus of control 

 Beliefs around the influences of a personal network     

 "Diabetes will get us in the end" Unpredictability   

 "You’re going to die from something"     

 Believe long-term complications are inevitable/unpredictable     

 Be confident to become partners with health professionals Confidence in mandatory activities Self-efficacy 

 Be confident to be one's own advocate     

 Insist on having patient-centred conversation     

 Be confident in the ability to undertake self-care tasks Confidence in voluntary activities   

 Be confident in the ability to adapt lifestyles and manage changes     

 Be confident in the ability to offer help     

 Have good experiences with achieving and feeling confident     
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First order concepts Second order themes Aggregate dimensions 

 Think positively Positive mindset Optimism 

 Expect favourable outcomes   

 Accept the fact     

 Accept the challenges Positive coping strategies   

 Strive to get over barriers     

 Seek improvements in quality of life Positive goals focus Regulatory focus 

 Seek new knowledge and relationships     

 Motivated to 'move up the hierarchy'     

 Aim towards safety Vigilance and safety focus   

 Fulfil obligations, reluctant to 'do more'     

 Expect good health outcomes Expected benefits Expected benefits 

 Expect to be mentally healthy     

 Expect to feel supported and connected     

 Expect to live a purposeful and meaningful life     
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DOES WELL-BEING DIFFER ACROSS CUSTOMER VALUE 

COCREATION PRACTICE STYLES? AN EMPIRICAL STUDY IN A 

CHRONIC HEALTH CONTEXT 

 

Pham, Tram-Anh N., Jillian C. Sweeney, and Geoffrey N. Soutar (2021), "Does well-

being differ across customer value cocreation practice styles? An empirical study in a 

chronic health context," European Journal of Marketing. Accepted for publication on 

08 January 2021. (Appendix B) 

 

This chapter presents the quantitative paper that examined customer value cocreation 

practice styles and their association with various quality of life and satisfaction 

aspects. It builds on the range of customer value cocreation activities and the activity 

categorisation suggested in Paper 1.  
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4.1 Abstract 

Purpose: Drawing on an extensive range of activities across different types, including 

mandatory (customer), mandatory (customer or organisation), voluntary in-role, and 

voluntary extra-role activities, this study seeks to identify different health care 

customer value cocreation practice styles based on the combinations of value 

cocreation activities they undertake and empirically examine how customers adopting 

different styles differ in terms of well-being and satisfaction. 

Design/methodology/approach: The study was conducted across health customers 

with a variety of chronic conditions. Data were collected from three focus groups and 

an online survey. 

Findings: Five customer practice styles, namely the highly active, other-oriented, 

provider-oriented, self-oriented, and passive compliant customers, were revealed. 

While a moderate to high level of activities is often recommended as it is associated 

with higher levels of physical, psychological, existential and social well-being and 

customer satisfaction, the results also suggest there is no single ideal style as different 

styles may be associated with the same level of outcomes. 

Research limitations/implications: As customers cocreate value differently, it is 

crucial to understand the underlying heterogeneity and its implications to outcomes. 

Practical implications: Highly active and provider-oriented are the two styles that 

should be particularly encouraged due to their association with positive outcomes. 

Personalised strategies need to be developed and resources need to be put in place to 

build productive relationships among service providers, customers, and peers and to 

increase the perceived value of such interactions so as to shift customers towards more 

active styles. 



96 
 

Originality/value: The study advances the understanding of customer value 

cocreation and its link to well-being by empirically deriving five distinct practice 

styles and demonstrating how they differ across meaningful well-being and 

satisfaction dimensions. 

Key words: 

Mandatory activities, voluntary activities, well-being, value cocreation, practice 

styles, health care 

 

4.2 Introduction 

The health care industry is undergoing enormous changes as approaches such as 

patient-centred care (e.g. Michie et al. 2003), patient empowerment (e.g. Anderson 

and Funnell 2010), and health care value cocreation (e.g. Sweeney et al. 2015), are 

increasingly embraced. Given these changes, recent marketing and service research 

has been increasingly using the term ‘health care customer’ in place of ‘patient’ to 

move away from passive roles and acknowledge that a health care “customer is an 

active co-creator of value and a collaborator in care” rather than someone to be ‘acted 

on’ (e.g. McColl-Kennedy et al. 2017c, p. 11). Health care customers (patients) are 

expected to get more involved in the care process and engage in a range of activities, 

some of which they are not prepared for, motivated to do or unable to perform 

(McColl-Kennedy et al. 2017c). Further, demanding more from customers may not 

always lead to positive outcomes, especially when more responsibilities and risks are 

shifted to such vulnerable customers (Anderson et al. 2016). Integrated care and a truly 

patient-sensitive approach require a thorough understanding of patients’ perspectives 

and constellations of care needed (Keeling et al. 2018). As a result, it is essential to 
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obtain an understanding of the heterogeneity in the ways customers get involved and 

their links to desired outcomes so the system and care design can be aligned. 

Service-dominant logic (S-D logic) (Vargo and Lusch 2016) is a useful lens through 

which to examine such a phenomenon. S-D logic views customers as active actors 

who integrate resources from multiple sources by engaging in interactions and 

performing activities that create value for themselves and others (McColl-Kennedy et 

al. 2017c). Attempts have been made to examine specific customer value cocreation 

activities (e.g. Sweeney et al. 2015), their antecedents (e.g. Gallan et al. 2013) and 

outcomes (e.g. Sharma et al. 2017). However, “different degrees of participation or 

activity in well-being or value cocreation efforts have not specifically been given 

enough thought” (Kuppelwieser and Finsterwalder 2016, p. 96).  

Previous research suggests the scope of customer value cocreation activities is beyond 

the traditional provider-customer dyad. Some activities are performed within 

organisations in interactions with employees, while others take place outside 

organisations, including self-generated activities (Sweeney et al. 2015). Pham et al. 

(2019) provided an extensive and nuanced categorisation of customer activities, 

suggesting some activities are mandatory, as they are required for the service to occur, 

while others are voluntary, as they are not essential for the core service but can bring 

extra benefits to those involved. Voluntary activities can be classified as in-role or 

extra-role, depending on the activities’ primary beneficiaries (e.g. focal customers, 

service providers or other customers). Further, customers’ value cocreation efforts 

vary, with more engaging in easier activities, while a few are willing or able to exert 

more effort in more difficult or voluntary tasks (Sweeney et al. 2015).  
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Due to such differences, the identification of customer groups based on their activity 

patterns and understanding of the factors underlying such variations have important 

implications on how to support customer value cocreation processes through service 

designs and resources. Prior value cocreation and segmentation research has focused 

on a limited number of customer activities or relatively fewer activities (e.g. McColl-

Kennedy et al. 2012) or specific aspects of value cocreation (e.g. customer 

participation in the core service delivery, as in Chen et al. 2017) within a specific 

context, limiting our understanding of how customers cocreate value for themselves 

and for others. Thus, an exploration of how combinations of an extensive range of 

activities with different natures not limited to core service exchanges form different 

customer value cocreation practice styles can provide richer insights into the ways 

customers cocreate value in complex service contexts seems warranted. Further, while 

value cocreation often leads to positive outcomes, such as improvements in customers’ 

well-being (e.g. Sharma et al. 2017), the association between the extent to which 

customers undertake different combinations of activities in interactions with different 

actors and desired service outcomes has not been fully addressed. Consequently, this 

research sought to: 

• Identify value cocreation practice styles based on the combinations of 

activities customers undertake. 

• Examine how customers adopting different practice styles differ in well-

being and satisfaction. 

The study’s empirical setting was multiple prolonged and complex chronic health 

conditions (cancer, diabetes, heart disease, asthma and arthritis), as such conditions 

were seen as enabling a richer understanding of how health care customers (people 
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living with chronic conditions in this case) undertake a broad range of activities of 

different types. The research builds on previous customer value cocreation research 

(e.g. McColl-Kennedy et al. 2017b; Pham et al. 2019; Sweeney et al. 2015) and 

extends previous research in several ways. First, it examines whether combinations of 

an extended set of activities with differing natures (e.g. mandatory or voluntary, 

benefit self or others) suggest meaningful customer groupings. Thus, it responds to 

recent calls for deeper insights into the micro-foundations of value cocreation 

(Conduit and Chen 2017) and an investigation of different types of customer activities 

(Dong and Sivakumar 2017). 

Second, this study contributes to the transformative service research agenda by 

examining the associations between health care customer practice styles and desired 

outcomes, strengthening the suggested link between value cocreation and well-being. 

Scholars have recently called for research on the role service plays in improving 

human life (e.g. Ostrom et al. 2015), particularly examining how well-being might be 

improved through transformative service and value cocreation (Kuppelwieser and 

Finsterwalder 2016). The range of outcomes examined goes beyond the traditional 

focus of health service research (e.g. physical and mental health), as we examine 

whether value cocreation activities lead to health care customers creating value beyond 

their health outcomes, thus testing cocreation’s value in enhancing meaningful aspects 

of human life. 

Finally, the findings should be of interest to health professionals as they provide 

guidelines to understand the different practice styles customers may choose to adopt. 

As a result, health practitioners can better understand their roles, as well as the types 

of support customers need throughout their health care journey so interventions can 
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be designed to best support different groups of customers so as to bring positive 

outcomes.  

The next section briefly discusses well-being as an ultimate service outcome. Practice 

theory, a relevant theoretical frame that helps understand customers’ activities and 

interactions, is then discussed. This is followed by a review of the value cocreation 

literature from an S-D logic perspective with a focus on the how customer value 

cocreation activities have been defined and categorised. The method used to derive 

customers’ practice styles and examine the groups’ differences is then outlined, after 

which the findings are discussed. The paper concludes with some practical 

implications, limitations and suggestions for further research. 

4.3 Theoretical background 

4.3.1 Well-being as the ultimate service outcome 

Consumer and service research has recently embraced a transformative view, which 

recommends broadening service outcomes beyond the traditional focus on customer 

satisfaction or loyalty. This is consistent with the transformative service research 

agenda (Ostrom et al. 2015) that “centres on creating uplifting changes and 

improvements in the well-being of consumer entities: individuals (consumers and 

employees), communities, and the ecosystem” (Anderson et al. 2013, p. 1204). 

Consequently, well-being related metrics, such as life satisfaction, happiness and 

perceptions of physical and mental health, while still not common, are increasingly 

being examined (Anderson and Ostrom 2015). Indeed, “an increase in the well-being 

of a particular actor” is considered as a key outcome of value cocreation research 

(Lusch and Vargo 2014, p. 57), and scholars have called for research into how 

organisations can improve their outcomes while making customers better off 
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(American Marketing Association 2018a). Thus, in addition to traditional service 

outcomes such as different customer satisfaction facets (e.g. satisfaction with an 

organisation or employee this study investigated well-being domains. 

The links between value cocreation and well-being from an S-D logic lens have been 

discussed conceptually (Finsterwalder and Kuppelwieser 2020; Frow et al. 2016) and 

have been examined empirically in several service settings, including services that are 

transformative by design (Previte and Robertson 2019), such as health care (Sharma 

and Keller 2017) and education (Hau and Thuy 2016), as well as services that have 

transformative potential, such as hospitality and tourism (Hsieh et al. 2018). 

Understanding value cocreation practices is important, as such practices offer insights 

into how actors access resources and correct resource deficiencies to improve their 

well-being as well as the service ecosystem’s well-being (Frow et al. 2016).  

In this study, we examined a range of value cocreation practices and their association 

with subjective well-being, which has been defined as “people’s emotional and 

cognitive evaluations of their lives” (Diener et al. 2003, p. 403). The emotional 

component includes affective reactions to the events that occur in people’s lives (i.e. 

moods and emotions), while cognitive evaluations primarily concern the judgements 

people have about their satisfaction with life or with specific life domains (Diener et 

al. 1999). Several meaningful life domains for the general public have been identified 

(e.g. the WHOQOL Spirituality, Religion and Personal Beliefs instrument, The 

WHOQOL SRPB Group 2006). The current study investigated four well-being 

domains assessed in the McGill Quality of Life Questionnaire (Cohen et al. 2017), 

which captures the key concerns of health care customers (Pham et al. 2019), namely: 
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1. Physical well-being, which relates to people’s perception of their physical 

condition. 

2. Psychological well-being, which relates to people’s feelings (e.g. 

depression, anxiety, sadness, or fear of the future).  

3. Existential well-being, which reflects people’s beliefs about their life and 

whether it is purposeful, meaningful and under control and whether 

progress towards life goals has been made.  

4. Social well-being, which relates to perceptions of support from others and 

the quality of such relationships. 

4.3.2 Practice approach to segmentation 

The primary purpose of this study was to identify customer groups, or segments, based 

on the combinations of an extended range of value cocreation activities customers 

undertake. Segmentation is an important marketing concept, as it enables the 

identification of homogeneous customer groups with unique needs and preferences as 

reflected in their activity levels and the roles they assume (e.g. Chen et al. 2017), based 

on which organisations can support customer value cocreation processes through 

services and resources (Bartlett et al. 2020; Vargo and Lusch 2016). Practice theory 

has been suggested as a useful lens through which to segment customer value 

cocreation patterns (e.g. Rihova et al. 2019) as it helps our understanding of 

customers’ activities and interactions (McColl-Kennedy et al. 2012). This study 

adopted this approach and referred to a distinct combination of activities a group of 

customers performs as a practice style. Practice theory and why it is a useful lens to 

study customers’ heterogeneity are discussed next. 
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Practice-based research mostly draws on practice theory, which represents “a set of 

cultural and philosophical accounts that focus on the conditions surrounding the 

practical carrying out of social life” (Halkier et al. 2011, p. 3). Its philosophical roots 

come from early work by Bourdieu (1972) and Giddens (1979), among others. Even 

though there is “no unified practice approach” (Schatzki 2001, p. 2), these works form 

a family of theories whose interest lies in the “history and contemporary characteristics 

of everyday practices” (Blue et al. 2016, p. 41).  

Practice theory views a practice as the smallest unit of analysis and the practice itself, 

rather than the agents performing it, becomes the core unit of analysis. A practice, 

defined as “a routinised type of behaviour which consists of several elements, 

interconnected to one other: forms of bodily activities, forms of mental activities, 

‘things’ and their use, a background knowledge in the form of understanding, know-

how, states of emotion and motivational knowledge”, “represents a pattern which can 

be filled out by a multitude of single and often unique actions reproducing the 

practice” (Reckwitz 2002, p. 249-250). Likewise, Schatzki (1996, p. 89) defined 

practice as “a temporally unfolding and spatially dispersed nexus of doings and 

sayings”. These conceptualisations put activities and interactions at the centre of 

practices (Frow et al. 2016). 

Practice theory highlights differences in people’s socially constructed worlds, which 

subsequently influence people’s performativity and interactions. As people are 

different in their understanding of a practice (e.g. knowledge of what to say or do), the 

procedures they choose and the goals or values to which they are committed, a practice 

can be performed in a variety of ways (Warde 2005). As practice theory suggested the 

heterogeneity in the ways individuals view their roles and others’ roles, make 
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decisions, learn and adapt, this study attempted to examine customer subgroups who 

cocreate value differently through different practice styles. 

4.3.3 Customer value cocreation 

Value cocreation is a central concept in the S-D logic literature and is considered a 

key research priority (Ostrom et al. 2015). There is a range of conceptualisations of 

value cocreation (see McColl-Kennedy et al. 2012, p. 372-374, for a summary), most 

of which emphasise “the integration of resources from a range of sources by multiple 

actors, always involving the customer, to realise benefit in use for the beneficiaries 

involved in a given context” (McColl-Kennedy and Cheung 2018, p. 70). 

Customer value cocreation is defined as the benefits realised through their interactions 

and activities with others in a service network (McColl-Kennedy et al. 2017b). 

Customers may integrate resources from private (self, family and friends), public, or 

market-facing sources (McColl-Kennedy and Cheung 2018). Through resource 

integrating activities and interactions with other actors in dynamic social systems, the 

well-being of the focal actor (the customer in this case) can be cocreated and their life 

can be transformed (Chen et al. 2020).  

Value cocreation is characterised by a high level of complexity and interdependencies 

between many actors in value networks (Pinho et al. 2014; Verleye et al. 2017). In this 

sense, customer value cocreation is not bounded by dyadic service exchanges and goes 

beyond commonly examined concepts, such as coproduction (e.g. Spanjol et al. 2015) 

and customer participation (e.g. Hau et al. 2017). In moving away from dyadic 

exchanges to an actor-to-actor orientation, S-D logic is a helpful lens to examine how 

customers cocreate value throughout multiple touchpoints with a variety of actors 

(Vargo and Lusch 2016). Thus, in examining variations in customer value cocreation 
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practices based on an extended range of activities across different activity types and 

in interactions with multiple actors (e.g. Pham et al. 2019), the current study recognises 

that value cocreation does not simply comprise isolated interactions or dyadic or 

sequential processes. Such an examination can offer a holistic understanding of the 

factors underlying such variations and their implications for well-being.  

In line with prior research, we define value cocreation activities as a customer’s 

“cognitive and behavioural performance or active doing of things” to cocreate value 

(Sweeney et al. 2015, p. 319). This definition suggests customer participation and 

coproduction are sub-components of customer value cocreation activities (Pham et al. 

2019). Several attempts have been made to identify customer value cocreation 

activities (see Pham et al. 2019, p. 284-285, for a summary). Studies in health care 

contexts (e.g. Pham et al. 2019; Sweeney et al. 2015) found a wide range of activities, 

including activities in interactions with other actors (e.g. service provider, other 

customers, friends and family), such as sharing information with doctors or developing 

support networks, as well as self-generated activities, such as thinking positively. 

Sweeney et al. (2015) also suggested the difficulty of individual activities vary and 

that easier or less demanding activities are done before more difficult ones. Variations 

in customer activities are evident, as not all customers are equally capable or motivated 

to be value cocreators (McColl-Kennedy et al. 2017c). 

4.3.4 Categorisation of customer value cocreation activities 

Customer value cocreation activities can be classified according to their differing 

natures. Prior research has suggested various approaches to categorising such 

activities. Sweeney et al. (2015) distinguished between within organisation, outside 

organisation and self-generated activities, while McColl-Kennedy et al. (2017b) 
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suggested three broad activity categories, depending on their purpose (developing a 

health treatment program, obtaining health-related information or participating in 

complementary activities). In an attempt to categorise customer participation activities 

(i.e. “service exchange activities that integrate resources and create value”), Dong and 

Sivakumar (2017, p. 949) suggested three types of participatory activities (mandatory, 

replaceable and voluntary) based on who performed the activities and whether the 

activities were essential for service production and delivery. Building on a customer 

participation framework, Pham et al. (2019) suggested a more extensive and nuanced 

four-type categorisation of customer value cocreation activities beyond the core 

service exchange activities. Mandatory activities are seen as essential for the service 

and are divided into ‘mandatory - customer only’ and ‘mandatory - customer or 

organisation’ activities. While the former activities can only be done by customers, 

the latter are traditional employees’ in-role activities but can be done by customers or 

employees (e.g. coproduction). Voluntary activities, on the other hand, are performed 

at customers’ discretion and are not required for core service production and delivery. 

In order to better reflect the different primary beneficiaries of voluntary activities, 

Pham et al. (2019) suggested two types of voluntary activities, voluntary in-role 

activities that primarily benefit focal customers (e.g. collating information) and 

voluntary extra-role activities that primarily benefit other actors, such as service 

providers, other customers or the community at large. Examples of the latter include 

supporting other customers and providing feedback to service providers. They argued 

for the inclusion of voluntary extra-role activities, as such activities can improve focal 

customers’ well-being, as well as helping others.  

This study builds on Pham et al. (2019), as their framework offered a useful 

categorisation of customer value cocreation activities and captured an extended set of 
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activities in complex service contexts. While many customer value cocreation 

activities have been examined, exploring customers’ differences based on the 

combinations of activities undertaken rather than individual activities (e.g. comply or 

coproduce, as in McColl-Kennedy et al. (2017b)) can provide rich insights into the 

ways customers cocreate value and determine which activities combine to differentiate 

such styles. To this end, two empirical studies were conducted. As the literature 

highlights the contextual relevance of customers’ activity and performativity (e.g. 

McColl-Kennedy et al. 2015), it was seen essential to understand the perspective of 

customers within a specific health care context so as to generate an extended set of 

value cocreation activities. Consequently, a qualitative study was first conducted using 

focus groups and expert judgment to understand the manifestations of health care 

customer activities and ensure that these activities represent an extended range across 

different types. A quantitative study was then undertaken to derive customer groupings 

corresponding to various value cocreation practice styles. 

4.4 Study 1: Deriving and categorising customer value cocreation activities 

Purpose 

Focus groups and expert judgment were used to generate an extended set of health 

care customer value cocreation activities across different types that served as the basis 

for a subsequent quantitative study. 

4.4.1 Stage 1a: Deriving a list of customer value cocreation activities 

Method 

The first study used focus groups and expert judgment to generate an extended set of 

health care customer value cocreation activities that served as the basis for a 
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subsequent quantitative study. Pham et al.’s (2019) framework was used to generate a 

broad range of activities that covered the four categories discussed earlier (i.e. 

mandatory (customer), mandatory (customer or organisation), voluntary in-role, and 

voluntary extra-role activities). Following Sweeney et al. (2015), qualitative data were 

collected to understand the perspectives of people with a chronic health condition, and 

such insights would provide evidence for the face validity of the constructs, which can 

be used to determine relevant activities and their measures across conditions in the 

subsequent stage.  

Focus groups were used, as group dynamics help enrich collected data (Morgan 1996). 

Such an approach allowed us to comprehensively reflect on the key concerns of a 

particular group of customers within that context. Each focus group lasted about 90 

minutes and included 8 to 9 participants, which was in the ideal range of eight to 

twelve, as suggested by Stewart and Shamdasani (2014). Participants had been 

diagnosed with type-2 diabetes for at least 6 months, and this cut-off point was chosen 

to allow participants enough time to carry out a range of activities designed to improve 

their health. Participants represented a mix of gender, age (ranging from 30s to 80s), 

and experience in diabetes management (ranging from 6 months to over 30 years), 

which led to the generation of diverse perspectives and contributions to the discussion. 

Diabetes was chosen, as such an on-going and complex condition is a rich context 

within which to examine a wide range of customer activities. 

