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ABSTRACT

This thesis adds to a stream of research suggesting that healthcare can be more
patient centered and efficient by redefining the role of the patient from a pas-
sive receiver to a more active and collaborative participant. This may relate to
healthcare provision (Anderson and Funnell, 2005; Berry and Bendapudi,
2007; Bitner and Brown, 2008; McColl-Kennedy et al., 2012; Nordgren,
2008) and innovation (Bate and Robert, 2006; Groene et al., 2009; Longtin et
al., 2010). Through research initiative containing four healthcare units and 68
patients, the present thesis combines healthcare research (e.g., Anderson and
Funnell, 2005; Nelson et al., 2002) with service research (e.g., Gronroos,
2006; Vargo and Lusch, 2008, 2004) to explore three aspects of patient in-
volvement and service innovation.

Firstly, the concept of patient involvement itself is investigated through an
extensive literature review of empirical research on patient involvement. A
model describing the antecedents, forms and consequences of patient in-
volvement is proposed. What value is, and how patients can co-create value is
discussed from the perspectives of healthcare research and service manage-
ment thought.

Secondly, the thesis proposes a diary-based methodology for involving pa-
tients in service innovation. My colleagues and I developed the methodology
in collaboration with the participating care providers and applied it in practice.
We used the experiences we gained from the project and the contributions
from the patients to examine the opportunities for user involvement in service
innovation. The participants contributed with ideas and insights stemming
from their experiences in their contact with healthcare and other resources.
We suggest the following three ways of learning from the collected data: As
ideas for improvements; through summary reports to illustrate other quantita-
tive data; and as narratives to promote change.

Thirdly, the thesis explores patients’ motivations to participate in service in-
novation, a hitherto unexplored field. Through an analysis of patients’ contri-
butions and interviews with participants we found that there are a number of
factors that motivate patients to participate and that participation is perceived
as a social- and meaning-laden event. Patients derive psychological well-being
and support from participation, but disease was sometimes a barrier to partici-
pation. This thesis elaborates on how the most motivated users can be in-
volved in service innovation, applying thinking from the lead-user methodol-
ogy to a healthcare setting.

Overall, the thesis explores patient involvement from new perspectives and,
by doing so, adds to our collective efforts to improve healthcare.
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SAMMANFATTNING

Denna avhandling syftar till en mer patientcentrerad och effektiv sjukvard.
Den bidrar till en stromning inom forskningen som menar att sjukvarden kan
forbittras genom en omdefiniering av patientrollen — fran en roll som passiv
mottagare till aktiv, samskapande aktor. Patienten kan ses som en resurs bade
1 utférande av varden (Anderson and Funnell, 2005; Berry and Bendapudi,
2007; Bitner and Brown, 2008; McColl-Kennedy et al., 2012; Nordgren,
2008) och inom utveckling och innovation (Bate and Robert, 2006; Groene et
al., 2009; Longtin et al., 2010). Avhandlingen kombinerar sjukvéardsforskning
(Anderson and Funnell, 2005; Nelson et al., 2002) med tjansteforskning
(Gronroos, 2006; Vargo and Lusch, 2008, 2004) i en forskningsansats som
innefattar fyra vardenheter och 68 patienter. Den utforskar tre aspekter av pa-
tientinvolvering och tjdnsteinnovation.

For det forsta undersdks konceptet patientinvolvering genom en omfattande
litteraturdversikt av den empiriska forskningen pi omradet. Oversikten leder
till en konceptuell modell for att beskriva patientinvolvering: vad dess forut-
sattningar ar, vilka former av patientinvolvering som finns och vad patientin-
volvering leder till. Avhandlingen diskuterar dven begreppet vdrde och hur
patienter kan samskapa vérde, utifran perspektiv inom vardforskning och
tjdnsteforskning.

For det andra foreslar avhandlingen en dagboksbaserad metod for att invol-
vera patienter i tjansteinnovation. Deltagande patienter skriver i denna metod
ner sina ner sina idéer och upplevelser varje dag under tva veckors tid. Mina
kollegor och jag utvecklade metoden i samarbete med personal fran de delta-
gande vardenheterna och applicerade den pa praktiken. Erfarenheterna fran
projektet och de deltagande patienternas bidrag anvéindes for att utforska maj-
ligheterna med patientinvolvering i utvecklingen av varden. Vi foreslar tre sitt
att lara sig fran det insamlade materialet: som direkta idéer till forbattringar;
summerat till rapporter for att ge kvalitativ forstdelse av andra kvantitativa
mitningar; och enskilda patienters berittelser kan anvéndas for att formedla
patientperspektivet i organisationen och mana till foréndring.