An initial list of activities and items had been generated from prior research (e.g. 

McColl-Kennedy et al. 2017b; Sweeney et al. 2015) which were validated and 

extended with focus group participants. Prior to the discussion, we asked participants 

to develop a written list of 15 activities covering various aspects of their diabetes 
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management, including both mandatory and voluntary activities. As the discussion 

proceeded, participants elaborated on specific instances to illustrate when and how 

they performed these activities to clarify any doubts. The discussion followed a semi-

structured protocol, as this enabled follow-up questions based on participants’ 

responses, which helps enhance accuracy and gain optimal information (Kallio et al. 

2016). 

The data were organised, coded, and analysed using the NVivo 11 software and 

emergent themes were based on a constant comparative approach (Lincoln and Guba 

1985). As the analytical purpose was to determine “what is in the data” Morse (2008, 

p. 727) and the primary interest was on a list of relevant activities rather than why such 

activities emerged, directed content analysis was used (Hsieh and Shannon 2005). 

Accordingly, a priori codes and their description were developed based on previous 

research, and the data were used to verify their existence in this context. The 

statements were allocated to categories which were collapsed into more general 

activities informed by the literature. These categories were reasonably generic rather 

than condition-specific. For example, “attending an information seminar” and 

“reading the latest research” were allocated to “collating information”, and 

“intermittent fasting”, “restrict carbohydrates” and “resistance exercise” to “diet and 

exercise”. Activities that didn’t fit the predetermined categories were further analysed 

to determine whether they were a subcategory of an existing category or represented 

a new one (Hsieh and Shannon 2005). 

Results 

An extended list of value cocreation activities in a chronic condition context was 

obtained, including activities focused on the customers themselves and others that take 
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place during and outside service encounters. Participants considered a number of 

activities important to their health care journey, such as saying positive things about 

health professionals to others (subsequently termed ‘advocate’ in Table 4.1), making 

changes to their life to accommodate their condition (‘change’), actively seeking and 

sharing information with health professionals (‘co-learn’), collating information about 

their medical condition (‘collate’), complying with doctors’ instruction (‘comply’), 

assisting with the design of their treatment regime (‘coproduce’), monitoring their diet 

and keeping fit (‘diet and exercise’), distracting themselves so as to avoid thinking 

about their condition (‘distract’), controlling their emotion (‘emotion regulation’), 

giving feedback to medical staff (‘feedback’), helping others with the same condition 

(‘help others’), developing a support network of family and friends (‘interact with 

family and friends’), seeking support from other people with similar experiences 

(‘interact with others’), putting effort into relationships with medical staff (‘interact 

with staff’), managing their physical appearance (‘physical appearance’), having a 

fighting spirit as a coping strategy (‘positive thinking’), reframing their thoughts about 

their condition (‘reframe’), and trying to make sense of their condition (‘sense 

making’). The list of eighteen activities and some illustrative quotes are provided in 

Appendix 4.9.1. These ideas were used in addition to prior research to obtain 57 items 

that reflected these eighteen value cocreation activities.  

4.4.2 Stage 1b: Categorising customer value cocreation activities 

Method 

Expert judgment was used to ensure the list of activities captured a broad range of 

customer activities across the different types. This approach followed Zaichkowsky’s 

(1985) and Sweeney and Soutar’s (2001) procedures, and has been used to determine 
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the representativeness of activity items in prior studies (e.g. Sweeney et al. 2015). 

While the activities would be measured using multi-item scales in the subsequent 

stage, a single item that most closely represented each of the 18 activities based on a 

face validity check was selected at this stage to reduce the judges’ onerous task. These 

items, together with definitions of the four activity types, were sent to fifteen academic 

judges to categorise each item into one of the four types. The judges who participated 

have regularly published in the services area and have extensive experience in value 

cocreation research. They were primarily approached at an international marketing 

conference during services marketing sessions by the authors. In addition to 

categorising the items, the judges were asked to make comments if they were 

concerned about an item’s meaning or a decision was difficult to make. The final 

decision was made by the authors using the majority rule, taking into account any 

specific comments made by the judges.  

Results 

The judges confirmed that the list captured a wide range of activities customers might 

undertake to create value for themselves and others in a chronic condition context (see 

Appendix 4.9.2). These included activities within and outside the core health service 

encounter, ranging from mandatory activities that must be completed for a successful 

service exchange (e.g. complying and co-learning) to voluntary activities that might 

provide extra benefits (e.g. distracting, interacting with family and friends, helping 

others). As chronic illnesses management requires a great deal of customer effort 

outside direct contact with health professionals, most activities are voluntary. 
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4.5 Study 2: Deriving the customer groups 

Purpose 

In this stage, the customer groups were identified based on the combinations of 

activities they undertook. Various value cocreation practice styles reflecting the 

different levels of activities undertaken were described. Differences in the groups’ 

outcomes were also examined. 

Method 

A questionnaire was designed that measured customers’ value cocreation activities 

and outcomes (Appendix E). Existing scales were adapted to measure the activities in 

the chronic illness contexts (McColl-Kennedy et al. 2017b; McColl-Kennedy et al. 

2012; Pham et al. 2019; Sweeney et al. 2015; Yi and Gong 2013) based on insights 

obtained from the focus groups. Some outcomes were also measured, including 

customer satisfaction aspects (satisfaction with effort they put into treatment, with 

health condition, with service organisation and with service employees), as were the 

four quality of life aspects identified by Cohen et al. (2017) (physical, psychological, 

social and existential well-being) (Appendices 4.9.3 and F). All items were measured 

on Likert-type scales, ranging from strongly disagree (1) to strongly agree (7). 

An online panel was used to distribute the survey to potential respondents who were 

over 18 years of age and had suffered from any of five chronic health conditions 

(cancer, diabetes, heart disease, asthma, or arthritis) for at least six months. As we 

investigated a wide range of value cocreation activities that take place within and 

outside clinic settings, only people who visited health professionals at least twice a 

year were included. A total of 1,132 people started the survey, equivalent to a response 
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rate of 33%. Among those, 395 people did not qualify and 110 dropped out before 

finishing. The remaining responses were checked for speed, completeness, pattern and 

consistency, leading to a final sample of 419 valid responses that were used in the 

subsequent analysis. Respondents were primarily over 45 years of age (83%) and 

about one third had at least two of the five conditions. If a respondent selected more 

than one condition, they were asked to indicate the condition that had been their 

primary concern when answering the survey. Background information on the sample 

is provided in Appendix 4.9.4. 

As the main objective of the study was to derive customer groups based on the value 

cocreation activities undertaken, cluster analysis, which assigns objects into groups 

that maximise the homogeneity within group and heterogeneity between groups, was 

seen as appropriate (Hair et al. 2010). A two-step clustering approach was used, as it 

is “particularly appropriate for samples above 200” (Salimath et al. 2008, p. 368) and 

offers an overall goodness-of-fit measure of the cluster solution (Sarstedt and Mooi 

2019). 

Results 

Identification of the customer groups 

Before assigning respondents into groups, the reliability of the measures used for the 

18 activities was assessed. Cronbach’s alpha coefficients were at least 0.60 for all 

activities except for sense making (α = 0.52), indicating the two items used to measure 

this construct (Tried to make sense of what is happening to me and Often wondered 

why this happened to me) were not well related. Indeed, the former appears to be a 

proactive process in which people take charge when dealing with their condition 

psychologically, while the latter reflects a reactive response to the situation. Thus, the 
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two items were labelled proactive sense making and reactive sense making and were 

treated as separate activities.  

The two-step clustering approach was used to group respondents and the BIC change 

criterion suggested a five-cluster solution was appropriate. The Silhouette measure of 

cohesion and separation of 0.30 indicated fair cluster quality. Further, no cluster 

contains less than 10% of the sample, suggesting all groups were sufficiently large to 

retain. Consequently, the five-group solution was used in the subsequent 

interpretation. To better understand these groups, the mean scores for their 19 value 

cocreation activities were examined. As expected, the F statistics from a series of 

ANOVAs suggested there were significant differences in each case (Table 4.1). 

Further, a discriminant analysis of these activities found all of the groups were 

statistically different well beyond the 0.01 level (based on the F-statistics of their 

Mahalanobis distances), demonstrating that the groups were different (Johnson 1977) 

and could be examined with some confidence. 
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Table 4.1 Equality of group means and rotated structural coefficients for value cocreation activities 

 

 Group means Equality 

of group 

means (F) 

Rotated structural coefficients 
 

Highly 

active 

(n = 121) 

Other- 

oriented 

(n = 76) 

Provider-

oriented 

(n = 94) 

Self-

oriented 

(n = 76) 

Passive 

compliant 

(n = 52) 

Total 

(n = 419) 

Function 1 Function 2 Function 3 Function 4 

Provider 

communication 

Psychological 

activities 

Others 

support 

Compliance 

Co-learn 6.24a 4.77b 5.60c 5.61c 3.08d 5.32 115.39*** 0.71 0.18 -0.08 0.00 

Advocate 6.15a 4.54b 5.11c 4.56b 2.14d 4.84 133.22*** 0.66 0.04 0.23 0.10 

Feedback 6.23a 4.60b 5.66c 5.24d 2.93e 5.22 98.26*** 0.60 0.02 -0.00 0.17 

Distract 5.69a 4.48b 3.14c 5.43a 2.99c 4.52 95.25*** -0.06 0.70 0.07 0.09 

Reframe 5.62a 4.39b 3.70c 5.22a 3.09d 4.58 73.67*** 0.04 0.53 0.05 0.15 

Reactive sense making 5.79a 4.43b 3.63c 5.41a 3.02d 4.64 57.86*** 0.02 0.48 0.03 0.13 

Proactive sense making 4.04a 3.97a 2.00b 4.43a 2.52b 3.45 25.91*** 0.02 0.47 0.05 -0.27 

Change 6.08a 4.65b 4.50b 5.78a 3.37c 5.07 73.41*** 0.17 0.46 -0.05 0.15 

Emotion regulation 5.19a 4.66b 3.41c 4.58b 3.06c 4.32 49.35*** 0.08 0.43 0.23 -0.11 

Collate 5.56a 4.39b 3.34c 4.47b 2.37d 4.26 71.23*** 0.11 0.40 0.25 0.08 

Positive thinking 5.99a 4.61b,c 4.32b 5.03c 3.12d 4.83 67.14*** 0.12 0.29 0.15 0.27 

Help others 4.22a 3.71b 2.04c 1.82c,d 1.38d 2.85 122.38*** -0.03 0.09 0.83 0.21 

Interact with others 3.83a 3.85a 1.69b 1.88b 1.45b 2.70 93.70*** 0.02 0.22 0.75 -0.13 

Interact with staff 5.63a 4.41b 4.24b 3.72c 2.19d 4.32 71.51*** 0.30 0.01 0.37 0.17 

Interact with family & friends 5.72a 4.45b 4.16b 4.40b 2.71c 4.53 93.61*** 0.22 0.21 0.30 0.27 

Comply 6.62a 5.38b 6.41a 6.49a 5.30b 6.16 78.33*** 0.19 0.03 -0.35 0.67 

Diet and exercise 6.13a 4.89b 5.15b,c 5.36c 4.27d 5.32 35.13*** -0.01 0.09 0.06 0.47 

Physical appearance 5.94a 4.67b 5.04b 4.84b 3.61c 5.02 31.15*** 0.13 0.00 0.12 0.31 

Coproduce 5.35a 4.38b 4.15b 4.48b 3.29c 4.49 38.28*** 0.07 0.17 0.17 0.24 

 
*** p < 0.001; a, b, c, d, e: The mean scores in one row with different superscripts are significantly different from each other at the 5% level (post hoc Tukey 

test); I2 = 94.8%; Hit ratio = 91.6%; Press’s Q = 1,344.3 (p = 0.000); Variations explained by 4 functions: 29%, 27%, 21%, and 17%. 
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As shown in Table 4.1, the discriminant analysis identified four significant functions 

that differentiated the groups, explaining 95% of the intergroup variation, based on 

Peterson and Mahajan’s (1976) I2 statistic. Further, all of the functions explained a 

reasonable amount of this variation, ranging from 29% for function 1 to 17% for 

function 4. The activities’ structural correlations were used to assess group 

differences, with coefficients greater than 0.40 being considered meaningful (Hair et 

al. 2010). The first function was highly correlated with co-learn (r = 0.71), advocate 

(r = 0.66) and feedback (r = 0.60), reflecting respondents’ communication with and 

about service providers, and was termed ‘provider communication’. The second 

function was primarily related to distract (r = 0.70), reframe (r = 0.53), reactive sense 

making (r = 0.48), proactive sense making (r = 0.47), change (r = 0.46), emotion 

regulation (r = 0.43) and collate (r = 0.40), and was termed psychological activities. 

The third function related most to interactions with others, with a particular focus on 

giving support to and seeking support from people with the same chronic condition 

(help others, r = 0.83; interact with others, r = 0.75), and was termed ‘others support’, 

while the fourth function reflected the compliance aspects of the condition (comply (r 

= 0.67) and diet and exercise (r = 0.47)), and was termed ‘compliance’. An 

examination of the relative positions of the five groups on the discriminant functions 

(Figure 4.1) visually demonstrates the combination of activities undertaken by each 

practice style group. 
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Figure 4.1 The mean discriminant scores for each function for each group 
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Highly active
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Function 1 - Provider communication 1.19 -0.68 0.73 -0.03 -3.06

Function 2 - Psychological activities 1.24 -0.10 -1.52 1.23 -1.78

Function 3 - Others support 1.16 1.22 -0.76 -1.32 -1.17

Function 4 - Compliance 1.31 -1.02 0.06 0.04 -1.72
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An exploration of the group differences in terms of satisfaction and well-being 

How people who adopted the five practice styles differed across desired outcomes was 

examined next. As noted earlier, four customer satisfaction constructs (satisfaction 

with effort, health condition, organisation and employee) and four well-being 

dimensions (physical, psychological, existential and social well-being) were examined 

in this analysis. The multiple-item scales for each construct were reliable, as their 

alpha coefficients ranged from 0.79 to 0.95. Consequently, their mean scores were 

used in the subsequent analysis.  

To minimise the chance of Type I error, MANOVAs were undertaken first on the 

combined sets of outcome variables to see whether there were group differences before 

individual ANOVAs were undertaken on each outcome variable (Huberty 1984). The 

MANOVA was significant for the satisfaction constructs (Wilk’s Λ = 0.67, F = 10.90, 

df = 16, p = 0.000) and for the well-being constructs (Wilk’s Λ = 0.77, F = 6.99, df = 

16, p = 0.000). The F statistics for the individual one-way ANOVAs were all 

significant at the 1% level, suggesting there were real differences between the groups 

across each of the eight outcome variables (Table 4.2). The results indicated four 

satisfaction facets and four well-being dimensions varied across the groups. The F 

statistics show the groups differed the most in the extent to which group members 

were satisfied with the effort they put into the management of their conditions, the 

organisation, whether they found their life purposeful and meaningful, and in their 

perceptions that they were achieving their goals and felt supported (i.e. existential and 

social well-being). 
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Table 4.2 Equality of group means for customer satisfaction and well-being 

 Group means Equality of 

group means 

(F) 

Eta 

squared 

(η²) 

Groups with significant 

differences (based on 

Tukey’s post hoc test) 
Highly 

active 

(HA) 

Other-

oriented 

(OO) 

Provider

-oriented 

(PO) 

Self-

oriented 

(SO) 

Passive 

compliant 

(PC) 

Total 

Satisfaction with effort 6.02a 4.97b 5.54c 5.63c 4.58b 5.47 31.50*** 0.23 HA > OO, PO, SO, PC 

PO > OO, PC 

SO > OO, PC 

Satisfaction with 

health condition 

5.15a 4.21b 5.06a 4.40b 4.32b 4.72 10.27*** 0.09 HA > OO, SO, PC 

PO > OO, SO, PC 

Satisfaction with 

organisation 

6.40a 5.21b 6.30a,c 5.95c 5.47b 5.96 20.38*** 0.16 HA > OO, SO, PC 

PO > OO, PC 

SO > OO, PC 

Satisfaction with 

service employee 

6.25a 5.21b 6.32a 5.95a,c 5.52b,c 5.93 14.92*** 0.13 HA > OO, PC 

PO > OO, PC 

SO > OO 

Physical well-being 4.98a,c 4.33b 5.23a 4.25b 4.47b,c 4.72 6.33*** 0.06 HA > OO, SO 

PO > OO, SO, PC 

Psychological well-

being 

5.02a,b 4.29c 5.40a 4.57b,c 4.59b,c 4.84 6.31*** 0.06 HA > OO 

PO > OO, SO, PC 

Social well-being 6.14a 5.14b 5.93a,c 5.65c 4.94b 5.67 17.68*** 0.15 HA > OO, SO, PC 

PO > OO, PC 

SO > OO, PC 

Existential well-being 5.77a 4.68b,c 5.39a,d 4.96b,d 4.42c 5.17 16.78*** 0.14 HA > OO, SO, PC 

PO > OO, PC 

SO > PC 

*** p < 0.001 

a, b, c, d: The mean scores in one row with different superscripts are significantly different from each other at the 5% level (post hoc Tukey test) 
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A description of the customer value cocreation practice styles and outcomes 

Group one, the largest group, included 29% of the sample. Means of activities for this 

group were significantly higher than the overall sample means, suggesting members 

were active across the range of activities. These people exerted effort in different 

aspects throughout their health management journey, including activities and 

interactions with multiple actors. They were actively involved in managing their 

chronic condition with health professionals (e.g. collaborating with medical staff, 

sharing information and asking questions about their condition, providing feedback to 

staff), were more likely to develop a strong support network (e.g. with family and 

friends or other people with the same condition) and actively engaged in other 

activities that were seen as important to their psychological and physical health. Thus, 

this group was termed highly active. This group was among the most satisfied and had 

the best level of well-being across the four dimensions. Typical profiles or highly 

active customers were female, married, tertiary qualified, employed, and have had the 

condition for less than 3 years (Appendix 4.9.4).  

Group two, which included 18% of the sample, scored highly on the third function 

(others support) but was relatively low on the others. These people put less effort into 

self-management tasks. While limiting their inputs to core health service encounters 

in interactions with health professionals, this group interacted with other people who 

lived with the same chronic condition. Such interactions gave them an opportunity to 

seek advice and support from such people, as well as to offer help and share their own 

experiences with them. Consequently, this group was termed other-oriented. The 

other-oriented customers were among the least satisfied and had relatively low levels 

of well-being. This group were more likely to be female, employed, younger, and to 

have been diagnosed more recently.  
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Group three comprised 22% of the sample and was the second largest group. This 

group was dominated by people with a moderately high level of communication with 

and about service providers but who were relatively low to moderate on other aspects, 

being particularly low on psychological activities. These people were relatively more 

concerned about fostering good relationships with health professionals and 

communicating with medical staff about their health matters while being particularly 

low in interacting with other people with the condition. Hence, they were different 

from the other-oriented customers, as the health service encounter was at the core of 

their health management. Further, this group were more likely to perform extra-role 

activities for providers including saying positive things about their health care team. 

Customers in this group also scored moderately on compliance aspects (e.g. 

cooperating with medical staff, complying with requirements set by health 

professionals and co-learning). As these people were more likely to undertake 

activities that supported service providers and complied with providers’ requirements, 

they were termed provider-oriented. Similar to the highly active group, provider-

oriented customers were more satisfied with their health condition and with service 

organisation and employees. They also scored highest on physical and psychological 

well-being. Interestingly, while putting little effort into psychological activities, this 

group had the highest level of psychological well-being. Group members had the 

highest mean age and were more likely to be male, married, retired, have lived with 

the condition for more than 3 years, and have longer relationships with health 

professionals.  

Group four included 18% of the sample. Their most prominent characteristic was 

their high levels of self-focused activities but low involvement in interactions with 

health professionals and other people. They had high involvement in the range of 
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psychological activities (e.g. reframing, sense making and emotion regulation) and in 

compliance including diet and exercise, while having little involvement in give-and-

seek support aspects, suggesting these people were inward-looking and put little 

emphasis on interactions with others, which led to them being termed self-oriented. 

While this group put effort into psychological activities and were compliant, they had 

relatively low levels of psychological and physical well-being. Possibly, these people 

were more likely to put effort into activities they deemed essential to improving their 

physical and mental health, as they were unhappy with their current state. Indeed, they 

recorded relatively high satisfaction with their value cocreation effort. The self-

oriented customers were more likely to be male, retired and to have had shorter 

relationships with their health professionals. 

Group five was the smallest group and included 12% of the sample. Their mean 

activity scores were all below 4, the midpoint of the scale, except for compliance 

including diet and exercise, in which case they were above the mid-point. While 

compliance is a positive and necessary activity, this group was not interested in most 

other activities, such as interacting with the medical team, friends and family or others 

compared to other groups. This group had the lowest levels of satisfaction and well-

being. Members were more likely to be single and were less likely to have cancer but 

more likely to have diabetes. 

A separate discriminant analysis found the demographics variables explained only a 

small proportion of the groups’ differences (I2 =11%). Further, the health conditions’ 

structural correlations, which were used to assess group differences, were all below 

0.40, suggesting practice styles were largely unrelated to health conditions. 
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4.6 Discussion 

Viewing health care customers as relatively passive patients has limited the 

development of health care service (Hardyman et al. 2015). As a solution, medical 

research has increasingly embraced approaches such as patient activation (Hibbard et 

al. 2004) and patient empowerment (Anderson and Funnell 2010), while health service 

researchers have investigated concepts such as coproduction (Spanjol et al. 2015) and 

patient participation (Gallan et al. 2013). These studies, however, focused on technical 

aspects of self-management, as well as on dyad-based provider-customer interactions. 

Clearly, health professionals play critical roles in medical treatments, as the highly 

active and provider-oriented customers who had the best outcomes and put effort into 

these interactions made up about half the sample. However, there are many other 

health related activities (Bodenheimer et al. 2002).  

Using an S-D logic lens to investigate customer value cocreation activities enabled us 

to include a broader range of activities and interactions that might influence the well-

being of not only focal customers but also other actors in their service networks. The 

results enrich our understanding of the important activities and sources of support 

vulnerable customers (particularly those with chronic illnesses) rely on beyond formal 

health systems and how these should be understood and prioritised to provide 

integrated care (e.g. Keeling et al. 2018). As opposed to acute situations in which care 

procedures are relatively standardised (e.g. the common cold), the effective 

management of chronic conditions requires greater customer input, as the main 

responsibility rests with them (Michie et al. 2003). This emphasises the importance of 

not only customer technical activities, such as adherence (e.g. taking required 

medication) (Snell et al. 2014), but also the broad array of activities customers might 
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undertake to enhance their health and well-being, including voluntary in-role activities 

(e.g. positive thinking, collating information, and seeking support) and voluntary 

extra-role activities (e.g. giving feedback to service provider, helping other 

customers). Such extra-role activities have not been the focus of previous health care 

value cocreation research. While these activities are principally beneficial to other 

actors, there is a positive association between such helping behaviours and the well-

being of the value cocreating helpers, particularly through the positive reinforcement 

of the meaning of life (Pham et al. 2019), greater need satisfaction (Weinstein and 

Ryan 2010) and improvement in confidence and self-esteem (Schwartz and Sendor 

1999), suggesting these are critical elements of customers’ health care journeys.  

The S-D logic lens views customers as resource integrators who have unique sets of 

resources they can integrate in self-generated activities or interactions and activities 

with others to enhance their well-being (McColl-Kennedy et al. 2017b). However, 

when confronted with more responsibilities, which requires a highly varied set of 

capabilities, customers face greater tensions between capability and autonomy 

(Anderson et al. 2016). These tensions may inhibit them from performing desired 

activities, and encourage them to rely on various sources of support. Further, while 

more responsibilities have been shifted to customers, not all health care customers are 

willing to become ‘more active’, depending on how they see their roles, and they may 

even display dysfunctional behaviours (e.g. sabotaging treatments) (McColl-Kennedy 

et al. 2017c). Practice theory suggests the different ways customers’ view the world 

affect how they interact and, subsequently, determine the things they do (McColl-

Kennedy et al. 2015a). Thus, our identification of distinct groups of customers who 

undertake different sets of activities has important theoretical and practical 

implications.  
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This study identified five groups with distinct practice styles. The 19 activities which 

represented mandatory (customer), mandatory (customer or organisation), voluntary 

in-role and voluntary extra-role activities, all differentiated between the highly active, 

other-oriented, provider-oriented, self-oriented and passive compliant groups. 

Customers adopting different styles were somewhat different demographically. For 

example, other-oriented customers were younger, suggesting younger customers are 

more likely to seek support from other people who have experience with similar 

conditions. However, demographics explained only a small amount of the groups’ 

differences. 

The study contributes to the service research in several ways. First, it adds to our 

knowledge of customer value cocreation by providing the first quantitative evidence 

of distinct health care customer practice styles based on an extended set of activities 

with different natures and showing how the groups differed in terms of outcomes. The 

segmentation was done across multiple chronic health conditions, and, interestingly, 

the type of condition varied little across value cocreation styles, implying practice 

styles are relevant across a range of prolonged and complex conditions. While McColl-

Kennedy et al.’s (2012) pioneering work marked the first attempt to develop customer 

value cocreation practice styles, their work examined a smaller set of activities and 

was restricted to one chronic condition (cancer) within a qualitative investigation.  

The current study supports a holistic view of health care customer value cocreation as 

an ongoing and dynamic process rather than a set of discrete activities (Schulman‐

Green et al. 2012). In examining various types of customer value cocreation activities, 

this study responds to a recent call for an investigation of different types of activities 

(e.g. mandatory and voluntary activities) and their outcomes (Dong and Sivakumar 
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2017). Incorporation of activities that have not been the focus of previous health care 

value cocreation research (e.g. voluntary extra-role) provided us with a richer and 

more extensive framework, contributing towards understanding customer value 

cocreation processes throughout their journeys in complex service settings.  

This quantitative study represents an attempt to uncover the factor underlying 

variations in customer value cocreation patterns across several chronic health 

conditions. An examination of an extended set of activities suggested customer value 

cocreation practice styles can be best differentiated not according to the types of 

activities (e.g. mandatory or voluntary, within or outside clinic) or the activities’ levels 

of difficulty (e.g. Sweeney et al. 2015) but rather on the basis of the combinations of 

activities undertaken with different actors (e.g. service providers, other customers, or 

self). These differences in preferences emphasise the need to integrate multiple actors 

in a customers’ health service network into the design of health care solutions and 

cater for such diverse preferences. 

The findings suggest how customers can be supported resource-wise. Customers’ 

resource endowments and deficiencies shape the types of support they need from other 

actors, such as health professionals and other customers, to address their specific 

concerns at a point in time, affecting the styles they choose to adopt (Ng et al. 2019). 

Value cocreation practice styles are not static, as “a structural change can potentially 

influence mental models of roles as well as styles of interactions” (Frow et al. 2016, 

p. 33), affecting how actors perform value cocreation activities. Given a desired level 

of well-being, a customer’s personal resource reservoirs may not be adequate, and 

competing demands for resources may result in tensions and allocation of resources 

towards certain activities being compromised (Vafeas and Hughes 2020). This study 



127 
 

provides a foundation to advance our understanding of customers’ preferences for 

interactions, the resources needed, and the structural changes required to ensure the fit 

between their needs and the supportive roles of other actors. 

Second, the study contributes to the transformative service agenda by showing the 

associations between different activity combinations and various meaningful aspects 

of human life. An extended set of outcomes beyond customer satisfaction were 

examined, including several well-being dimensions. Customers seem to integrate their 

resources with others by performing value cocreation activities to achieve desired 

outcomes. Importantly, through value cocreation activities, health care customers 

achieve positive outcomes beyond physical and mental health to include other 

meaningful well-being domains, such as existential and social well-being. In line with 

previous research (e.g. Sweeney et al. 2015), we found the more active groups had 

better well-being and satisfaction, while more passive customers had less optimal 

outcomes. In addition to the active and passive styles, the current study found three 

‘in-between’ styles that preferred some activities over others. Differences in outcomes 

across these groups were evident. For example, self-oriented customers who put a 

great deal of effort into self-focused activities to improve their physical and mental 

health, presumably because they were not satisfied with the current state of their 

physical and psychological well-being, were more satisfied with the effort they put 

into managing their condition and had above average existential well-being. These 

customers, while being satisfied with service providers, did not engage in much 

communication about providers (e.g. advocate). The findings uncovered the ‘other-

oriented’ group, which has received limited attention so far, as a major group with 

unique needs and preferences. This group requires special attention, as they were the 

one with relatively low levels of outcome. Importantly, different practice styles can be 
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associated with similar outcomes. Highly active and provider-oriented customers 

reported high levels of satisfaction and well-being, despite the differences in their 

activities, suggesting there is no single approach to optimal customer value cocreation. 

4.7 Practical implications 

The study’s findings make it clear there is no one-size-fit-all approach and the extent 

to which customers interact with others is a critical factor distinguishing the different 

practice styles. Thus, it is critical for health practitioners to understand customers’ 

preferences and to intervene accordingly. Such understandings are required for a care 

design that is beneficial not only to health customers (enhanced well-being) but also 

to health care providers (increased satisfaction). 

Health care is no longer bounded by dyadic interactions between customers and health 

professionals. Indeed, it is based on collaborations between multiple actors in service 

ecosystems (Frow et al. 2016). Health professionals do not exert full control over what 

customers do, suggesting health professionals’ and customers’ roles need to be 

redefined and interventions should focus on these roles within customers’ broader 

networks, including, but not limited to, other health care customers, friends and family.  

Understanding customers’ preference for interactions is crucial, as well-being 

outcomes are dependent on the quality of their interactions with a wide range of actors, 

including health professionals, friends and family and other customers (Danaher and 

Gallan 2016). The study’s third contribution is to offer guidelines to health 

practitioners with respect to value cocreation practice styles. The study suggests health 

care customers adopt different value cocreation practice styles and prefer different 

ways to engage with others in their service network when integrating resources and 

cocreating value. For some, the most important aspect of illness management lies in 
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their interactions with health professionals (the provider-oriented group), while others 

see greater value in interactions with other people with the condition (the other-

oriented group) or tend to avoid social contacts and be self-focused (the self-oriented 

group). Put differently, people vary in the intensity of their activities when interacting 

with service providers and other sources of support. They may respond differently to 

similar value propositions, depending how they view their and others’ roles, as well 

as the value they see in such interactions. It is crucial to understand the wide range of 

activities and interactions that customers consider important and strategies and value 

propositions should be tailored to cater for their diverse needs. While it is clear there 

is no single approach to achieve the positive outcomes, the results suggest a moderate 

to high level of activities and interactions is desirable, as highly active and provider-

oriented practice styles led to more favourable outcomes. Thus, these two styles should 

be encouraged. Further, taking critical activities, such as compliance, for granted is 

not desirable, as the least compliant groups (passive compliant and other-oriented) had 

less positive outcomes.  

A holistic care approach requires health practitioners to identify each customer’s 

practice style, particularly their preferences for interactions and sources of support. 

Some customer practice styles may be better explained by customers’ resource 

endowments, while other styles result from resource deficiencies (Ng et al. 2019). For 

example, customers with greater service-related knowledge and skills and health 

literacy may be more active in the service process, consequently adopting the highly 

active or provider-oriented styles. There are costs to putting resources in place. Thus, 

in addition to understanding customers’ preference for interactions, a comprehensive 

framework of the key resources for health care customer value cocreation is necessary, 

which can serve as a basis for interventions required at the micro, meso and macro 
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levels to help customers increase resource reservoirs or replenish depleted resources 

as needed. 

Nearly half of our sample (‘highly active’ and ‘provider-oriented’ groups) actively 

engaged in communication with and about service providers, suggesting the important 

role health professionals play, which is consistent with the medical literature. For these 

people, their interactions with health professionals are at the centre of their health 

journey, suggesting health service providers need to provide strong support. Such 

support needs to be better leveraged as a result of the shift from a compliance to a 

concordance approach (Anderson et al. 2019). While compliance is the key to the 

management of chronic illnesses and is a fundamental value cocreation activity that 

has been examined in prior studies (e.g. Nakata et al. 2019; Spanjol et al. 2015), the 

current study found compliance with health professionals’ instructions alone, as 

reflected in the ‘passive compliant’ group, was not associated with optimal outcomes. 

This supports the shift to emphasise effective interactions to increase the likelihood 

health care customers will undertake a broader range of activities that help improve 

various meaningful aspects of their lives (Anderson et al. 2019). As health customers 

are becoming more informed and active, they may not be as receptive to health 

professionals’ instructions (Anderson et al. 2019), creating a demanding situation for 

health providers. Approaches such as empowering consultations (Ouschan et al. 2006) 

and patient-centred communication (Ishikawa et al. 2013) could be used to allow joint 

decision making, enhance trust and commitment and ensure concerted efforts from 

both sides. Health providers’ resources, when leveraged effectively, can enhance 

value, drive satisfaction and, ultimately, well-being (Zainuddin et al. 2013). 
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In addition to redefining health care customers’ and doctors’ roles, other actors play 

roles. Health care customers are vulnerable people who suffer from pain, anxiety, and 

uncertainty and may not be able to take an active role (Berry and Bendapudi 2007). 

Information and expertise asymmetry in this professional service (von Nordenflycht 

2010) and other communication barriers (Quill 1989) may also inhibit effective 

provider-customer interactions, resulting in some customers relying on other sources 

of support. This may explain why a small group of customers (‘other-oriented’), while 

scoring relatively low on most activities, interacted strongly with other people with 

the same condition (seeking advice and sharing self-management strategies). Health 

practitioners should develop platforms for such interactions by developing online 

forums or support groups, ensuring the accuracy and trustworthiness of the 

information provided from such sources.  

In short, the results suggest a positive association between outcomes and healthy 

interactions with providers and peers. However, customers have difference 

preferences about getting involved in such interactions. Hence, personalised strategies 

need to be developed to build productive relationships among providers, customers, 

and peers (Gallan et al. 2019) and to increase the perceived value of such interactions 

so as to shift customers towards more active styles. 

4.8 Limitations and future research 

One limitation lies in the use of cross sectional data. Customers as resources 

integrators may choose different value cocreation styles depending on available 

resources, as such resources limit their ability to cocreate value (Peters et al. 2014). 

While the study found meaningful differences in customers’ value cocreation 

activities, value cocreation is a continuous process and the resources that support 
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activities can be depleted or replenished over time (Baumeister et al. 1998). A 

longitudinal study to see whether practice styles persist over time or how interventions 

that replenish resources lead people to shift between practice styles would be 

beneficial.  

This study identified five customer value cocreation practice styles, some of which 

were associated with more and some with less favourable outcomes. Further research 

is needed to understand the factors underlying the style people may choose so 

appropriate strategies can be put in place to reinforce good styles or shift people from 

less favourable styles (e.g. passive compliant or other-oriented) to more favourable 

styles (e.g. highly active or provider-oriented). As particular behaviours (e.g. 

compliance) are “shaped contextually by life spheres of meso-structural conditions, 

micro-individual factors, and interpretive sense-making practices” (Nakata et al. 2019, 

p. 192), future research should see whether the practice styles identified are linked to 

individual or contextual factors. 

Further, the study focused on customers’ perspectives. As value cocreation may vary 

according to the roles and goals of each actor, how customers view other actors’ roles 

is as important as how other actors view their roles. Actors may have to adapt their 

interaction approach to create a match. For example, employees may have to adapt 

their resource integration styles to match a customer’s resource endowments and 

deficiencies (Ng et al. 2019). How such matches or mismatches between roles and 

practices influence the way actors subsequently cocreate value and the value outcomes 

is also worth investigating.  
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4.9 Appendices 

4.9.1 Appendix 1. Customer value cocreation activities and illustrative quotes 

Activities Example quotes 

Advocate Recommend Diabetes WA programs; tell people about the 

current GP (general practitioner) as a good diabetic doctor * 

Change I educate myself and apply what I learned to my lifestyle. So I’ve 

had a lifestyle change but that’s pretty much of it and I find that 

pretty easy. 

Co-learn I used to go to a specialist … She put me on a particular drug … 

Try this, massive weight gain and a couple of other side effects 

… I finally said to her ‘You know this just isn’t working and I 

think we need to do something else’… I think it’s so important 

to be able to discuss issues with the doctors. 

Collate I do my own research on that drug and read what has happened 

to other people who are on that drug. It also gives me a chance 

to formulate my own questions so that when I go back to the GP 

I have an intelligent list of questions. 

Comply Every 6 months I go to a podiatrist. Every 2 years I go to an 

ophthalmologist. Every 12 months I go to an endocrinologist … 

I do the things that I need to be doing. 

Coproduce He (General practitioner) does not dictate. He’ll make 

suggestions and he’ll say ‘Do you have any other ideas?’ and I 

go to the med before I see anything which I query about I can ask 

him. 

Diet and 

exercise 

I’m managing what I eat in terms of portion size, and I regularly 

go to the gym. 

Distract Yoga, meditation, practice mindfulness, social activities * 

Emotion 

regulation 

I’ve got control my emotion for the benefits of others … You 

don’t want to start crying, be emotional. 

Feedback Share insights with medical team * 
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Activities Example quotes 

Help others I know one or two that have been diagnosed (with diabetes) not 

long ago, I tell them what I know … giving them a bit of 

education that they might be scared to ask someone else for. 

Interact with 

family and 

friends 

I do have a brother back in the U.S. and we talk regularly over 

the internet and he has his own issues so we’re supporting for 

each other. That’s useful. 

Interact with 

others 

I’ve got much assistance from social media … I found thousands 

of people that were doing what I was doing and that’s how I get 

support … It’s just the network that gets much larger. 

Interact with 

staff 

I’ve fostered a good relationship with my pharmacist with all the 

medications because he knows what’s expensive and he knows 

more about chemistry. 

Physical 

appearance 

You want to look good … more of an outwards projection, away 

from your condition. It’s just individually how you would like to 

feel or look or be portrayed … It’s kind of cosmetic. 

Positive 

thinking 

It (Diabetes) doesn’t worry me. I know I’ve got it, I know 

millions of people out there have got it, but I’m lucky because 

I’m able to have BBQ. I just want to get on and do it and manage 

life and everything. 

Reframe I’ve just learned I just have to rethink the way I was thinking. I 

just have to go back to the basic … I can’t turn back the time … 

You need to look forward to the future and make the best of each 

day. 

Sense making Every now and then diabetes burnout sits in which is when you 

get the ‘Why can’t I be like everybody else why why am I” and 

that’s sometimes hard to pull yourself out of … I find just that 

being different sometimes is the hardest. 

 

* These examples were from the list of 15 activities generated by each respondent. 
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4.9.2 Appendix 2. Final items for the value cocreation activities 

Activity Activity type Item Cronbach’s α 

Advocate Voluntary 

extra-role 

Said positive things about my medical team to others 0.81 

Recommended my medical team to those who ask or seek my advice 

Talked about the good things my medical team do 

Change Voluntary in-

role 

Made changes to my life (e.g. lifestyle, level of activities) to accommodate my condition  0.79 

Changed things in my life to help my situation 

Organised my day to day activities to fit around my health situation 

Co-learn Mandatory 

(customer) 

Shared information about my condition with staff at the medical centre 0.66  
Asked questions of the medical staff when discussing my condition 

  Provided accurate feedback to the medical staff about what happened following the previous 

treatment  

Collate Voluntary in-

role 

Done a considerable amount of research about my condition on my own 0.79  
Sought the latest research solutions offered by other medical practitioners  
Obtained information about my condition from all available sources 

Comply Mandatory 

(customer) 

Done what the staff at the medical centre told me to do 0.77  
Cooperated with medical staff  
Complied with my treatment regime 

  Attended my appointments 

Coproduce Mandatory 

(customer or 

organisation) 

Made suggestions about aspects of the treatment process  0.66  
Been involved with decisions about my treatment with the staff at the medical centre  
Made choices over medical decisions related to my treatment  
Requested changes be made to my treatment plan  
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Activity Activity type Item Cronbach’s α 

Diet and 

exercise 

  

Voluntary in-

role 

Maintained a healthy diet 0.78 

Tried to eat foods that are good for me 

Kept fit 

Distract Voluntary in-

role 

Kept busy so as to distract myself from thinking about my medical situation 0.83  
Focused on my interests to stop thinking about my medical situation  
Tried different ways to distract myself to avoid thinking about my medical situation 

Emotion 

regulation 

Voluntary 

extra-role 

Tried to protect others from negative information about my condition 0.59 

Been careful about how much detail I give to others about my condition 

Controlled my emotions for the benefit of others 

Feedback Voluntary 

extra-role 

Commented about the medical service if it is good 0.60 

Let the medical staff know if I experienced a problem 

Help others Voluntary 

extra-role 

Helped other people with the same condition if they seem to need my help 0.87  
Helped other patients at the medical centre if they seem to have problems  
Shown other people with the same condition how to undertake self-care tasks  
Given advice to other people with the same condition 

  Joined a support group to help others with the same condition 

Interact 

with family 

and friends 

Voluntary in-

role 

Shared my experiences of my condition with friends and family 0.64 

Put a lot of effort into developing a support network of friends and family 

Put effort into my relationships with friends and family 

Interact 

with others 

Voluntary in-

role 

Asked others with similar experiences to me for advice 0.80 

Gone out of my way to seek support from other people with the same condition 

Joined a support group to get support 
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Activity Activity type Item Cronbach’s α 

Interact 

with staff 

Voluntary in-

role 

Interacted with staff at the medical centre on a personal level 0.70 

Put a great deal of effort into my relationships with staff at the medical centre 

Physical 

appearance 

Voluntary in-

role 

Put an effort into managing my physical appearance 0.84 

Proactively managed my physical appearance 

Positive 

thinking 

  

Voluntary in-

role 

Consciously thought ‘‘I am not going to let this beat me’’ 0.76 

Told myself I will get better 

Consciously thought “I will fight this condition” 

Reframe Voluntary in-

role 

Consciously thought “I am coming to terms with the new me” 0.62 

  Tried to ‘move on’ from this stage of my life 

Proactive 

sense 

making 

Voluntary in-

role 

Tried to make sense of what is happening to me N/A 

Reactive 

sense 

making 

Voluntary in-

role 

Often wondered why this happened to me N/A 

 

Sources: McColl-Kennedy et al. (2012), McColl-Kennedy et al. (2017b), Pham et al. (2019), Sweeney et al. (2015), Yi and Gong (2013) 

The items sent to academic judges are in italics. 
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4.9.3 Appendix 3. Measures of outcome constructs 

 

Satisfaction with effort 

I feel I have put a lot of effort into my treatment. 

I am satisfied with the effort I have put into my treatment. 

I am happy with the effort I have put into my treatment. 

 

Satisfaction with health condition 

I am satisfied with my health status. 

I am happy with my health condition. 

Considering everything, my health condition is as good as can be expected. 

 

Satisfaction with organisation 

I am satisfied with the medical centre I have been attending. 

I am happy with the medical centre I have been attending. 

My choice to use the medical centre I have been attending was a wise one. 

 

Satisfaction with service employee 

I am satisfied with my primary health professional. 

My primary health professional fulfils my expectations. 

My experiences with my primary health professional are excellent. 

 

Physical well-being 

My physical symptoms (such as pain, tiredness and others) were not a problem. 

I felt physically well. 

I was physically able to do the things I wanted to do. 
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Psychological well-being 

I felt sad. 

I was nervous. 

I was depressed. 

When I thought of the future, I was not afraid. 

 

Social well-being 

I can easily communicate with the people I care about. 

My relationships with the people I care about are comfortable. 

I feel supported. 

 

Existential well-being 

My life is purposeful and meaningful. 

I feel I’m achieving my life’s goals. 

I have control over my life. 

I feel good about myself as a person. 

 

 

All items were measured on Likert-type scales, ranging from strongly disagree (1) to 

strongly agree (7). 
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4.9.4 Appendix 4. Background composition of the clusters 

 Whole sample 

(n = 419) 

Highly 

active  

(n = 121) 

Other-

oriented  

(n = 76) 

Provider-

oriented 

(n = 94) 

Self-oriented  

(n = 76) 

Passive 

compliant 

(n = 52) 

Test 

statistics 

 n % n % n % n % n % n %  

Gender 

Male 204 48.7 48a 39.7 30a 39.5 57b 60.6 43b 56.6 26a,b 50.0 χ2 = 

13.8*** Female 215 51.3 73a 60.3 46a 60.5 37b 39.4 33b 43.4 26a,b 50.0 

Marital status 

Single 63 15.0 8a 6.6 21b 27.6 13a,c 13.8 7a 9.2 14b,c 26.9 χ2 = 

28.1*** Married 273 65.2 85a,b 70.2 43b 56.6 67a 71.3 48a,b 63.2 30a,b 57.7 

Other 83 19.8 28a,b 23.2 12a,b 15.8 14b 14.9 21a 27.6 8a,b 15.4 

Education 

High school 154 36.7 40a 33.1 30a 39.5 36a 38.3 29a 38.2 19a 36.5 χ2 = 7.0 

Technical college or 

equivalent 

85 20.3 
19a 15.7 13a 17.1 22a 23.4 19a 25.0 12a 23.1 

Tertiary qualification 180 43.0 62a 51.2 33a,b 43.4 36a,b 38.3 28b 36.8 21a,b 40.4 

Employment 

Employed 138 33.0 50a 41.3 38a 50.0 18b 19.1 19b 25.0 13b 25.0 χ2 = 

37.2*** Retired/Pensioner 218 52.0 53a 43.8 26a 34.2 64b 68.1 50b 65.8 25a 48.1 

Other 63 15.0 18a,b 14.9 12a,b 15.8 12b 12.8 7b 9.2 14a 26.9 

One/Multiple chronic conditions 

One condition 271 64.7 76a 62.8 52a 68.4 60a 63.8 48a 63.2 35a 67.3 χ2 = 0.9 

Multiple conditions 148 35.3 45a 37.2 24a 31.6 34a 36.2 28a 36.8 17a 32.7 
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 Whole sample 

(n = 419) 

Highly 

active  

(n = 121) 

Other-

oriented  

(n = 76) 

Provider-

oriented 

(n = 94) 

Self-oriented  

(n = 76) 

Passive 

compliant 

(n = 52) 

Test 

statistics 

Primary chronic condition 

Cancer 50 11.9 19a 15.7 8a,b 10.5 10a,b 10.6 11a,b 14.5 2b 3.8 χ2 = 25.3* 

Diabetes 86 20.5 23a,b 19.0 13b 17.1 21a,b 22.3 12b 15.8 17a 32.7 

Heart diseases 50 11.9 14a,b 11.6 4b 5.3 19a 20.3 8a,b 10.5 5a,b 9.7 

Asthma 90 21.5 23a,b 19.0 22b 28.9 14a 14.9 17a,b 22.4 14a,b 26.9 

Arthritis 143 34.2 42a 34.7 29a 38.2 30a 31.9 28a 36.8 14a 26.9 

Duration of condition 

Less than 3 years 99 23.6 36a,b 29.8 26b 34.2 12c 12.8 16a,b,c 21.1 9a,c 17.3 χ2= 16.1** 

3 – less than 10 years 145 34.6 41a,b 33.9 19b 25.0 38a 40.4 28a,b 36.8 19a,b 36.5 

10 years or more 175 41.8 44a 36.3 31a 40.8 44a 46.8 32a 42.1 24a 46.2 

Relationship with health professional 

Less than 3 years 119 28.4 33a,b 27.3 25b,c 32.9 18a 19.2 31c 40.8 12a,b 23.0 χ2= 16.3** 

3 – less than 10 years 159 37.9 49a 40.5 33a 43.4 38a 40.4 19b 25.0 20a,b 38.5 

10 years or more 141 33.7 39a,b 32.2 18b 23.7 38a 40.4 26a,b 34.2 20a,b 38.5 

Age (in years) – Mean  59.1 58.4 50.5 65.8 61.4 57.4 F = 14.0*** 

 

* p < 0.1; ** p < 0.05; *** p < 0.01 

a, b, c: The column proportions in one row with different superscripts are significantly different from each other at the 5% level. 
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CUSTOMER EFFORT IN MANDATORY AND VOLUNTARY VALUE 

COCREATION: A STUDY IN A HEALTH CARE CONTEXT 

 

Pham, Tram-Anh N., Jillian C. Sweeney, and Geoffrey N. Soutar (2020), “Customer 

effort in mandatory and voluntary value cocreation: A study in a health care context,” 

Journal of Services Marketing, DOI: 10.1108/JSM-02-2020-0044. (Appendix C) 

 

This chapter presents the quantitative paper that was designed to examine the links 

between resources, value cocreation activities and outcomes. Specifically, it 

investigated the impacts various types of resources had on customer effort in 

mandatory and voluntary value cocreation activities and the contribution of efforts in 

these different activity types to quality of life.  
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5.1 Abstract 

Purpose: This study examined the impacts various types of resources had on customer 

effort in mandatory and voluntary value cocreation activities and the contribution of 

efforts in these different activity types to quality of life. 

Design/methodology/approach: Data from customers across five chronic health 

conditions were collected through an online survey. Rasch analysis helped identify 

hierarchies of activities representing varying levels of effort across four activity types 

(mandatory (customer), mandatory (customer or organisation), voluntary in-role, and 

voluntary extra-role activities). The conceptual model that was developed to examine 

the relationships of interest was analysed using PLS-SEM. 

Findings: While clinical resources helped mandatory activities and personal network 

resources facilitated voluntary activities, psychological resources had greater impacts 

on customer effort across the whole range of activities. Effort in each activity type 

contributed to quality of life differently, with voluntary activities having the greatest 

impacts on quality of life.  

Practical implications: The study lends support to a holistic approach to health 

service that requires the mobilisation of networks of resources to encourage 

customers’ engagement in a broad range of activities. Understanding the resources 

facilitating effort in distinct activity types provides insights to develop strategies to 

drive value cocreation efforts that subsequently contribute to improvements in quality 

of life. 

Originality/value: Drawing on an extensive and nuanced categorisation of activities, 

the study broadened our understanding of the networks of resources that are integrated 

in customer value cocreation processes and the link between value cocreation efforts 

and quality of life. 
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5.2 Introduction 

Encouraging customer effort in value cocreation is a key research priority due to its 

contributions to service outcomes such as perceived value (Akman et al. 2019), 

satisfaction (Choi et al. 2019) and well-being (Sharma et al. 2017). This is particularly 

relevant to health care, as more effort leads to improved well-being (Sweeney et al. 

2015). However, customers vary in their value cocreation intensity (McColl-Kennedy 

et al. 2017c). Consequently, a key challenge facing health practitioners is to 

understand the types of value cocreation activities that might contribute to customers’ 

quality of life and their drivers so strategies can be developed. 

Resource integration is central to value cocreation. Resources, or anything people “can 

draw on to increase well-being” (Lusch and Vargo 2018, p. 8), can be internal to 

customers or supplied by others within their networks. While links between some 

resource types and value cocreation activities (information sharing, coproduction) 

have been suggested (Guo et al. 2013; Hau et al. 2017), how the different types of 

resources available to customers enable them to be effective value cocreators in a 

complex service context, such as health care, has not been fully examined.  

To date, research on the outcomes of related constructs such as value cocreation, 

customer engagement and customer participation has been mixed (Dong and 

Sivakumar 2017). Customers vary in value cocreation effort and their associated value 

cocreation activities (Sweeney et al. 2015). Value cocreation activities can be 
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categorised based on their nature (mandatory or voluntary) or primary beneficiaries 

(focal customers or other actors) (Pham et al. 2019). Given the different nature of such 

activities, this more nuanced view, based on Pham et al.’s (2019) typology, raises 

questions about whether different types of activities might be driven by different types 

of resources and have different impacts on customers’ quality of life. Therefore, this 

research sought to, within a chronic health context: 

1. Examine the impacts resources have on customer effort in different types 

of value cocreation activities. 

2. Examine the impacts customer effort in different types of activities have on 

quality of life. 

The view of resources as anything a person perceives as instrumental in achieving a 

desired end-state (Dorsch et al. 2017) highlights the need to assess the relevance of a 

particular resource in a specific service context, as instrumentality and desired end-

states vary from context to context. This research focused on value cocreation at a 

micro-level (e.g. Frow et al. 2016), emphasising customers’ interactions with their 

immediate contacts to integrate resources (e.g. focal and allied health professionals 

and family and friends). While the list of the specific resources customers potentially 

use in value cocreation is endless (Plé 2016), Sweeney et al. (2015) proposed a useful 

framework based on which different types of resources might be examined. They 

highlighted a wide range of within-clinic, outside-clinic and self-generated activities 

customers may undertake to cocreate value, suggesting the roles a range of within-

clinic (e.g. clinical resources (Karpen et al. 2015)), outside-clinic (e.g. personal 

network resources (Yao et al. 2015)) and self-generated resources (e.g. psychological 

resources (Pham et al. 2019)) play in customers’ value cocreation processes. An 
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exploratory phase used focus groups of people with a chronic health condition to 

investigate such resources in this context. From this qualitative data, employee’s 

interaction capabilities, social support and a health regulatory focus emerged as 

important resources worthy of further investigation (see Appendix 5.10.1 for 

illustrative quotes for the different types of resources). 

The integrated framework has important theoretical implications, as few studies have 

tried to operationalise customer value cocreation (McColl-Kennedy and Cheung 2018) 

or identify its antecedents and outcomes (Dong and Sivakumar 2017). It was hoped 

these findings would offer practical guidelines to help health practitioners design an 

integrated care approach linking actors that aligned to patients’ resources (Keeling et 

al. 2018). 

5.3 Theoretical background 

5.3.1 Value cocreation and resource integration 

Value cocreation is the “benefit realised from integration of resources through 

activities and interactions with collaborators in the customer’s service network” 

(McColl-Kennedy et al. 2012, p. 374). Resource integrating activities are central to 

value cocreation and need to be understood as a multi-actor phenomenon in which 

people integrate resources and contribute to each other’s well-being (Vargo and Lusch 

2016).  

Resources are carriers of capabilities that support an activity (Peters et al. 2014). 

Examples include economic (e.g. material objects) and social resources (e.g. 

networks) (Arnould et al. 2006). Resources acquire “resource status” depending on 

their contextual usefulness. Thus, resources and their respective value can only be 
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assessed in the specific context in which they are integrated (Chandler and Vargo 

2011) and used for intended activities (Löbler 2013). Interactions are required for 

resource integration (Grönroos and Voima 2013), which involves “the incorporation 

of an actor’s resources into the processes of other actors” (Gummesson and Mele 2010, 

p. 192). Further, how resources relate to the activities undertaken by customers and 

the interactions involved in such service-for-service exchanges determine the extent 

to which resources facilitate value cocreation (McColl-Kennedy et al. 2012). Even 

though resources have been studied extensively from an organisational perspective, 

research into customer resources is relatively scant (Plé 2016) and the roles different 

types of resources play in complex service contexts have not been fully explored. 

As the availability of resources constitutes customers’ ability and determines what 

they can or cannot do to solve a particular problem, it influences how they decide to 

participate (Rodie and Kleine 2000). Some customers are likely to be active value 

cocreators, as they have greater access to resources (Arnould et al. 2006). Some have 

a large resource base on which to draw, while others have fewer resources. A person 

may experience a shortage of required resources in some circumstances and they may 

substitute or replenish deficient resources with those provided by others, such as 

service providers, family and friends (Hibbert et al. 2012; Laud et al. 2015). Due to 

variations in people’s stocks of resources and their access to external resources, there 

are substantial variations in the types of activities customers can undertake. 

5.3.2 A typology of customer value cocreation activities 

Customer value cocreation activities, defined as a set of behavioural and cognitive 

activities undertaken by customers to cocreate value (Sweeney et al. 2015), can be 

categorised into different types, depending on where the activities take place (Sweeney 
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et al. 2015) or their purposes (McColl-Kennedy et al. 2017b). This study used Pham 

et al.’s (2019) typology, as it includes an extended range of activities health care 

customers might undertake to cocreate value. Mandatory activities are essential for 

health services and can be categorised as mandatory (customer) or mandatory 

(customer or organisation) activities. While the former activities can only be done by 

customers (e.g. complying with doctors’ instructions), the latter activities are 

employees’ traditional in-role activities that can be performed by customers or 

employees (e.g. coproduce). While mandatory activities are of fundamental 

importance to service outcomes, not all customers carry out all of these activities. 

Hence, such activities are not binary. Voluntary activities, on the other hand, are not 

essential for a service and can be performed at a customer’s discretion. There are two 

types, voluntary in-role activities that primarily bring benefits to focal customers (e.g. 

collate information about the illness) and voluntary extra-role activities that primarily 

benefit other actors (e.g. help other customers). While extra-role activities have 

received limited attention in prior health care value cocreation research, they have the 

potential to enhance people’s well-being (Pham et al. 2019). 

Conceptually, these four activity types reflect the varying nature of the tasks customers 

attempt to accomplish (i.e. mandatory or voluntary) and the focal beneficiaries (i.e. 

the customer or other actors) and may have different implications for quality of life. 

Here, customer value cocreation effort was separated into four parts to investigate their 

antecedents and outcomes. Following Sweeney et al. (2015, p. 320), customer effort 

was defined as “the degree of effort that customers exert to integrate resources, 

through a range of activities of varying levels of perceived difficulty”. The focus here 

was customer effort with respect to each activity type, which is associated with the 

perceived level of difficulty of the activities of that type, as more effort and resources 
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must be allocated towards an activity when it is perceived to be more difficult (Kanfer 

and Ackerman 1989).  

5.3.3 Resources 

Customers need a variety of resources for value cocreation. This study focused on 

three types of resources (clinical resources, personal network resources, and 

psychological resources), which were considered pertinent to customer value 

cocreation in chronic health contexts. 

Clinical resources 

Health care customers, especially those living with chronic conditions, needs to 

interact with health professionals on a regular basis over an extended time period. This 

implies health professionals are important sources of support customers might rely on 

when performing value cocreation activities during the core service encounters. 

Recent advances in service research have highlighted the needs to develop 

organisations’ capabilities to facilitate customers’ resource integration activities so as 

to achieve desired outcomes (Karpen et al. 2015). Consequently, a service-dominant 

orientation, manifested by a set of interaction capabilities, has been suggested as 

guiding managerial principles to enact service-dominant logic (Karpen et al. 2012). 

As an organisation’s strategy is implemented through its human resources, it is critical 

for service employees to develop the corresponding capabilities to “support reciprocal 

value creation through mutually service-driving resource deployments” (Karpen et al. 

2015, p. 90) and facilitate customer value cocreation (Hau et al. 2017). 

As customer-employee interaction processes enable resource integration (Grönroos 

and Voima 2013), such interaction capabilities are an organisation’s operant resources 
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that can be integrated into customer value cocreation processes to realise value 

(Sharma et al. 2014). Several critical capabilities for successful interactions have been 

suggested (Karpen et al. 2012), and the focus groups provide empirical support for the 

relevance of such capabilities in a chronic health setting (Appendix 5.10.1). In 

particular, health professionals should be able to understand customers’ individual 

contexts and desired outcomes and adapt accordingly (individuated interaction 

capability), establish emotional and social connections with customers (relational 

interaction capability), act in a fair way and not mislead customers (ethical interaction 

capability), empower customers to shape the nature of the medical consultations 

(empowered interaction capability), develop customers’ knowledge and competence 

(developmental interaction capability), and facilitate and coordinate the care processes 

as a team (concerted interaction capability). 

Personal network resources 

While clinical resources were seen as important to the extent to which customers 

perform activities during a core health service setting, qualitative data suggested that 

the availability of enacted social support from a customer’s personal network was 

particularly important to outside-clinic or voluntary activities. Social support from 

people helping customers with their condition is a complex construct, including a 

family of resources reflecting whether support is offered by a provider and whether 

aspects of the self are seen as supported (Hobfoll 2002). Social support can take 

several forms: companionship (e.g. shared activities), emotional support (e.g. 

expression of love and concern), informational support (e.g. advice and referrals) and 

instrumental support (e.g. practical and physical assistance) (Stewart Loane et al. 

2015; Yao et al. 2015). Thus, personal network resources from family and friends and 

others are also recognised in this study. 
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Psychological resources 

Psychological resources are particularly important when people face adverse or 

challenging events (Taylor 1983), such as in the case of chronic illness, which is the 

present study context. As resources can be any object, knowledge, competence, or 

personality characteristic that customers can draw upon to withstand threats and 

challenges (Pearlin and Schooler 1978) and have perceived instrumentality in 

achieving a desired end-state (Dorsch et al. 2017), different regulatory foci, as 

psychological characteristics, can function as customer’s resources as they are a means 

to deal with demands and challenges imposed by the activities (Hobfoll 2002; Van den 

Heuvel et al. 2010).  

The regulatory focus theory puts forward the two motivational states (promotion focus 

and prevention focus) that influence the strategies people use to pursue their goals 

(Higgins 1998). Instead of examining the general regulatory focus, the current study 

examined the role of health regulatory focus, which is a “tendency or an enduring 

predisposition to adopt avoidance or approach self-regulatory strategies when 

pursuing health-related goals” (Gomez et al. 2013, p. 452), as the latter is a better 

predictor of health-related behaviors (Ferrer et al. 2017). A health promotion focus 

reflects a customer’s concern about attaining gains and improving health conditions 

while a health prevention focus relates to avoiding losses and protecting health 

(Gomez et al. 2013). A person can be promotion focused in general but is high on 

prevention focus when it comes to health concerns (Gomez et al. 2013), particularly 

when health care is characterised by a high level of vulnerability and reluctance (Berry 

2019). Therefore, we address a health promotion or prevention focus, rather than the 

more general form.  
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5.4 A conceptual model and hypotheses development 

Potential resources only “become resources if they are integrated through the 

undertaking of specific interactions” (Peters et al. 2014, p. 255). In other words, direct 

interactions in the joint sphere allow interacting parties to actively influence value 

cocreation processes, as such interactions enable customers’ and other actors’ 

resources to interact to cocreate value (Grönroos and Voima 2013). Through 

interactions customers can integrate organisations’ provided resources into their 

activities in the service exchanges to realise valuable outcomes (Karpen et al. 2015). 

For example, through the dialogical process of direct interaction, service providers 

have an opportunity to engage in customers’ value cocreation processes and facilitate 

service-for-service exchanges by providing relevant resources that can help customers 

become effective value cocreators in such service exchanges (e.g. actively engage in 

information sharing or coproducing activities to realise a higher level of value-in-use 

from such interactions) (Karpen et al. 2015). As these mandatory activities are 

required for a service and are carried out during direct customer-employee interactions 

within service organisations, organisational resources (e.g. employees’ interaction 

capabilities) are expected to play a role in customers’ efforts in such activities.  

Customer participation (e.g. asking and sharing information) and shared decision-

making may be hindered by customers’ timidity or professionals’ power, technical 

knowledge and prestige (Berry 2019). Customers may be reluctant to invest the 

necessary resources (e.g. cognitive effort) or to accept an active role, emphasising 

professionals’ roles in this process (Seiders et al. 2015). Service providers can 

facilitate customer value cocreation through various interaction capabilities. Such 

capabilities create positive social relationships, build trust and enhance participatory 
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enjoyment (Karpen et al. 2015), leading to open communication. In health care 

contexts, customers may struggle to communicate effectively with health 

professionals due to the power imbalance and feelings of disempowerment (Adkins 

and Corus 2009).  

By making an effort to understand and respond to customers’ unique contexts and 

expectations and empowering them to have a say in the consultation, health 

professionals can signal their willingness to include customer’s inputs and gain 

cooperation (Hau et al. 2017). Further, the social and emotional connections, empathy 

and concerns shown by providers can create a positive environment that enhances 

collaboration (Zolnierek and DiMatteo 2009). If providers are supportive and act in 

customers’ best interests, customers are more likely to respond by offering beneficial 

resources in return (e.g. information), as suggested by social exchange theory 

(Cropanzano and Mitchell 2005). Employees’ capabilities become customers’ 

resources when they are integrated through direct interactions to perform intended 

activities (e.g. a coproduce) (Peters et al. 2014), suggesting: 

H1a-b: Employees’ interaction capabilities have a positive effect on customer 

effort in (a) mandatory (customer) and (b) mandatory (customer or organisation) 

activities. 

Similarly, customers can integrate resources provided through their personal networks 

in the activities embedded in their daily routine (Grönroos and Voima 2013). Social 

support has been suggested as an important resource facilitating people’s in-role and 

extra-role behaviours in various circumstances, such as in the work context (e.g. 

Shanock and Eisenberger 2006). The roles of such networks in relation to value 

cocreation in health care services from a services marketing perspective have started 
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to receive research interests (e.g. Lam and Bianchi 2019), acknowledging the fact that 

the family and workplace environments can support or impede self-care activities 

(Von Korff et al. 1997). As the management of chronic conditions involves multiple 

facets of customer’ lives and most voluntary activities in chronic health contexts are 

undertaken in daily life, it is reasonable to assume the resources customers obtained 

through interactions with the people who are helping them with their conditions (e.g. 

family and friends) facilitate their effort in such activities. The support customers 

receive from their personal networks has different forms (companionship, emotional 

support, informational support and instrumental support) (Yao et al. 2015). In addition 

to the accessibility of resources, how the resources obtained through interactions help 

customers undertake intended activities also play a role in their performing of such 

activities (McColl-Kennedy et al. 2012). The mechanisms through which such aspects 

support voluntary cocreation effort are discussed next. 

Social support can act as an assurance that assistance will be provided when needed 

(Berkman et al. 2000), eliciting positive emotions (McColl-Kennedy et al. 2017a). The 

self-management of chronic illnesses requires the integration of a considerable number 

of unfamiliar and complicated tasks into daily routines, highlighting the need for self-

efficacy (Lorig and Holman 2003). As suggested by social cognitive theory, which 

explains how individual and environmental factors influence health behaviours, the 

perceived availability of social support enhances self-efficacy through improved 

emotional states, reaffirmation, modelling and verbal encouragement (McAlister et al. 

2008). Emotional support and encouragement can also protect customers from the 

negative effects of stressors, increase the use of complementary health services and 

enhance people’s motivation to adhere to a treatment regime (Wallston et al. 1983). 

When customers are provided with goal related resources (e.g. knowledge about self-
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management through informational support), their understanding of their condition 

can be enhanced and the impacts of stress and uncertainty may be mitigated, 

subsequently facilitating their effort in the activities undertaken to achieve these goals 

(Mende et al. 2017). Further, social exchange theory (Blau 1964), which emphasises 

the reciprocity of exchanges, proposes customers with a supportive network are 

expected to return favours and put more effort into helping activities (voluntary extra-

role). This suggests: 

H2a-b: Social support has a positive effect on customer effort in (a) voluntary in-

role and (b) voluntary extra-role activities. 

While some customers are not ready to take participating or coproducing roles and 

have a negative view about higher workloads, others may consider such roles a 

meaningful challenge, as they feel they are collaborating with service providers to 

achieve positive goals (Mende et al. 2017). As customers with a health promotion 

focus are striving for positive goals, they are likely to be active and exert effort in 

activities helpful to improving quality of life. Moreover, a health promotion focus is 

positively associated with optimism (Grant and Higgins 2003) and accomplishment 

(Higgins 1998). Such positive beliefs may act as a buffer against challenges, help 

customers cope with stressors and promote positive health-related behaviours (Taylor 

et al. 2000). Chronic illnesses are emotionally and behaviourally demanding. As 

optimism and promotion focus drives persistent goal directed behaviours (Hobfoll 

2002), customers with such positive dispositions are more likely to exert effort to 

overcome challenges and achieve their goals, suggesting:  
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H3a-d: A health promotion focus has a positive effect on customer effort in (a) 

mandatory (customer), (b) mandatory (customer or organisation), (c) voluntary in-

role, and (d) voluntary extra-role activities. 

While a health promotion focus is concerned with obtaining positive health outcomes, 

a health prevention focus is concerned with the avoidance of negative outcomes. A 

health prevention focus might be associated with health-related behaviour through 

anticipated regret about decreased well-being as a consequence of not undertaking 

important activities (Leder et al. 2015). Customers with a strong prevention focus are 

more concerned about protection, safety and responsibility and are more likely to set 

security-related goals (Higgins 1998), suggesting: 

H4a-d: A health prevention focus has a positive effect on customer effort in (a) 

mandatory (customer), (b) mandatory (customer or organisation), (c) voluntary in-

role, and (d) voluntary extra-role activities. 

While a promotion focus reflects individuals’ preferences for attaining gain, a 

prevention focus reflects preferences for avoiding losses (Higgins 1998). Thus, people 

with a promotion focus are inclined to making progress to achieve desired end-states, 

while individuals with a prevention focus are inclined to taking actions to avoid 

mismatches with desired end-states. As a health prevention focus leans towards 

vigilant approaches to maintain the status quo and minimise potential health risks, and 

the risks caused by neglecting mandatory activities (e.g. complying) is substantially 

high, it is likely a health prevention focus has a greater impact on customer effort in 

such activities, suggesting: 
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H5a-b: A health prevention focus has a greater impact on customer effort in (a) 

mandatory (customer) and (b) mandatory (customer or organisation) activities than 

does a health promotion focus. 

While a prevention focus is either unrelated to or negatively associated with positive 

characteristics, such as conscientiousness, self-esteem and having a goal orientation, 

a promotion focus is positively associated with these characteristics, which may drive 

customer effort to improve their health (Gorman et al. 2012). Individuals with a high 

promotion focus might consider a larger set of alternatives and information sources to 

maximise gains (Pham and Chang 2010), as reflected in their effort in a range of 

voluntary tasks (e.g. collating information, accommodating their daily routines). In 

comparison with a health prevention focus, a health promotion focus is associated with 

a higher health behaviour variety index, a wider range of positive health behaviours, 

including more visits to health professionals, and a tendency to undertake voluntary 

activities such as adhering to a particular diet (Gomez et al. 2013), suggesting: 

H5c-d: A health promotion focus has a greater impact on customer effort in (c) 

voluntary in-role and (d) voluntary extra-role activities than does a health 

prevention focus. 

Customers perform value cocreation activities to enhance benefits (McColl-Kennedy 

et al. 2012), which might include quality of life aspects (physical, psychological, social 

and existential well-being) (Cohen et al. 2017). Indeed, more active value cocreation 

practice styles are associated with a better quality of life (McColl-Kennedy et al. 

2012). Mandatory activities, such as co-learning and coproducing, can provide service 

providers with important resources (e.g. information) that enable the customisation of 

service offerings (e.g. treatment regimes) that fit people’s life context and expectations 
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(Hau et al. 2017). This fit enhances customers’ adherence to treatments and, 

potentially, improves their physical and psychological well-being (Guadagnoli and 

Ward 1998). Voluntary in-role activities, such as collating information, maintaining a 

healthy diet, engaging in hobbies and thinking positively, also contribute to overall 

well-being (McColl-Kennedy et al. 2017b). Voluntary extra-role activities might 

contribute to psychological, social and existential well-being, as helping others leads 

to greater satisfaction (Weinstein and Ryan 2010), an improvement in self-esteem 

(Krause and Shaw 2000), a more meaningful life and increased happiness (Baumeister 

et al. 2013). Moreover, as customers may perceive more effortful tasks to be more 

instrumental to achieving health-related goals (Mende et al. 2017), engaging in such 

tasks may drive their perceptions of quality of life, suggesting: 

H6a-d: Customer effort in (a) mandatory (customer), (b) mandatory (customer or 

organisation), (c) voluntary in-role, and (d) voluntary extra-role activities increase 

quality of life. 

5.5 Method 

5.5.1 The sample and data collection 

Following prior research that sought generalisation from multiple health conditions 

(e.g. McColl-Kennedy et al. 2017b; Sweeney et al. 2015), these hypotheses were 

examined using a sample of people with various chronic health conditions (cancer, 

diabetes, heart disease, asthma, or arthritis), which are prevailing chronic conditions 

in Australia (Australian Institute of Health and Welfare 2018a). Invitations were sent 

through an online panel of Australian respondents, which yielded a 33% initial 

response rate. Only people who were over 18 years of age and had been diagnosed 

with any of the five conditions for at least six months were included in the study. This 
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cut-off point was chosen to allow people enough time to carry out a range of activities 

aimed at improving their health. As the range of activities examined took place within 

and outside medical encounters, only respondents who had been seeing a health 

professional at least twice a year were included. The 627 responses were checked for 

data quality including speed, attention, consistency and completeness, leaving a final 

sample of 419 useable responses. If a respondent selected more than one condition, 

we asked them to indicate the condition that was their primary concern when 

answering the survey. The average age was 59 years, with 49% being male and 35% 

having more than one condition.  

5.5.2 The scales 

Resources and quality of life were measured using existing scales. Twenty four items 

measured six interaction capability dimensions (individuated, relational, ethical, 

empowered, developmental, and concerted interactions) (Karpen et al. 2015), while 

19 items measured four social support dimensions (companionship, emotional, 

informational, and instrumental support) (Schwarzer and Schulz 2000; Yao et al. 

2015). Seven items measured people’s health regulatory focus (promotion and 

prevention focus) (Gomez et al. 2013) and 14 items measured four quality of life 

dimensions (physical, psychological, social, and existential well-being) (Cohen et al. 

2017) (Appendix 5.10.2). The activity categorisation was based on Pham et al.’s 

(2019) typology and was measured using existing scales (McColl-Kennedy et al. 2012; 

McColl-Kennedy et al. 2017b; Sweeney et al. 2015; Yi and Gong 2013). Mandatory 

(customer) activities were measured by seven items, representing two aspects (comply 

and co-learn) (Table 5.1). Mandatory (customer or organisation) activities were 

measured by three coproduction items (being involved with decisions about my 
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treatment with the staff, making choices over medical decisions related to my 

treatment, and making suggestions about aspects of the treatment process). Voluntary 

in-role activities were measured through 29 items that asked about change, collating 

information, diet and exercise, distraction, interacting with family and friends, 

interacting with others, interacting with staff, physical appearance, positive thinking, 

reframing and sense-making (Table 5.2). Voluntary extra-role activities were 

measured through 15 items that asked about advocacy, feedback to health providers, 

emotion regulation and helping others (Table 5.3).  

All items were measured on 7-point Likert-type scales that ranged from strongly 

disagree (1) to strongly agree (7). Consistent with prior research (e.g. Karpen et al. 

2015, p. 91), interaction capabilities and social support were modelled as first order 

reflective, but second-order formative constructs, as such “a higher order construct … 

lends itself to a formative model specification.” In these cases, latent variable scores 

were initially obtained from the first order reflective dimensions and used as input into 

the formative second order interaction capabilities and social support constructs 

following the procedure suggested by Kock (2011). While quality of life is commonly 

measured as a second-order reflective construct (e.g. Cohen et al. 2017; McColl-

Kennedy et al. 2017b), it is likely each well-being dimension (e.g. physical and 

existential well-being) has different antecedents. Further, the dimensions are not 

conceptually interchangeable, suggesting they should be modelled formatively 

(Diamantopoulos and Winklhofer 2001). This was supported by a confirmatory tetrad 

analysis of the present data (Gudergan et al. 2008). 
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Table 5.1 Rasch scale values and fit statistics – mandatory (customer) activities 

Activity Theme 

 

Activity Item 

Location 

on Rasch 

Scale 

χ2 

Statistic 

(df = 2) 

Probability 

Comply  Attended my appointments -1.99 2.13 0.34 

Comply  Cooperated with medical staff -1.12 3.42 0.18 

Comply  Complied with my treatment regime 0.34 4.06 0.13 

Co-learn  Provided accurate feedback to the medical staff about what happened following 

the previous treatment  0.84 8.57 0.01 

Co-learn  Shared information about my condition with staff at the medical centre 1.93 3.77 0.15 
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Table 5.2 Rasch scale values and fit statistics – voluntary in-role activities 

Activity Theme 

 

Activity Item 

Location 

on Rasch 

Scale 

χ2 

Statistic 

(df = 6) 

Probability 

Diet and exercise  Maintained a healthy diet -1.12 2.81 0.83 

Change  Changed things in my life to help my situation -0.96 14.70 0.02 

Change 
 Made changes to my life (e.g. lifestyle, level of activities) to accommodate my 

condition 
-0.94 6.65 0.35 

Physical appearance  Put an effort into managing my physical appearance -0.79 4.46 0.61 

Interact with family 

and friends 

 
Put effort into my relationships with friends and family -0.75 6.03 0.42 

Positive thinking  Consciously thought “I will fight this condition” -0.61 2.53 0.87 

Physical appearance  Proactively managed my physical appearance -0.57 5.95 0.43 

Positive thinking  Consciously thought ‘‘I am not going to let this beat me’’ -0.51 10.62 0.10 

Reframe  Tried to ‘move on’ from this stage of my life -0.48 9.38 0.15 

Change  Organised my day to day activities to fit around my health situation -0.44 2.98 0.81 

Diet and exercise  Kept fit -0.30 6.25 0.40 

Interact with family 

and friends 

 
Shared my experiences of my condition with friends and family -0.23 5.52 0.48 

Distract  Kept busy so as to distract myself from thinking about my medical situation -0.08 2.76 0.84 

Collate  Obtained information about my condition from all available sources -0.03 12.69 0.05 
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Activity Theme 

 

Activity Item 

Location 

on Rasch 

Scale 

χ2 

Statistic 

(df = 6) 

Probability 

Collate  Done a considerable amount of research about my condition on my own -0.00 7.83 0.25 

Sense making  Tried to make sense of what is happening to me 0.07 7.44 0.28 

Positive thinking  Told myself I will get better 0.37 6.20 0.40 

Distract  Tried different ways to distract myself to avoid thinking about my medical situation 0.50 2.08 0.91 

Interact with staff  Put a great deal of effort into my relationships with staff at the medical centre 0.55 10.44 0.11 

Collate  Sought the latest research solutions offered by other medical practitioners 1.03 7.36 0.29 

Interact with others  Gone out of my way to seek support from other people with the same condition 2.18 10.25 0.11 

Interact with others  Joined a support group to get support 3.12 3.78 0.71 
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Table 5.3 Rasch scale values and fit statistics – voluntary extra-role activities 

Activity Theme 

 

Activity Item 

Location 

on Rasch 

Scale 

χ2 

Statistic 

(df = 6) 

Probability 

Feedback  Let the medical staff know if I experienced a problem -2.19 18.18 0.01 

Emotion regulation  Controlled my emotions for the benefit of others -1.54 6.22 0.40 

Advocacy  Recommended my medical team to those who ask or seek my advice -0.91 6.23 0.40 

Emotion regulation  Been careful about how much detail I give to others about my condition  -0.54 5.54 0.48 

Emotion regulation  Tried to protect others from negative information about my condition -0.18 12.71 0.05 

Help others  Given advice to other people with the same condition 0.26 7.99 0.24 

Feedback  Let medical staff know if I have a useful idea on how to improve their service 0.27 5.25 0.51 

Help others  Participated in research activities related to my condition 0.45 1.99 0.92 

Help others  Shown other people with the same condition how to undertake self-care tasks 1.09 14.13 0.03 

Help others  Helped other patients at the medical centre if they seem to have problems 1.23 6.45 0.37 

Help others  Joined a support group to help others with the same condition 2.04 2.52 0.87 
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5.5.3 Data analysis 

Following Sweeney et al. (2015), customer effort in each activity type was measured 

through Rasch modelling using the RUMM 2030 software (Andrich et al. 2011). The 

model used to examine the various hypotheses was estimated using a Partial Least 

Squares Structural Equation Modelling (PLS-SEM) approach. PLS-SEM is 

appropriate not only for exploratory studies but also for confirmatory studies (Hair et 

al. 2017a) and it is a preferred approach when the structural models include one or 

more formatively measured constructs (Hair et al. 2019). Such an approach helps 

estimating complex models that have many constructs or indicators while “relaxing 

the demands on data and specification of relationships” (Hair et al. 2017b, p. 617), 

such as multivariate normality (Fornell and Bookstein 1982). Deviations from 

normality was an issue of this particular data set, as indicated by the Jarque-Bera test 

that was used to examine this issue (Jarque and Bera 1980). 

5.6 Results 

5.6.1 The Rasch analysis 

Rasch analysis was used to construct an index representing effort in three types of 

activities (mandatory (customer), voluntary in-role and voluntary extra-role activities). 

Due to their small number, the three coproduction items measuring mandatory 

(customer or organisation) activities were not examined in this way. For each item, 

the seven-point scale was divided into low (up to 4 on the scale, coded as 0) and high 

(5 to 7 on the scale, coded as 1), following the procedure proposed by Sweeney et al. 

(2015) to overcome the potential for item thresholds being disordered. 
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The overall fit for the seven items measuring effort in mandatory (customer) activities 

was not good, as some activities did not fit the model well. The poorly fit items were 

removed iteratively to improve overall fit. Each of the final five items had a good fit 

(Table 5.1) and there was an acceptable overall fit, as illustrated by the item-trait 

interaction statistic (χ2 = 21.95, df = 10, p = 0.02). The scale showed a range of less 

effortful (attended my appointments) to more effortful (shared information about my 

condition with staff at the medical centre) activities in this category. The same 

procedure was used to examine voluntary in-role and extra-role activities and the final 

sets of items had good overall fits (voluntary in-role activities χ2 = 148.69, df = 132, 

p = 0.15; voluntary extra-role activities χ2 = 87.20, df = 66, p = 0.04) and good 

individual item fits (Tables 5.2 and 5.3). The least effortful item in the case of 

voluntary in-role activities was ‘maintain a healthy diet’ and the most effortful was 

‘joined a support group to get support’. For voluntary extra-role, the least effortful was 

‘let the medical staff know if I experienced a problem’ and the most effortful was 

‘joined a support group to help others with the same condition’. In all three cases, the 

individual activities were well spread across the Rasch scales, showing the Rasch 

model separated the activities well. 

Following Soutar and Cornish-Ward’s (1997) suggestion, simple summed scores were 

computed for each respondent using the relevant items, an indication of their effort as 

such scores are a good proxy for Rasch scores when simple “yes-no” data is used 

(Wright 1977). The correlations between the Rasch scores and the simple summed 

scores were very high (ranging from 0.97 to 0.99), showing these scores can be safely 

used in the subsequent analysis. The total score was also computed in the same way 

for the three items measuring mandatory (customer or organisation) activities.  
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The mandatory (customer) activities scores ranged from 0 (unlikely to agree that they 

did any of these five activities) to 5 (likely to agree that they did all of these five 

activities) with a mean of 4, and the mandatory (customer or organisation) activities 

scores similarly ranged from 0 to 3 out of a possible 3, with a mean of about 2, 

indicating a high level of effort in the activities required for the health service. The 

values for voluntary in-role activities ranged from 0 to 22 out of a possible 22, with a 

mean of approximately 13, showing a moderate level of effort in such activities. The 

scores for voluntary extra-role activities had a mean of 4 and ranged from 0 to 11 out 

of a possible 11, indicating a low level of effort in extra-role activities. 

5.6.2 The constructs’ measurement properties 

The reliability and validity of the other constructs (interaction capabilities, social 

support, promotion and prevention focus and quality of life) were tested using standard 

procedures (Table 5.4 and Appendix G). All indicators loaded on their respective 

constructs with loadings above the recommended value of 0.70 (Hulland 1999). 

Composite reliabilities were all above the recommended threshold of 0.70 (Anderson 

and Gerbing 1988) and the average variance extracted (AVE) scores were all above 

0.50. The square roots of the AVEs were greater than all of the constructs’ correlations 

(Fornell and Larcker 1981). These metrics support the reliability, convergent and 

discriminant validity of the constructs. As the four effort constructs were measured by 

single Rasch scores, average variance inflation factors (AVIF) were further examined 

to detect potential multicollinearity problems. Almost all of the AVIFs (Table 5.4) 

were below the strict threshold of 3.3, suggesting multicollinearity and common 

method bias were unlikely to be an issue in this case (Kock 2015; Kock and Lynn 

2012). 
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Table 5.4 Measurement properties of the constructs 

Construct 1.  2.  3.  4.  5.  6.  7.  8.  9. 

1. Effort in mandatory (customer) activities n/a         

2. Effort in mandatory (customer or 

organisation) activities 
0.47 n/a        

3. Effort in voluntary in-role activities 0.71 0.55 n/a       

4. Effort in voluntary extra-role activities 0.52 0.48 0.72 n/a      

5. Employees’ interaction capabilities 0.21 0.18 0.25 0.12 0.90     

6. Social support 0.29 0.19 0.42 0.25 0.61 0.93    

7. Health promotion focus 0.46 0.37 0.59 0.36 0.32 0.40 0.83   

8. Health prevention focus 0.08 0.09 0.18 0.23 -0.10 -0.03 -0.01 0.85  

9. Quality of life 0.21 0.10 0.23 0.05 0.42 0.45 0.48 -0.37 0.81 
          

AVE n/a n/a n/a n/a 0.82 0.87 0.70 0.71 0.65 

Composite reliability n/a n/a n/a n/a 0.96 0.96 0.90 0.83 0.88 

AVIF 2.06 1.52 3.99 2.19 1.69 1.96 1.92 1.29 1.83 

 

Square roots of average variances extracted (AVEs) are shown on the diagonal (n/a indicates the single Rasch score was used in this case)
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5.6.3 The structural model 

The PLS-SEM results supported all hypothesised relationships except H5a, b, d and 

H6b (Table 5.5). Employee’s interaction capabilities had significant positive effects 

on effort in mandatory (customer) and mandatory (customer or organisation) activities 

(H1a: β = 0.09, p < 0.05; H1b: β = 0.08, p < 0.05, respectively). Significant positive 

relationships were found between social support and voluntary in-role and voluntary 

extra-role activities (H2a: β = 0.23, p < 0.01; H2b: β = 0.14, p < 0.01, respectively). 

Promotion focus had significant positive contributions to effort in mandatory 

(customer) activities (H3a: β = 0.43, p < 0.01), mandatory (customer or organisation) 

activities (H3b: β = 0.35, p < 0.01), voluntary in-role activities (H3c: β = 0.50, p < 

0.01), and voluntary extra-role activities (H3d: β = 0.30, p < 0.01). Positive 

relationships were also found between prevention focus and effort in mandatory 

(customer) activities (H4a: β = 0.10, p < 0.05), mandatory (customer or organisation) 

activities (H4b: β = 0.10, p < 0.05), voluntary in-role activities (H4c: β = 0.19, p < 

0.01), and voluntary extra-role activities (H4d: β = 0.23, p < 0.01).  

The relative impacts of health promotion focus and prevention focus on customer 

effort were examined by comparing the path coefficients using Satterthwaite’s 

method, which provides a t-test based on the standard errors obtained from the 

bootstrapping approach used here (Kock 2014). The results suggested a prevention 

focus had less impact than a promotion focus on effort in mandatory (customer) 

activities (H5a: t = -5.07, p < 0.01) and mandatory (customer or organisation) activities 

(H5b: t = -3.72, p < 0.01), rejecting H5a-b, while a promotion focus had a greater 

impact than a prevention focus on voluntary in-role activities (H5c: t = 4.67, p < 0.01), 
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supporting H5c. No significant difference was found for their impacts on effort in 

voluntary extra-role activities (H5d: t = 1.07, p = 0.14) and H5d was not supported. 

The results also confirmed the links between effort in mandatory (customer), voluntary 

in-role and voluntary extra-role activities and quality of life (H6a: β = 0.17, p < 0.01; 

H6c: β = 0.26, p < 0.01; H6d: β = 0.18, p < 0.01). Effort in mandatory (customer or 

organisation) activities had a non-significant relationship with quality of life, thus H6b 

was not supported. The three types of resources (clinical, social, and psychological 

resources) explained 22%, 15%, 43%, 20% of variations in customer effort in 

mandatory (customer), mandatory (customer or organisation), voluntary in-role, and 

voluntary extra-role activities, respectively, while value cocreation efforts explained 

11% of health care customers’ quality of life. The results were robust across various 

demographics, such as gender and level of education, as the path coefficients were 

largely similar based on multi-group analyses using Satterthwaite’s method (Kock 

2014).  
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Table 5.5 Structural model: path coefficients 

Hypotheses Paths Path Coefficients 

(β) 

Comparison of Path 

Coefficients (t) 

H1a Employees’ interaction capabilities  Effort in mandatory (customer) activities 0.09*  

H1b Employees’ interaction capabilities  Effort in mandatory (customer or 

organisation) activities 

0.08*  

H2a Social support  Effort in voluntary in-role activities 0.23**  

H2b Social support  Effort in voluntary extra-role activities 0.14**  

H3a Health promotion focus  Effort in mandatory (customer) activities 0.43**  

H3b Health promotion focus  Effort in mandatory (customer or organisation) activities 0.35**  

H3c Health promotion focus  Effort in voluntary in-role activities 0.50**  

H3d Health promotion focus  Effort in voluntary extra-role activities 0.30**  

H4a Health prevention focus  Effort in mandatory (customer) activities 0.10*  

H4b Health prevention focus  Effort in mandatory (customer or organisation) activities 0.10*  

H4c Health prevention focus  Effort in voluntary in-role activities 0.19**  

H4d Health prevention focus  Effort in voluntary extra-role activities 0.23**  

H5a β (H3a) < β (H4a)   -5.07** 

H5b β (H3b) < β (H4b)  -3.72** 

H5c β (H3c) > β (H4c)   4.67** 

H5d β (H3d) > β (H4d)   1.07 

H6a Effort in mandatory (customer) activities  Quality of life 0.17**  

H6b Effort in mandatory (customer or organisation) activities  Quality of life -0.00  

H6c Effort in voluntary in-role activities  Quality of life 0.26**  

H6d Effort in voluntary extra-role activities  Quality of life 0.18**  

* p < 0.05 ** p < 0.01 
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5.7 Discussion 

The study offers empirical evidence about how different types of resources drive customer 

effort across various types of value cocreation activities that, subsequently, contribute to 

quality of life. While the notion customers integrate resources to cocreate value has been 

endorsed (Vargo and Lusch 2016) and early studies provide evidence of positive links between 

effort in value cocreation and outcome metrics (Sweeney et al. 2015), little is known about the 

antecedents and outcomes of customer effort in distinct types of activities. Thus, this study 

contributed to service research in several ways. 

First, it built on and extended previous research on value cocreation (e.g. McColl-Kennedy et 

al. 2012; Pham et al. 2019; Sweeney et al. 2015) by examining customer effort across distinct 

types of activities. Thus, it responded to calls for in-depth analysis of different activity types 

(Dong and Sivakumar 2017). Prior customer value cocreation research centred on discrete 

activities, such as coproduction or compliance (McColl-Kennedy et al. 2012), or used 

composite measures to capture value cocreation effort (Sweeney et al. 2015). We went beyond 

such discrete activities, examining customer effort in different sets of activities with distinct 

natures and objectives. The findings show customer effort in four types of activities are 

impacted by various sets of resources and have differential impacts on quality of life, justifying 

the need to distinguish these types and tease out their respective roles. 

Second, the research framework extends our understanding of how customers draw on various 

sources of support to perform value cocreation activities and provides enriched insights into 

customers as active resource integrators. Little research has addressed the specific resources 

that are contextually prevalent and the mobilisation of resources for value cocreation (McColl-

Kennedy et al. 2015b). Customers have different types of resources (Arnould et al. 2006) and 

different abilities to access resources provided by others (Hibbert et al. 2012), which affects 



173 
 

their capacity to undertake activities. While it is acknowledged that value cocreation is a multi-

actor phenomenon in which customers draw on their own competencies when integrating 

resources from network partners (Plé 2016), it is unclear how a customer’s pool of resources 

shape their value cocreation effort. As customers’ resource endowments vary in quantity and 

quality, they are “in continuous need of access to resources they do not own” (Akaka et al. 

2012, p. 30), which affect the roles they expect themselves and others to play (Arnould et al. 

2006).  

This study provides empirical evidence of how others can support a customer’s resource 

integration process. Few studies have examined the combined effects of different types of 

resources in complex service contexts. The study found clinical, personal network and 

psychological resources had positive impacts on customer effort in different activity types, 

though to varying extents, reinforcing the appropriateness of a holistic approach to health care 

that argues for whole person service (rather than focusing on illnesses alone) and the inclusion 

of resources beyond the professional-patient dyad to meet people’s health care needs.  

The study distinguished the two external sources of support health care customer may rely on 

when performing value cocreation activities, first health professionals and second the 

customer’s personal network. These two sources have largely different effects in mandatory 

and voluntary value cocreation effort. Particularly, interaction capabilities derived from health 

care staff within the health setting (i.e. clinical resource) have a positive effect on mandatory 

value cocreation activities carried out by the customer in the health setting, while social support 

derived from the customer’s network outside the health setting (i.e. personal network resource) 

has a positive effect on voluntary activities which are mainly carried out in the customer’s daily 

life. While these external sources of support are important in health care outcomes, the findings 

suggested psychological resources (health regulatory focus) contributed most to customer 
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effort across the whole range of activities. Contrary to expectations, health promotion focus, 

rather than prevention focus, had a stronger impact on effort in mandatory activities. There are 

several possible reasons for this. First, while mandatory activities are the activities essential for 

the health service, they include activities beyond the basic minimum customers must do in their 

dealings with the clinic (e.g. providing accurate feedback to the medical staff or proactively 

engaging in discussion and involving in decision-making), suggesting the relevance of 

psychological effort in carrying out such activities and supporting the significant role positive 

psychological resources play. Second, within the chronic health context, a health promotion 

focus is associated with positive health-related activities while a health prevention focus is 

associated with avoidance, ambiguity and fatalistic belief towards the future health risks (Ferrer 

et al. 2017). Consequently, health prevention focused individuals may be more reluctant to 

obtain health information and less confident in their ability as compared to people who are 

motivated to achieve positive health gains (Ferrer et al. 2017), suggesting a health prevention 

focus may have some detrimental effects in certain circumstances and health prevention 

focused people might be less likely to do what is required of them. 

Another contribution stems from the unique insights obtained into the effects each activity type 

has on quality of life. By highlighting the types of activities that have the greatest impacts on 

quality of life, the study contributed to the transformative service research domain (Ostrom et 

al. 2015). Prior research on the influence customer activities have on outcomes has led to mixed 

findings, partly due to a lack of a clear distinction among different types of activities (e.g. 

combining mandatory activities with voluntary activities) (Dong and Sivakumar 2017). 

Building on the value cocreation literature, this study found various types of activities had 

differential influences on quality of life. Mandatory (customer), voluntary in-role and extra-

role activities contributed to improvements in quality of life. As the management of chronic 

illnesses mostly takes place outside core health service encounters and requires a great deal of 
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customer effort in daily activities, most activities are voluntary in nature. Although these 

voluntary activities are not essential for health service production and delivery, both in-role 

and extra-role activities, particularly the former, had significant impacts on quality of life. 

The relationship between mandatory (customer or organisation) activities (e.g. made choices 

over medical conditions) and quality of life was not supported. Dong and Sivakumar (2017) 

argued such activities can be a double-edged sword. When customers are given a large amount 

of technical information and alternative treatments and are required to make decisions, they 

face complex situations that involve significant responsibility and this may lead to 

hyperactivity or anxiety (Adkins and Corus 2009). While the expected positive relationship 

was not found here, it does not mean these activities are not important and should be neglected. 

Indeed, coproduction could drive compliance intention (Mende et al. 2017), which leads to 

positive health outcomes. 

5.8 Practical implications 

The results have critical practical implications due to the prevalence of chronic conditions and 

their impacts on people’s life. These implications include facilitating customers’ efforts in 

activities that have the greatest impacts on their quality of life and complementing their 

resource deficiencies when needed. The results suggest leveraging resources reduces the cost 

of non-adherence to the health care system and enhances quality of life, potentially reducing 

people’s need for future health services. 

The study underscores the different types of activities customers might undertake to improve 

their quality of life and highlights the roles played by the network of resources integrated in 

value cocreation processes. Customers may struggle to mobilise essential resources, 

particularly in negative service settings like health care. Specific interventions could be 

designed that enhance the likelihood customers will engage in a target set of activities by filling 
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the gaps between resources customers are able to mobilise and resources needed to optimise 

their efforts. 

Health care service features vulnerability (Berry 2019), which may lead to passivity or non-

adherence. Health professionals can mitigate such negative impacts and encourage customers 

to overcome barriers and perform mandatory activities. The study highlighted six interaction 

capabilities about which health professionals should receive training to ensure an effective 

collaborative care model. 

Effort in voluntary activities emerged as the strongest predictor of health customers’ quality of 

life. The study also highlighted how people’s personal networks assist. A patient’s family 

members are often primary caregivers and the most important personal sources of support. 

These caregivers need support themselves due to the complexity and psychological burden of 

their tasks (Berry et al. 2017). Caregivers and customers should both be at the centre of care 

programs to ensure they are ready to provide the necessary assistance. 

Further, the study underscored the importance of psychological resources, which offers 

promising avenues for encouraging customer effort. Both health promotion focus and 

prevention focus influenced customers’ value cocreation efforts. Tailoring health messages in 

a way that matches a customer’s approach or avoidance orientation should enhance the 

attractiveness of such activities and increase the likelihood they will engage in them (Scholer 

and Higgins 2008). Priority should be on promotion, rather than prevention, as the former has 

a greater impact on customer value cocreation effort. While a regulatory focus is commonly 

considered as a trait-like characteristic, there is evidence it can be situationally induced. For 

example, Schokker et al. (2010) suggested supportive behaviours from people’s personal 

networks can create a promotion- or prevention-focused environment that, subsequently, 

affects their strategies to manage their condition.  
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5.9 Limitations and future research 

The study has some limitations that can be addressed in future research. First, due to the 

contextual nature of resources, the range of resources was limited and other types of resources 

are likely to be relevant in this and other contexts. For example, while a health regulatory focus 

emerged as an important psychological resource that deserves further investigation, other 

psychological resources could also be examined (e.g. self-efficacy or optimism). Further, 

generalisations to other illnesses or service contexts must be made with caution. 

Second, the study focused on resources as carriers of customer capabilities to cocreate value 

(Peters et al. 2014). However, it is the use of resources that generates value, rather than the 

resources themselves, which proposes motivation may leverage resources for value realisation 

(Findsrud et al. 2018). Future research should investigate the interplay between customers’ 

capability and motivation to integrate resources to cocreate value.  

Third, this research adopted a micro-level perspective and focused on customers’ interactions 

with their immediate social network. Further studies might account for a wider range of actors 

at the meso or macro levels, such as government, private health funds and broader society 

trends, to see how collaborations between actors influence customer effort in the wider 

ecosystem. 

Finally, while the results are robust across some major demographics such as gender, it would 

be practically beneficial to test the impact of resources on the four different types of customer 

effort across different chronic illnesses and indeed, in the context of minor health conditions, 

such as injuries, and debilitating conditions, such as arthritis. While the preliminary analysis 

suggested there were some differences across the five examined conditions, future studies with 

larger sample sizes are needed to explore such differences in detail. 
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5.10 Appendices 

5.10.1 Appendix 1. Resources pertinent to customer value cocreation activities in health care 

Resources Definition Representative Quote 

Clinical resources – Employee’s interaction capabilities (e.g. Karpen et al. 2012, 2015) 

Individuated 

interaction 

The health professionals’ ability to 

understand an individual customer’s 

unique context and desired 

outcomes  

“They should adapt to the person’s personality. I am sure some people want to go 

and sit there and talk and discuss with the doctor. For me I go there I hope to be 

going out after 5 minutes. If I have some diseases when I really need his help I would 

ask but on average I do not like going to the GP [General Practitioner] and I do not 

like him to question me too much.” (FG3) 

Relational  

interaction 

The health professionals’ ability to 

strengthen the emotional and social 

connections with customers 

“There are doctors who are clinical but on the other side they are human, 

considerations, and they are doctors that are qualified but also realise that the 

emotional and the humanistic side of it is just as an important part of medicine as the 

clinical side.” (FG2) 

Ethical  

interaction 

The health professionals’ ability to 

act in a fair way towards the 

customers  

“The other important thing about the GP is that when he has got too limited 

knowledge and say ‘Well I need to refer you to the endocrinologist or whatever 

because I cannot.’” (FG2) 

Empowered 

interaction 

The health professionals’ ability to 

empower customers to shape the 

nature of the medical consultations  

“My GP is pretty good. He knows what to do, but on the other hand he does not 

dictate. He will make suggestions and he will say ‘Do you have any other ideas?’.” 

(FG1) 

Developmental 

interaction 

The health professionals’ ability to 

develop the customers’ knowledge 

and competence  

“He says ‘Your body chemical changes, you can manage it, but sometimes you need 

something else to help you manage it if you do your part’. When he says your part, 

it is about what we have written down here, the things that you need to make sure 

that you look after.” (FG1) 



179 
 

Concerted  

interaction 

The health professionals’ ability to 

facilitate and coordinate the care 

processes 

“My GP is not specialised in diabetes, but he relates extremely well to all specialists 

and they share all the information all of the time. So it is the approach of the GP … 

The GP has got about 4 or 5 nurses so they know exactly you, your whole setup … 

It is a whole support base, it is not even one man.” (FG1) 

Personal network resources – Social support (e.g. La Greca et al. 1995; Stewart Loane et al. 2015; Yao et al. 2015) 

Companionship Other people share activities or 

accommodate their activities to a 

customer’s needs 

“The support that I get is from my wife… If I go on a diet, my wife loses weight as 

well … She has been a great help, without her I would not be able to do it… When 

I am walking she says ‘oh thin man’ or ‘skinny’, that sort of thing.” (FG3)  

Emotional 

support 

Other people express love, caring, 

concern and empathy  

“A number of people say ‘Andy you are looking good! Whatever you are doing, 

keep it up’”. (FG1) 

Informational 

support 

Other people provide information in 

terms of referrals, guidance and 

advice 

“My colleague has type-2 diabetes. He has been the best source because he has been 

through it… He is able to say ‘This is what works for me but it may not work for 

you’, because he knows everything. He is older than me so he is able to say, when 

you need good hints, so for me that is helpful.” (FG3) 

Instrumental 

support 

Other people offer practical support 

or material aid  

“Being diabetic is not just about you. You need to change things at home. He [my 

husband] keeps an eye on me. If I am too tired, he knows. He will straight away ask 

me are your blood sugar low, what is wrong, what have you eaten in the last half an 

hour. He always checks.” (FG3) 

Psychological resources – Health regulatory focus (e.g. Gomez et al. 2013) 

Health 

promotion 

focus 

A customer’s focus on improving 

health and attaining health-related 

gains 

“Rather than maintaining … That is where I see the improvement in quality of life 

that we are looking for, rather than just I do this because I have to do.” (FG1) 

Health 

prevention 

focus 

A customer’s focus on protecting 

health and avoiding health-related 

losses 

“Fear [of complications of the condition] is the first part of the whole concept, and 

the second part is the optional, what you think is the reasonable thing to do to manage 

the fear as much as you want to.” (FG2) 

   

Note: FG = Focus group 
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5.10.2 Appendix 2. Final measurement items  

(1 = strongly disagree, 7 = strongly agree) 

Construct Item  

Employee interaction capabilities - Source: Karpen et al. (2015) 

 My [health professional] …  

Individuated 

interaction 

capability 

Makes an effort to understand my individual needs 

Is sensitive to my individual situation 

Makes an effort to find out what kind of treatment regime is 

most helpful to me. 

Seeks to identify my personal expectations 

Relational 

interaction 

capability 

 

Makes me feel at ease during consultations 

Tries to establish rapport with me 

Encourages two-way communication with me 

Shows genuine interest in engaging me 

Ethical interaction 

capability 

 

Looks after my best interests 

Does not pressure me in any way 

Does not mislead me in any way 

Does not try to manipulate me 

Empowered 

interaction 

capability 

Invites me to provide ideas or suggestions 

Encourages me to shape the service I receive 

Provides me with control over my experiences 

Allows me interact with him/her in my preferred way 

Developmental 

interaction 

capability 

 

Shares useful information with me 

Helps me become more knowledgeable 

Provides me with the advice I need for successful treatment 

Offers expertise I can learn from 

Concerted 

interaction 

capability 

 

Work together seamlessly in helping to me 

Act as one unit when dealing with me 

Provide messages to me that are consistent with each other 

Ensure they have smooth procedures for interacting with me 

Social support - Source: Schwarzer and Schulz (2000), Yao et al. (2015) 

 The people who are closest to me and help me with my 

condition … 

Emotional support 

 

Show me they love and accept me 

Comfort me when I am feeling bad 

Have empathy with my situation  

Make me feel valued and important 

Express concern about my condition 

Assure me I can rely on them  

Encourage me not to give up 

Informational 

support 

 

Offer me information about the latest research relevant to my 

condition 

Help me find therapy methods that might help me 

Give me suggestions for coping with my condition 

Instrumental 

support 

Are the ones I can always rely on 
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 Are there to help me when everything becomes too much for 

me to handle 

Are there when I need them 

Take care of many things for me 

Companionship 

 

Give me words of support 

Are the ones with whom I can share my thoughts and 

experiences 

Respond to me when I have problems 

Accommodate their activities, schedule and lifestyle to take 

account of my needs 

Share my health journey 

Health regulatory focus - Source: Gomez et al. (2013) 

Health promotion 

focus 

 

I do not hesitate to embrace new experiences if I think they 

can improve my health. 

I see myself as someone who does their utmost to improve 

their health. 

Reaching a health goal motivates me to do more. 

If I see a good opportunity to improve my health, I take 

advantage of it right away. 

Health prevention 

focus 

I frequently think about the health problems I may have in 

the future. 

I often worry about mistakes I could make concerning my 

health. 

Quality of life - Source: Cohen et al. (2017) 

Physical well-

being 

My physical symptoms (such as pain, tiredness and others) 

were not a problem. 

I felt physically well. 

I was physically able to do the things I wanted to do. 

Psychological 

well-being 

I was depressed. 

I was nervous. 

I felt sad. 

When I thought of the future, I was not afraid. 

Social well-being My relationships with the people I care about are 

comfortable. 

I feel supported. 

I can easily communicate with the people I care about. 

Existential well-

being 

My life is purposeful and meaningful. 

I feel I am achieving my life’s goals. 

I have control over my life. 

I feel good about myself as a person. 

 

 

  



182 
 

  

GENERAL DISCUSSION AND CONCLUSION 

 

The general purpose of this thesis was to investigate customer value cocreation in 

health care so as to enhance our understanding of the heterogeneity in the ways 

customers cocreate value and how value cocreation effort can be facilitated so 

customers’ quality of life can be improved. Each of the three empirical articles 

addressed some aspects of customer value cocreation, its antecedents and outcomes. 

This last chapter provides a summary and discussion of the key findings of the project, 

highlights the overall theoretical and managerial contributions and suggests some 

directions for further research. 

6.1 Summary and discussion of key findings 

This research project was motivated by a recent call for a better understanding of 

customer value cocreation in transformative service contexts due to its potential to 

improve people’s quality of life (Kuppelwieser and Finsterwalder 2016; Ostrom et al. 

2015). Particularly, the thesis consists of three empirical papers that were designed to 

address the following questions: 

RQ1. What types of value cocreation activities do customers undertake? 

RQ2. a. What value cocreation practice styles do customers adopt? 

b. How do customers adopting different styles differ in terms of their 

desired outcomes? 

RQ3. What resources drive different types of customer value cocreation activities? 
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RQ4. To what extent does customers’ undertaking of various types of value 

cocreation activities influence their quality of life? 

In response to RQ1, Paper 1 used a qualitative approach to develop an extensive and 

nuanced categorisation of customer value cocreation activities. Adopting an S-D logic 

lens allowed the project to gather a larger pool of activities to account for not only the 

activities customers do to primarily benefit themselves but also the activities beneficial 

to a wider range of actors (e.g. service providers and other customers). Four activity 

types were uncovered, including mandatory (customer), mandatory (customer or 

organisation), voluntary in-role and voluntary extra-role activities. Such an extensive 

list of activities allowed a thorough analysis of a more comprehensive range of 

activities and their varying impacts in the subsequent stage.  

As suggested in Paper 1, value cocreation activities may vary in nature (e.g. mandatory 

or voluntary). Advancing the understanding of how combinations of activities provide 

meaningful customer groupings was seen as essential to best support the 

heterogeneous groups of customers. Accordingly, the quantitative study outlined in 

Paper 2 was conducted to examine how the combinations of value cocreation activities 

customers undertake may characterise their value cocreation practice styles (RQ2a) 

and examine the associations between different activity combinations and various 

meaningful aspects of human’s life (RQ2b). All of the examined activities 

(encompassing mandatory (customer), mandatory (customer or organisation), 

voluntary in-role and voluntary extra-role) individually differentiated between the 

highly active, other-oriented, provider-oriented, self-oriented and passive compliant 

styles. Interestingly, practice styles were equally relevant across a range of chronic 

health conditions (cancer, diabetes, heart diseases, asthma and arthritis). The findings 
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lent support to customers undertaking moderate to high level of activities, as these 

types of activities are associated with higher levels of physical, psychological, 

existential and social well-being and customer satisfaction.  

Paper 1 and Paper 3 added to our understanding of the resources driving customer 

value cocreation across mandatory and voluntary activities, addressing RQ3. As 

mentioned previously, this research project adopted a micro-level perspective to value 

cocreation and focused on the resources customers obtained through interactions with 

their immediate social network (e.g. personal network and service provider) or their 

own psychological resources. The themes emerged from data collected from 

individual interviews and focus groups suggested a number of psychological factors 

that may explain variations in the activities customers undertake, namely health locus 

of control, self-efficacy, optimism, regulatory focus and expected benefits.  

In addition, clinical resources (e.g. service employee’s interaction capabilities) and 

personal network resources (e.g. social support) were also expected to play a role in 

customer value cocreation activities. Analysis of survey data obtained from health care 

customers across multiple chronic conditions confirms such relationships. While 

clinical resources helped customer effort in mandatory activities and personal network 

resources played a role in customer effort in voluntary activities, psychological 

resources had the greatest impacts on customer effort across the whole range of 

activities. The study lent support to a holistic approach to health care service that 

requires the mobilisation of resources outside the professional-customer dyad to 

encourage customers’ engagement in the broad range of activities. 
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In an attempt to understand the key quality of life outcomes of customer value 

cocreation (RQ4), Paper 1 examined a set of quality of life dimensions (physical, 

psychological, existential and social well-being) and the mechanism through which 

each type of activity might contribute to each of these aspects. The findings suggested 

a particular type of activity enhanced well-being in various ways. In addition, as 

hierarchies of activities with varying levels of perceived difficulty corresponding to 

different activity types were evident, Paper 3 further investigated whether each activity 

type contributed to people’s well-being differently. The findings identified differential 

influences of various types of activities on quality of life, the ultimate outcome of 

health care services. Both mandatory and voluntary activities contributed to 

improvements in quality of life, with voluntary activities having the greatest impacts, 

suggesting voluntary activities that primarily take place outside core service 

encounters should not be neglected. 

In summary, the project highlights an extended range of customer value cocreation 

activities which can be categorised into four meaningful types, leading to novel 

insights into how customers’ value cocreation efforts across different types can be 

facilitated by pulling together an array of resources. The findings also provided a 

deeper understanding of the roles value cocreation play in peoples’ well-being. 

6.2 Overall theoretical contributions 

Customer value cocreation represents an important area in the transformative service 

research agenda (Ostrom et al. 2015). By offering a holistic understanding of customer 

value cocreation in health care contexts, the project adds to the service marketing 

literature, particularly to the emerging research stream that argues for the active roles 

customers play in value cocreation processes that subsequently influence service 
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outcomes (e.g. Akman et al. 2019; Kim 2019; McColl-Kennedy et al. 2017b; Sweeney 

et al. 2015). It also contributes to medical research by unfolding a more comprehensive 

framework for chronic illnesses management. While designing and delivering 

integrated care is a multidisciplinary problem, marketing has a potential impact on this 

area (Anderson et al. 2019). As “marketing can perform the role of lynchpin between 

care disciplines, not least in providing fresh understandings of patients as service users 

and their networks” (Keeling et al. 2018, p. 2195), there have been a growing number 

of studies investigating customers’ roles in health care from a service marketing 

perspective. This research project contributes to this growing stream of research in 

several ways. 

First, adopting a new perspective in service literature that puts forward “a re-

orientation from the “medical gaze” of an authoritative figure who prescribes and the 

patient merely acquiesces, to the customer actively contributing and cocreating value 

with an array of health service providers and other players in the service ecosystem to 

the extent that the customer desires” (McColl-Kennedy et al. 2017c, p. 21), the project 

extends the existing literature through identifying an extensive range of customer 

value cocreation activities and proposing a nuanced categorisation across various 

mandatory and voluntary activities. The idea of customers actively undertaking value 

cocreation activities to cocreate value for themselves and for others is not new. 

However, little has been known about the different activity types. Through the two 

empirical studies, this project suggests that customer value cocreation should not be 

viewed as isolated activities but rather a combination of activities across different 

types. Thus, it enriches the understanding of the types of activities customers perform 

to cocreate value, how each type of activity can be facilitated, and the extent to which 

each activity type contributes to outcomes.  
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Second, the findings of this project shed light on the understanding of different types 

of resources pertinent to customer value cocreation, an area topic that has surprisingly 

received little attention (McColl-Kennedy et al. 2015b), enriching our understanding 

of how customers’ value cocreation can be facilitated by pulling together a broad range 

of resources. While it has been acknowledged that the support customers receive from 

their service network or the constellations of resources available for integration may 

shape their value cocreation effort (Koskela-Huotari et al. 2018), few empirical studies 

have explicitly considered the roles of a range of resources in customer value 

cocreation processes. As customers may be differently endowed with different types 

of resources and there are various approaches to value cocreation, this project provides 

a foundation to understand how to optimise customers’ value cocreation effort and 

tailor the support to meet their idiosyncratic circumstances. It also paves the way for 

further investigation of the mobilisation of a network of resources for value cocreation 

in complex service contexts that feature extensive interactions between vulnerable 

customers and multiple actors. 

Third, this research also contributes towards a deeper understanding of the roles value 

cocreation play in peoples’ well-being by identifying multiple quality of life outcomes 

of customers’ value cocreation and examining the relationships between customers’ 

activities and outcomes. In doing so, it is aligned with the transformative service 

research priority (Ostrom et al. 2015) which emphasises the link between value 

cocreation and customers’ well-being. In addition, it contributes to the call for better 

marketing for a better world, a world in which “customers/ consumers make better 

decisions, are healthier, and have a better quality of life” (American Marketing 

Association 2018b), particularly research that addresses how marketing ideas, 

activities and systems enhance stakeholders’ welfare (Bolton 2020). 
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The findings of this project also contribute to the health care literature. Health care is 

a complex setting to investigate customer value cocreation, and this project enriches 

the health care literature by unfolding a more comprehensive framework for chronic 

illnesses management, which goes beyond patient empowerment (e.g. Michie et al. 

2003), patient participation (e.g. Guadagnoli and Ward 1998), or patient activation 

(e.g. Hibbard et al. 2004) to provide holistic care to customers. S-D logic and value 

cocreation lenses offer a new perspective to understand the activities and the roles of 

health care customers and the importance of the collaboration between multiple actors 

in a customer’s broader network, beyond the isolated medical encounters and 

customer-professional transactions (McColl-Kennedy et al. 2017c).  

Customers can perform a range of value cocreation activities with the support of a 

range of resources, and by doing so, they are contributing to various aspects of their 

quality of life. Further, while much still needs to be done, it is clear the roles and 

responsibilities of customers, health professionals and the patients’ networks need to 

be reconsidered. Importantly, this research has brought attention to a customer’s 

support network, including family and friends and other customers. 

6.3 Overall managerial implications 

Important insights into supporting health care customers, particularly those living with 

chronic conditions, can be drawn from this project. Chronic health conditions are 

prolonged conditions that need complex care and have persistent effects on people’s 

quality of life. With nearly one in two Australians reported having at least one chronic 

illness in 2019, up from two in five 10 years ago, chronic illnesses are leading 

contributors to the growing burdens on the Australian health system (Australian 

Institute of Health and Welfare 2018). The findings of this research project can serve 
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as a basis for health practitioners to develop strategies to support people living with 

such conditions. These strategies may include how health professionals should involve 

patients in the care process, how to encourage patients’ engagement in activities that 

have the greatest impacts on their quality of life and to complement patients’ resource 

deficiencies where needed so as to reduce the cost of non-adherent patients to the 

health care system. 

First, instead of solely focusing on delivering good quality care within the clinical 

settings, it is important for health practitioners to acknowledge that the care process 

should not end when the patient leaves the clinic. Considering the whole value 

cocreation process from a patient’s perspective should help health practitioners better 

understand patients’ needs and expectations. The project highlights an extensive range 

of activities patients undertake and various value cocreation practice styles patients 

adopt. Despite the growing number of studies on the more active roles of patients, 

surprisingly little has been done to address the specific types of activities patients 

undertake in their care processes and how each type should be supported. Efforts in 

different types of activities are indeed rewarding, albeit to varying extents. This thesis 

suggests health professionals need to be aware of the wide range of activities with 

varying nature customers undertake to not only manage their chronic illnesses but also 

improve various quality of life aspects. This reinforces the notion of considering 

patients as collaborators in care, rather than targets of illness treatments. 

Consequently, staff training should be designed in a way that is consistent with a 

holistic care approach (i.e. a whole person focus rather than an illness focus). 
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Second, it is imperative to acknowledge the heterogeneity in the way patients cocreate 

value and understand the factors underlying such heterogeneity. The activities 

identified in this thesis can be used to facilitate the identification of customer groups 

with different value cocreation practice styles, and strategies, enabling organisations 

to personalise interactions and service offerings that facilitate patient value cocreation 

processes. The findings also suggest that, while the extent to which customers 

cocreated value varies, most wanted to interact with a number of actors along their 

health care journey, including health professionals, family and friends, and other 

customers. This suggests interventions should take account of customers’ broader 

networks and life contexts, as this is where most health-related activities take place. 

Third, this research project identifies opportunities for health practitioners to 

positively influence customer value cocreation through a range of resources. 

Encouraging customers to become more active does not mean the roles of health 

professionals and their expertise should be downplayed. Indeed, significant 

responsibilities still lie with health professionals. The results indicate that, while the 

majority of value cocreation activities are undertaken in the patients’ sphere where the 

patients perform daily activities to cope with their conditions, a considerable number 

of activities are performed in interactions with service providers (i.e. mandatory 

activities), suggesting service providers have a key role in harnessing customer effort.  

Beyond the treatment, interaction capabilities are core to supporting patients to be 

active value cocreators and, subsequently, put more effort into their self-care process. 

As the concordance approach that urges health care providers and patients to come 

together as partners is increasingly promoted (Anderson et al. 2018), barriers to 

different types of activities need to be acknowledged and addressed. For example, 
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health professionals’ attitude towards patients’ active roles, knowledge barriers and 

the hierarchical power structure inherent in most professional service settings are key 

challenges for patients’ engagement in mandatory activities (Greenhalgh et al. 2010). 

Thus, considerable cultural changes are required to enact a holistic care approach. 

Particularly, stakeholders need to accept the view that health care is not limited to a 

conventional transaction between customers and health care providers but, rather, are 

collaborations between multiple actors in the customer’s network.  

In addition to medical encounters, interventions should take patients’ life contexts into 

account. Patients’ value cocreation effort is a function of their motivation and 

resources (Findsrud et al. 2018). Thus, it is essential to develop a supporting service 

system that includes the roles played by family, caregivers and service providers. The 

project’s findings suggest the relative importance of each type of resource that 

customers bring to a service. Consequently, providers can ensure appropriate 

mechanisms are in place to complement deficient resources and provide customers 

with the support they need. While marketing and service research to date has focused 

on enhancing customer participation in value cocreation activities, the focus needs to 

be expanded to involve customers’ family members (or caregivers), who are critical 

to the care process (Mende 2019), and other non-traditional sources of support, such 

as resource centres that can complement traditional medical care and promote 

proactive social support (Rosenbaum and Ramírez 2019). 

Another important insight generated from this project is that there is no single best 

style to value cocreation. Indeed, the combination of activities undertaken and value 

cocreation effort depend on the network of resources available to customers, as well 

as the value they see in interactions with such a network. This suggests a thorough 
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understanding of customers’ preferences and their resource endowments is needed in 

order to optimally support them given their resource availability. Knowledge of the 

underlying resources for broadening customer roles, as well as customers’ practice 

styles, is essential for service providers if they are to encourage customers’ efforts, 

particularly when there is more demand for customers’ inputs for the service’s 

outcomes and their well-being. 

While the managerial implications presented in this section primarily address concerns 

in health care contexts, many of the findings apply to other ongoing, complex service 

settings, such as other professional services, education and financial services that 

require customers to perform a range of value cocreation activities if they are to 

maximise benefits. 

6.4 Research limitations and recommendations for future research 

As with all research, there were limitations in the current project that suggest potential 

avenues for future research. First, while this research recognises customers may 

undertake different types of value cocreation activities, each of which may be driven 

by different sets of resources and contribute differently to customers’ quality of life, 

the data collected were cross-sectional, which limits our confidence in causal 

inferences. Indeed, value cocreation processes are not static. Thus, future studies could 

adopt longitudinal designs to capture customers’ value cocreation activities and 

practice styles at different points in time to provide richer insights into customers’ 

value cocreation processes. For example, longitudinal designs can help test theoretical 

arguments for customers’ transitions between different styles, given the potential 

resource depletion related to value cocreation processes and the interventions to 

replenish different types of resources. Longitudinal studies would also be valuable to 



193 
 

examine the changes in customers’ value cocreation effort over time to establish the 

causal linkages between value cocreation and quality of life with greater confidence. 

The second empirical limitation of this research lies in the fact that it was conducted 

within a single service context. While this research is unique in that it provides an 

indicative list of resources, activities and quality of life aspects relevant to health care 

customers, the specific operationalisation of the study’s constructs (e.g. resources 

included health regulatory focus and social support) may limit the generalisability of 

the results. However, the constructs (e.g. comply, collate, interact with staff and others, 

sense making) may well be appropriate in other complex service settings. Investigating 

the manifestations of the constructs of interest and the suggested relationships in other 

service settings would offer a richer understanding of the roles of different types of 

resources and the relative contributions of each activity type to quality of life.  

Third, there could also be other important resources facilitating customer value 

cocreation that were not examined in this project. As mentioned earlier, the range of 

resources examined here was confined to the micro level, as this project focuses on 

customers’ interactions with their immediate social network (e.g. health professionals, 

family and friends and other health care customers). However, customers may 

integrate resources from a wider range of actors at a meso or macro level of the service 

ecosystem, such as government agencies and professional associations. Further 

research is needed to account for this wider range of actors to see how their 

collaborations influence customers’ value cocreation processes. 

Fourth, although not investigated in this project, other individual (e.g. personality, 

experience and knowledge) and situational (e.g. physical and social environments that 

may facilitate certain activities and restrict others) factors may play a role in 
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customers’ value cocreation effort. A timely investigation into the impacts that 

psychological, social, health, financial issues resulting from the COVID-19 pandemic 

have on people’s cocreating behaviours, particularly vulnerable groups of customers, 

is warranted (Journal of Service Theory and Practice 2020; The Service Industries 

Journal 2020). The COVID-19 restrictions may impact on the practicality of particular 

activities to maintain customers’ physical and mental health, and physical distancing 

and social isolation measures may change the way people give and access support 

(Holmes et al. 2020). However, these changes may also stimulate creative approaches 

to cocreation in such challenging circumstances. Future research should investigate 

such approaches, particularly with respect to how the impact of the pandemic can be 

alleviated both short and long term. Further, given the distinction of essential and non-

essential services in light of the pandemic, how does value cocreation differ across 

these categories?  

Fifth, a fruitful research area relates to the roles technology plays in professional 

service contexts, such as health care and financial planning (Huang and Rust 2017). 

While not investigated in this project, it is likely technology applications could 

contribute significantly to customers’ performance of value cocreation activities, as 

“technology influences the co-creation processes by empowering consumers, offering 

greater ability to connect, providing greater access to information and furnishing a 

platform that facilitates co-creation” (Zhang et al. 2020, p. 1). Technology and smart 

services have changed the ways actors interact during service encounters (Rafaeli et 

al. 2017). For example, the use of self-tracking technologies may increase advice 

compliance and empower customers to become more proactive in medical encounters 

(Wittkowski et al. 2020). Examples of potential research questions include what 

impacts wearable or tracking devices have on customers’ performance of different 
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types of cocreation activity, under which conditions customers’ use of technology-

enabled services results in positive outcomes, and how to leverage value cocreation 

potentials and avoid value codestruction potentials of technology-enabled services. 

Finally, this project focused on resources that might facilitate value cocreation 

activities. Other promising areas for research relate to the factors that might inhibit 

value cocreation or may result in value destruction. For example, the health care 

journey is associated with various types of threats, such as a threat to personal control 

and self-esteem (Crisafulli et al. 2019), and health care customers are vulnerable as a 

result of a low level of health literacy (Virlée et al. 2020) or a high level of dependence 

(Johns and Davey 2019). Future research should consider these factors so as to 

advance our understanding of how to best support vulnerable customers’ value 

cocreation processes. 
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Appendix D. Focus group participants 

 

No. Group Name Gender Occupation Age Diagnosed 

1 1 P1 M Manager 52 6 years 

2 1 P2 M Retired 68 12 months 

3 1 P3 F Retired 81 2 years 

4 1 P4 M Retired educator 67 25 years 

5 1 P5 M Retired 66 22 years 

6 1 P6 M Computer sales 42 18 years 

7 1 P7 M Retired 68 26 years 

8 1 P8 M School finance director 64 5 years 

9 1 P9 M Retired 76 8-9 years 

10 2 P10 M Retired 65 8 years 

11 2 P11 F Retired 70 10 months 

12 2 P12 M Finance broker 73 5 years 

13 2 P13 M Retired 66 6 months 

14 2 P14 M Presently unemployed 53 12 years 

15 2 P15 F Retired 68 10 years 

16 2 P16 F Retired 68 5 years 

17 2 P17 M Network engineer 35 7 years 

18 3 P18 F Data entry 60 3 years 

19 3 P19 F Office manager/ Bookkeeper 58 8 years 

20 3 P20 M Retired 74 10 years 

21 3 P21 F Retired 66 > 10 years 

22 3 P22 F Self-employed consultant 71 18 years 

23 3 P23 M Accountant 43 1 year 

24 3 P24 F AIN assistant in nursing 43 16 months 

25 3 P25 F Community nurse 60 5 years 

26 3 P26 M Retired 70 31 years 
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Appendix E. Online survey questionnaire 

Thank you for taking part in the survey. The following information outlines the 

research project being conducted by Ms. Anh Pham and supervised by Professors Jill 

Sweeney and Geoff Soutar from The University of Western Australia. 

  

About the project 

This survey is part of Ms Pham’s PhD research project on what people do in managing 

their chronic health conditions. The purpose of this project is to understand why people 

with chronic conditions may or may not undertake various activities in managing their 

health. You are deemed eligible to participate in this study if you are over 18 years of 

age, have been diagnosed with one or more of the following chronic conditions for at 

least 6 months: cancer, diabetes, heart disease, asthma, and arthritis, and see health 

professional(s) at least twice a year for the condition. Your valuable inputs will help 

to support the findings which may have implications for how medical professionals 

can better support people living with chronic health conditions. 

  

About the survey 

The survey will ask you about a range of activities in managing chronic conditions 

and your beliefs/ perception of several health-related issues. For the study it does not 

matter how much or little you do; there are no rights and wrongs in this regard. It 

should take 15 to 20 minutes to complete the survey. You may save and continue your 

progress at a later point. 

  

Participant consent 

Your participation in this project is voluntary and you can withdraw from the survey 

at any time. Please note that your completion of the survey indicates that you agree to 

participate in this study. Your responses will be anonymous and will not be used 

individually. This means that it will also not be possible to remove your responses 

from the data collected should you wish to withdraw them later. All data and 

documents generated from the survey will be used only for the purposes of this 

research project. There are no foreseeable risks associated with the research. 

Approval to conduct this research has been provided by the University of Western 

Australia, in accordance with its ethics review and approval procedures. Any person 

considering participation in this research project, or agreeing to participate, may raise 

any questions or issues with the researchers at any time. In addition, any person not 

satisfied with the response of researchers may raise ethics issues or concerns, and may 

make any complaints about this research project by contacting the Human Ethics 

office at UWA on (08) 6488 4703 or by emailing to humanethics@uwa.edu.au 

If you have any questions, please feel free to contact the researcher 

at anh.n.pham@research.uwa.edu.au 

 

If you consent to taking part, please click the Next button to start the survey. 
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No. Questions Response Items 

1 Are you over 18 years of 

age? 

Choose 

one 

 Yes 

 No 

2 Have you been you 

diagnosed with one or more 

of the following chronic 

health conditions for at least 

6 months: cancer, diabetes, 

heart disease, asthma, and 

arthritis? 

Choose 

one 

 Yes, one condition [ answer 

Question 4a] 

 Yes, multiple condition [  answer 

Question 4b] 

 No 

3 Are you seeing health 

professional(s) at least 

twice a year for the 

condition? 

Choose 

one 

 Yes 

 No 

4a Which condition do you 

have? 

Choose 

one 

 Cancer 

 Diabetes 

 Heart disease 

 Asthma 

 Arthritis 

4b Which of the following 

conditions apply to you? 

Choose 

all that 

apply 

 Cancer 

 Diabetes 

 Heart disease 

 Asthma 

 Arthritis 

5 Among the conditions 

chosen, please specify one 

condition that is of your 

primary concern in the last 

6 months. 

Enter text  

6 How long have you been 

diagnosed with the 

condition? (Please answer 

in weeks, months or years) 

Enter 

number 

 

7 Which of the following 

health professionals is your 

current primary contact 

with regard to your 

condition? (Please select 

one) 

Choose 

one 

 General practitioner 

 Medical specialist (e.g. oncologist, 

cardiologist, endocrinologist), please 

specify 

 Allied health professional (e.g. 

dietitian, physiotherapist, podiatrist), 

please specify 

 Complementary medicine 

practitioner (e.g. acupuncturist, 

chiropractor), please specify 

 Other, please specify  

8 At present, how frequently 

do you go to see 

this [primary 

contact]? (Please answer in 

times per week, times per 

month or times per year) 

Enter 

number 

 

9 Approximately how long 

have you been seeing this 

[primary contact]? (Please 

Enter 

number 
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answer in weeks, months or 

years) 

10 If you are seeing other 

health professionals in 

addition to your [primary 

contact], please list them 

below. 

Enter text  

11 We would like to know 

your views on several 

life and health 

related issues. Please 

indicate how strongly you 

agree or disagree with each 

of the following statements. 

7-point 

scale 

1 = 

Strongly 

disagree 

7 = 

Strongly 

agree 

- I do not hesitate to embrace new 

experiences if I think they can 

improve my health. 

 - I see myself as someone who does 

their utmost to improve their health. 

 - Reaching a health goal motivates me 

to do more. 

 - If I see a good opportunity to 

improve my health, I take advantage 

of it right away. 

   - I frequently think about the health 

problems I may have in the future. 

   - When I implement a health 

behaviour, it's because I want to 

protect myself from getting sick. 

   - I often worry about mistakes I could 

make concerning my health. 

   - I am satisfied with the medical 

centre I have been attending  

   - My choice to use the medical centre 

I have been attending was a wise 

one. 

   - I am happy with the medical centre I 

have been attending  

   - I am satisfied with my health status. 

   - I am happy with my health 

condition. 

   - Considering everything, my health 

condition is as good as can be 

expected. 

   - I feel I have put a lot of effort into 

my treatment. 

   - I am satisfied with the effort I have 

put into my treatment. 

   - I am happy with the effort I have put 

into my treatment. 

   - I am satisfied with my [primary 

contact]. 

   - My [primary contact] fulfils my 

expectations. 

   - My [primary contact] has not 

disappointed me  

   - My experiences with my [primary 

contact] are excellent. 
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12 We are interested in what 

you do or have done in the 

last 6 months in regard to 

your medical 

condition. Please indicate 

how strongly you agree or 

disagree with each of the 

following statements.  

“In the last 6 months, I 

have…” 

7-point 

scale 

1 = 

Strongly 

disagree 

7 = 

Strongly 

agree 

- Said positive things about my 

medical team to others 

 - Recommended my medical team to 

those who ask or seek my advice 

 - Talked about the good things my 

medical team do 

 - Put an effort into managing my 

physical appearance 

 - Proactively managed my physical 

appearance 

 - Organised my day to day activities 

to fit around my health situation 

  - Changed things in my life to help 

my situation 

   - Made changes to my life (e.g. 

lifestyle, level of activities) to 

accommodate my condition 

   - Shared information about my 

condition with staff at the medical 

centre 

   - Asked questions of the medical staff 

when discussing my condition 

   - Provided accurate feedback to the 

medical staff about what happened 

following the previous treatment  

   - Done a considerable amount of 

research about my condition on my 

own 

   - Sought the latest research solutions 

offered by other medical 

practitioners 

   - Obtained information from all 

available sources 

   - Done what the staff at the medical 

centre told me to do 

   - Cooperated with medical staff 

   - Complied with my treatment regime 

   - Attended my appointments 

   - Been involved with decisions about 

my treatment with the staff at the 

medical centre 

   - Made choices over medical 

decisions related to my treatment 

   - Made suggestions about aspects of 

the treatment process 

   - Requested changes be made to my 

treatment plan     

   - Maintained a healthy diet 

   - Tried to eat foods that are good for 

me 

   - Kept fit 

   - Kept busy so as to distract myself 

from thinking about my medical 

situation 



241 
 

   - Focused on my interests to stop 

thinking about my medical situation 

   - Tried different ways to distract 

myself to avoid thinking about my 

medical situation 

   - Tried to protect others from negative 

information about my condition 

   - Been careful about how much detail 

I give to others about my condition  

   - Controlled my emotions for the 

benefit of others 

   - Let medical staff know if I have a 

useful idea on how to improve their 

service 

   - Commented about the service if it is 

good 

   - Let the medical staff know if I 

experienced a problem 

   - Helped other people with the same 

condition if they seem to need my 

help 

   - Helped other patients at the medical 

centre if they seem to have problems 

   - Shown other people with the same 

condition how to undertake self-care 

tasks 

   - Given advice to other people with 

the same condition 

   - Joined a support group to help 

others with the same condition 

   - Participated in research activities 

related to my condition 

   - Shared my experiences of my 

condition with friends and family 

   - Put a lot of effort into developing a 

support network of friends and 

family 

   - Put effort into my relationships with 

friends and family 

   - Asked others with similar 

experiences to me for advice 

   - Gone out of my way to seek support 

from other people with the same 

condition 

   - Shared my experience to help others 

with the same condition 

   - Joined a support group to get 

support 

   - Interacted with staff at the medical 

centre on a personal level 

   - Put a great deal of effort into my 

relationships with staff at the 

medical centre 
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   - Consciously thought “I am coming 

to terms with the new me” 

   - Tried to ‘move on’ from this stage 

of my life 

   - Often wondered why this happened 

to me 

   - Tried to make sense of what is 

happening to me 

   - Consciously thought ‘‘I am not 

going to let this beat me’’ 

   - Told myself I will get better 

   - Consciously thought “I will fight 

this condition” 

13 In this section, we would 

like to get your responses to 

a series of questions about 

how you view your 

interaction with your 

current [primary contact]. 

Please indicate how 

strongly you agree or 

disagree with each of the 

following statements.  

“My current [primary 

contact] …” 

7-point 

scale 

1 = 

Strongly 

disagree 

7 = 

Strongly 

agree 

- Makes an effort to understand my 

individual needs 

 - Is sensitive to my individual 

situation 

 - Makes an effort to find out what 

kind of treatment regime is most 

helpful to me. 

 - Seeks to identify my personal 

expectations 

 - Makes me feel at ease during 

consultations 

 - Tries to establish rapport with me 

 - Encourages two-way 

communication with me 

   - Shows genuine interest in engaging 

me  

   - Looks after my best interests 

   - Does not pressure me in any way 

   - Does not mislead me in any way 

   - Does not try to manipulate me 

   - Invites me to provide ideas or 

suggestions 

   - Encourages me to shape the service I 

receive 

   - Provides me with control over my 

experiences 

   - Allows me interact with him/her in 

my preferred way 

   - Shares useful information with me 

   - Helps me become more 

knowledgeable 

   - Provides me with the advice I need 

for successful treatment 

   - Offers expertise I can learn from 
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14 My current [primary 

contact]  and other health 

professionals who I see 

regarding my condition 

7-point 

scale 

1 = 

Strongly 

disagree 

7 = 

Strongly 

agree 

- Work together seamlessly in helping 

to me 

- Act as one unit when dealing with 

me 

- Provide messages to me that are 

consistent with each other 

- Ensure they have smooth procedures 

for interacting with me 

15 Please indicate how 

strongly you agree or 

disagree with each of the 

following statements about 

the people who are helping 

you with your condition. 

“The people who are 

helping me with my 

condition …” 

7-point 

scale 

1 = 

Strongly 

disagree 

7 = 

Strongly 

agree 

- Show me they love and accept me 

 - Comfort me when I am feeling bad 

 - Have empathy with my situation  

 - Make me feel valued and important 

 - Express concern about my condition 

 - Assure me I can rely on them  

 - Encourage me not to give up 

 - Offer me information about the 

latest research relevant to my 

condition 

   - Help me find therapy methods that 

might help me 

   - Give me suggestions for coping with 

my condition 

   - Are the ones I can always rely on 

   - Are there to help me when 

everything becomes too much for 

me to handle 

   - Are there when I need them 

   - Take care of many things for me 

   - Give me words of support 

   - Are the ones with whom I can share 

my thoughts and experiences 

   - Respond to me when I have 

problems 

   - Accommodate their activities, 

schedule and lifestyle to take 

account of my needs 

   - Share my health journey 

16 In this section, we would 

like to know how you feel 

about various aspects of 

your life. Please indicate 

how strongly you agree or 

disagree with each of the 

following statements. 

“In the last week …” 

7-point 

scale 

1 = 

Strongly 

disagree 

7 = 

Strongly 

agree 

- My physical symptoms (such as 

pain, tiredness and others) were not 

a problem. 

 - I felt physically well. 

 - I was physically able to do the 

things I wanted to do. 

 - I was depressed. 

 - I was nervous. 

 - I felt sad. 

 - When I thought of the future, I was 

not afraid. 

 - My relationships with the people I 

care about are comfortable. 

   - I feel supported. 

   - I can easily communicate with the 

people I care about. 
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   - My life is purposeful and 

meaningful. 

   - I feel I’m achieving my life’s goals. 

   - I have control over my life. 

   - I feel good about myself as a person. 

17 What is your gender? Choose 

one 

 Male 

 Female 

18 What is your age? (in 

years) 

Enter 

number 
 

19 What is your highest level 

of education? 

Choose 

one 

 Some secondary 

 Secondary to year 11 or 12 

 Technical college or equivalent 

 Some tertiary 

 Undergraduate degree 

 Postgraduate degree 

 Other (Please specify) 

20 What is your usual 

occupation? 

Choose 

one 

 Professional (e.g. lawyer) 

 Manager or administrator 

 Para-professional (e.g. naturopath) 

 Office/clerical 

 Tradesperson (skilled) 

 Tradesperson (semi-skilled) 

 Tradesperson (non-skilled) 

 Sales and service 

 Homemaker 

 Student 

 Seeking employment 

 Retired 

 Pensioner 

 Other (Please specify) 

21 What is your marital status? Choose 

one 

 Single 

 Married/de facto 

 Separated 

 Widowed 

 Divorce 

22 What is your postcode? Enter 

number 
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Appendix F. Descriptive statistics of measurement items 

Construct Item 

(1= ‘strongly disagree’, 7= strongly agree) 

Mean Standard 

Deviation 

Advocacy 

  

  

Said positive things about my medical team to 

others 

5.16 1.76 

Recommended my medical team to those who 

ask or seek my advice 

4.35 2.09 

Talked about the good things my medical 

team do 

5.00 1.81 

Physical 

appearance 

Put an effort into managing my physical 

appearance 

5.09 1.56 

Proactively managed my physical appearance 4.95 1.66 

Change 

  

  

Organised my day to day activities to fit 

around my health situation 

4.89 1.87 

Changed things in my life to help my 

situation 

5.11 1.60 

Made changes to my life (e.g. lifestyle, level 

of activities) to accommodate my condition 

5.22 1.65 

Co-learn 

  

  

Shared information about my condition with 

staff at the medical centre 

4.89 1.97 

Asked questions of the medical staff when 

discussing my condition 

5.49 1.67 

Provided accurate feedback to the medical 

staff about what happened following the 

previous treatment 

5.59 1.57 

Collate 

  

  

Done a considerable amount of research about 

my condition on my own 

4.49 2.03 

Sought the latest research solutions offered by 

other medical practitioners 

3.69 1.97 

Obtained information about my condition 

from all available sources 

4.60 1.97 

Comply 

  

  

  

Done what the staff at the medical centre told 

me to do 

6.00 1.09 

Cooperated with medical staff 6.29 0.98 

Complied with my treatment regime 5.81 1.31 

Attended my appointments 6.55 0.87 

Coproduce 

  

  

  

  

Been involved with decisions about my 

treatment with the staff at the medical centre 

5.36 1.60 

Made choices over medical decisions related 

to my treatment 

5.11 1.69 

Made suggestions about aspects of the 

treatment process 

4.15 1.85 
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Construct Item 

(1= ‘strongly disagree’, 7= strongly agree) 

Mean Standard 

Deviation 

Requested changes be made to my treatment 

plan 

3.34 1.96 

Diet and 

exercise 

  

Maintained a healthy diet 5.35 1.43 

Tried to eat foods that are good for me 5.74 1.22 

Kept fit 4.86 1.65 

Distract 

  

  

Kept busy so as to distract myself from 

thinking about my medical situation 

4.63 1.83 

Focused on my interests to stop thinking 

about my medical situation 

4.77 1.79 

Tried different ways to distract myself to 

avoid thinking about my medical situation 

4.15 2.01 

Emotion 

regulation 

  

  

Tried to protect others from negative 

information about my condition 

3.80 2.01 

Been careful about how much detail I give to 

others about my condition 

4.26 1.93 

Controlled my emotions for the benefit of 

others 

4.91 1.73 

Feedback 

  

  

Let medical staff know if I have a useful idea 

on how to improve their service 

3.40 1.98 

Commented about the medical service if it is 

good 

5.11 1.73 

Let the medical staff know if I experienced a 

problem 

5.32 1.77 

Help others 

  

  

  

  

  

Helped other people with the same condition 

if they seem to need my help 

3.29 1.99 

Helped other patients at the medical centre if 

they seem to have problems 

2.81 1.87 

Shown other people with the same condition 

how to undertake self-care tasks 

2.74 1.86 

Given advice to other people with the same 

condition 

3.25 2.03 

Joined a support group to help others with the 

same condition 

2.16 1.71 

Participated in research activities related to 

my condition 

3.08 2.10 

Interact with 

family and 

friends 

  

  

Shared my experiences of my condition with 

friends and family 

4.67 1.85 

Put a lot of effort into developing a support 

network of friends and family 

3.73 1.88 

Put effort into my relationships with friends 

and family 

5.18 1.52 
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Construct Item 

(1= ‘strongly disagree’, 7= strongly agree) 

Mean Standard 

Deviation 

Interact with 

others 

  

  

  

Asked others with similar experiences to me 

for advice 

3.31 1.97 

Gone out of my way to seek support from 

other people with the same condition 

2.69 1.88 

Shared my experience to help others with the 

same condition 

3.56 2.00 

Joined a support group to get support 2.12 1.67 

Interact with 

staff 

  

Interacted with staff at the medical centre on a 

personal level 

4.37 2.01 

Put a great deal of effort into my relationships 

with staff at the medical centre 

4.28 1.77 

Reframe 

  

Consciously thought “I am coming to terms 

with the new me” 

4.26 1.74 

Tried to ‘move on’ from this stage of my life 4.89 1.61 

Sense making 

  

Often wondered why this happened to me 3.45 2.13 

Tried to make sense of what is happening to 

me 

4.64 1.71 

Positive 

thinking 

  

  

Consciously thought ‘‘I am not going to let 

this beat me’’ 

4.93 1.78 

Told myself I will get better 4.55 1.79 

Consciously thought “I will fight this 

condition” 

5.02 1.71 

Health 

prevention 

focus 

  

  

I frequently think about the health problems I 

may have in the future. 

4.35 1.78 

When I implement a health behaviour, it's 

because I want to protect myself from getting 

sick. 

5.62 1.10 

I often worry about mistakes I could make 

concerning my health. 

3.46 1.61 

Health 

promotion 

focus 

  

  

  

I do not hesitate to embrace new experiences 

if I think they can improve my health. 

5.41 1.23 

I see myself as someone who does their 

utmost to improve their health. 

5.25 1.39 

Reaching a health goal motivates me to do 

more. 

5.18 1.27 

If I see a good opportunity to improve my 

health, I take advantage of it right away. 

5.37 1.19 

Concerted 

interaction 

  

  

Work together seamlessly in helping me 5.62 1.40 

Act as one unit when dealing with me 5.46 1.52 

Provide messages to me that are consistent 

with each other 

5.57 1.42 
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Construct Item 

(1= ‘strongly disagree’, 7= strongly agree) 

Mean Standard 

Deviation 

  Ensure they have smooth procedures for 

interacting with me 

5.61 1.41 

Developmental 

interaction 

  

  

  

Shares useful information with me 5.98 1.22 

Helps me become more knowledgeable 5.84 1.27 

Provides me with the advice I need for 

successful treatment 

6.07 1.19 

Offers expertise I can learn from 5.98 1.16 

Empowered 

interaction 

  

  

  

Invites me to provide ideas or suggestions 5.08 1.64 

Encourages me to shape the service I receive 5.48 1.39 

Provides me with control over my 

experiences 

5.73 1.33 

Allows me interact with him/her in my 

preferred way 

5.88 1.28 

Ethical 

interaction 

  

  

Looks after my best interests 6.14 1.11 

Does not pressure me in any way 5.97 1.30 

Does not mislead me in any way 6.19 1.12 

Does not try to manipulate me 6.08 1.23 

Individuated 

interaction 

  

  

  

Makes an effort to understand my individual 

needs 

5.90 1.24 

Sensitive to my individual situation 5.87 1.32 

Makes an effort to find out what kind of 

treatment regime is most helpful to me. 

5.95 1.21 

Seeks to identify my personal expectations 5.52 1.46 

Relational 

interaction 

  

  

Makes me feel at ease during consultations 6.14 1.23 

Tries to establish rapport with me 5.85 1.35 

Encourages two-way communication with me 5.95 1.28 

Shows genuine interest in engaging me 5.93 1.28 

Companionship 

  

  

  

  

Give me words of support 5.39 1.43 

Are the ones with whom I can share my 

thoughts and experiences 

5.19 1.58 

Respond to me when I have problems 5.50 1.41 

Accommodate their activities, schedule and 

lifestyle to take account of my needs 

4.43 1.84 

Share my health journey 4.98 1.63 

Emotional 

support 

  

  

  

  

  

Show me they accept me 5.45 1.49 

Comfort me when I am feeling bad 4.89 1.62 

Have empathy with my situation 5.42 1.44 

Make me feel valued and important 5.34 1.50 

Express concern about my condition 5.17 1.57 

Assure me I can rely on them 5.34 1.54 

Encourage me not to give up 5.27 1.53 
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Construct Item 

(1= ‘strongly disagree’, 7= strongly agree) 

Mean Standard 

Deviation 

Informational 

support 

  

  

  

Offer me information about the latest research 

relevant to my condition 

4.84 1.73 

Help me find therapy methods that might help 

me 

5.01 1.66 

Give me suggestions for coping with my 

condition 

5.28 1.53 

Are the ones I can always rely on 5.45 1.46 

Instrumental 

support 

  

  

Are there to help me when everything 

becomes too much for me to handle 

5.11 1.59 

Are there when I need them 5.53 1.40 

Take care of many things for me 4.73 1.68 

Physical well-

being 

  

  

My physical symptoms (such as pain, 

tiredness and others) were not a problem. 

4.26 2.09 

I felt physically well. 4.92 1.72 

I was physically able to do the things I 

wanted to do. 

5.00 1.83 

Psychological 

well-being 

  

  

I was depressed. 3.06 2.06 

I was nervous. 3.19 2.03 

I felt sad. 3.33 2.04 

When I thought of the future, I was not afraid. 4.94 1.85 

Social well-

being 

  

  

I can easily communicate with the people I 

care about. 

5.75 1.27 

My relationships with the people I care about 

are comfortable. 

5.79 1.35 

I feel supported. 5.48 1.47 

Existential 

well-being 

  

  

My life is purposeful and meaningful. 5.34 1.53 

I feel I’m achieving my life’s goals. 4.84 1.56 

I have control over my life. 5.19 1.52 

I feel good about myself as a person. 5.32 1.47 

Satisfaction 

with effort 

  

  

I feel I have put a lot of effort into my 

treatment. 

5.21 1.33 

I am satisfied with the effort I have put into 

my treatment. 

5.62 1.16 

I am happy with the effort I have put into my 

treatment. 

5.58 1.13 

Satisfaction 

with health 

condition 

  

I am satisfied with my health status. 4.62 1.61 

I am happy with my health condition. 4.16 1.76 

Considering everything, my health condition 

is as good as can be expected. 

5.39 1.34 

I am satisfied with the medical centre I have 

been attending. 

5.99 1.23 
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Construct Item 

(1= ‘strongly disagree’, 7= strongly agree) 

Mean Standard 

Deviation 

Satisfaction 

with 

organisation 

  

My choice to use the medical centre I have 

been attending was a wise one. 

5.89 1.21 

I am happy with the medical centre I have 

been attending. 

6.00 1.21 

Satisfaction 

with staff 

  

  

  

I am satisfied with my [health professional]. 6.02 1.22 

My [health professional] fulfils my 

expectations. 

5.87 1.32 

My [health professional] has not disappointed 

me. 

5.87 1.34 

My experiences with my [health professional] 

are excellent. 

5.98 1.24 
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Appendix G. Measurement properties of the first-order constructs (Paper 3) 

Construct Item Loading CR AVE 

Health 

prevention 

focus 

I frequently think about the health 

problems I may have in the future. 

0.85 0.83 0.71 

I often worry about mistakes I could 

make concerning my health. 

0.85 
  

Health 

promotion 

focus 

I do not hesitate to embrace new 

experiences if I think they can improve 

my health. 

0.82 0.90 0.70 

I see myself as someone who does their 

utmost to improve their health. 

0.80 
  

Reaching a health goal motivates me to 

do more. 

0.84 
  

If I see a good opportunity to improve 

my health, I take advantage of it right 

away. 

0.87 
  

Concerted 

interaction 

Work together seamlessly in helping me 0.92 0.97 0.88 

Act as one unit when dealing with me 0.94 
  

Provide messages to me that are 

consistent with each other 

0.95 
  

Ensure they have smooth procedures for 

interacting with me 

0.94 
  

Developmental 

interaction 

Shares useful information with me 0.91 0.94 0.80 

Helps me become more knowledgeable 0.90 
  

Provides me with the advice I need for 

successful treatment 

0.89 
  

Offers expertise I can learn from 0.89 
  

Empowered 

interaction 

Invites me to provide ideas or 

suggestions 

0.79 0.90 0.70 

Encourages me to shape the service I 

receive 

0.83 
  

Provides me with control over my 

experiences 

0.87 
  

Allows me interact with him/her in my 

preferred way 

0.86 
  

Ethical 

interaction 

Looks after my best interests 0.82 0.92 0.74 

Does not pressure me in any way 0.85 
  

Does not mislead me in any way 0.89 
  

Does not try to manipulate me 0.88 
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Construct Item Loading CR AVE 

Individuated 

interaction 

Makes an effort to understand my 

individual needs 

0.91 0.94 0.79 

Sensitive to my individual situation 0.90 
  

Makes an effort to find out what kind of 

treatment regime is most helpful to me. 

0.86 
  

Seeks to identify my personal 

expectations 

0.88 
  

Relational 

interaction 

Makes me feel at ease during 

consultations 

0.91 0.95 0.82 

Tries to establish rapport with me 0.91 
  

Encourages two-way communication 

with me 

0.89 
  

Shows genuine interest in engaging me 0.92 
  

Companionship Give me words of support 0.86 0.92 0.70 

Are the ones with whom I can share my 

thoughts and experiences 

0.85 
  

Respond to me when I have problems 0.86 
  

Accommodate their activities, schedule 

and lifestyle to take account of my 

needs 

0.76 
  

Share my health journey 0.85 
  

Emotional 

support 

Show me they accept me 0.85 0.95 0.74 

Comfort me when I am feeling bad 0.85 
  

Have empathy with my situation 0.88 
  

Make me feel valued and important 0.90 
  

Express concern about my condition 0.81 
  

Assure me I can rely on them 0.87 
  

Encourage me not to give up 0.85 
  

Informational 

support 

Offer me information about the latest 

research relevant to my condition 

0.87 0.91 0.76 

Help me find therapy methods that 

might help me 

0.88 
  

Give me suggestions for coping with 

my condition 

0.86 
  

Instrumental 

support 

Are the ones I can always rely on 0.90 0.92 0.73 

Are there to help me when everything 

becomes too much for me to handle 

0.84 
  

Are there when I need them 0.86 
  

Take care of many things for me 0.82 
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Construct Item Loading CR AVE 

Physical well-

being 

My physical symptoms (such as pain, 

tiredness and others) were not a 

problem. 

0.86 0.91 0.76 

I felt physically well. 0.86 
  

I was physically able to do the things I 

wanted to do. 

0.90 
  

Psychological 

well-being 

I was depressed. 0.89 0.89 0.68 

I was nervous. 0.80 
  

I felt sad. 0.88 
  

When I thought of the future, I was not 

afraid. 

0.71 
  

Social well-

being 

I can easily communicate with the 

people I care about. 

0.86 0.89 0.73 

My relationships with the people I care 

about are comfortable. 

0.88 
  

I feel supported. 0.82 
  

Existential 

well-being 

My life is purposeful and meaningful. 0.88 0.92 0.73 

I feel I’m achieving my life’s goals. 0.85   

I have control over my life. 0.85   

I feel good about myself as a person. 0.85   

 

CR: Composite Reliability; AVE: Average Variance Extracted 