For det tredje undersoker avhandlingen patienters motivation att bidra till
tjdnsteinnovation, ett hittills outforskat omrdde. Genom en analys av patien-
ters bidrag och genom intervjuer med deltagare finner vi att patienter motive-
ras att delta av en rad olika anledningar, frén ett behov av upprittelse till en
gliddje av att utfora aktiviteten. Deltagandet uppfattas som en social och me-
ningsfull hindelse. Patienter upplever psykiskt vélbefinnande och stod genom
att delta, d&ven om sjukdom kan vara ett hinder i deltagandet. Avhandlingen
undersoker dven hur de allra mest motiverade patienterna kan identifieras och
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inkluderas i tjansteinnovation, detta inspirerat av lead user-metoden (von Hip-
pel, 1986).

Sammantaget utforskar avhandlingen patientinvolvering och tjdnsteinnovation
fran nya perspektiv och bidrar ddrmed till vra gemensamma anstringningar
for att forbéttra varden och patienters vilbefinnande.
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PREFACE

With this thesis, I wish to help develop better, patient-centered healthcare, in
which the patient’s abilities are acknowledged. While we face challenges in
today’s healthcare, with an aging population and increased medication costs,
we need to remember that modern healthcare is young. The year 2014 marks
the centennial anniversary of the beginning of World War I and a 30-year pe-
riod following that would shape our healthcare, all of which directly relates to
challenges our healthcare systems face today.

In 1914, modern medicine was just established. Louis Pasteur had made im-
portant contributions to our understanding of germs. The invention of anesthe-
sia and antiseptics revolutionized surgery. Researchers found vaccines for
cholera, rabies, typhoid fever, and bubonic plague. Thanks to these advances,
along with industrialization, Swedish life expectancy increased from 39 years
in 1814 to 58 years in 1914 (see gapminder.org). Sixteen million people died
in World War I, and another 20 million were wounded. This was more than a
decade prior to the invention of penicillin. In 1918, when the war ended, the
Spanish flu infected more than 500 million people around the world, killing
more than 50 million people from January 1918 to December 1919 (Bynum,
2006). Twenty years of relative peaceful, but economically troubled, times,
followed. Backlashes for democracy, German hyperinflation, and unemploy-
ment led to World War II. In this war, 50 million to 80 million people were
killed, and typhus would kill the same number of people. Blood transfusions
were commonplace, and penicillin production was industrialized (ibid). Life
expectancy rose. Today, life expectancy is more than 80 years in industrial-
ized countries. This is a tremendous success.

However, the baby-boomer generation, created in the wake of World War II,
produced many of the current challenges to healthcare. Once the war was
over, a large generation was born. The size and longevity of this aging baby-
boomer generation is causing strains on current healthcare. When people live
longer, they also have more diseases associated with old age, such as diabetes,
cancer, osteoporosis, and arthritis. Until now, we increased longevity for
young people. In the future, we must make elders live longer to continue this
positive longevity trend.

The current roles of patient and doctor were established during this turbulent
first half of the 20™ century. Doctors could cure patients in a way that they
could not before, and enjoyed prestige and trust. Surgeons performed an in-
creasing number of operations, and patients needed to have faith in their doc-
tors (Shorter, 1985). Doctors were affected by the military organization and
had gotten accustomed to thinking of patients in the aggregate (Bynum, 2006).
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After the war, comprehensive healthcare systems were created, which were
inspired by the production industry to construct large hospitals. These
healthcare systems hoped to achieve the same effects of scale as in the pro-
duction industry. In this production model, the doctor is the engineer, the
nurses are blue-collar workers, and the patient is the product. Today, this rigid
model seems ill-suited to handle many current challenges, which often relate
to chronic diseases and hinge on patient activity.

The tone in the current discourse on healthcare is rather pessimistic. There
seems to be no end to the difficulties, and the outlook is gloomy. The fact is
that we are better equipped today than ever before to meet challenges. Our
production systems are more efficient, our communication is faster, and our
understanding of human biology is much more advanced than just a decade
ago. Most of the benefits from these advances have not yet been harnessed. A
century ago, some of the best researchers discussed the different forms of
leeches and their applications in healthcare (Figure 1).

Figure 1 Asiatic leeches. (British Medical Journal, 1914)
Today, doctors use surgical robots, diabetic patients continuously monitor
their own blood sugar levels, and the Newton supercomputer will begin sup-
porting doctors in Africa. What a difference a century makes! What will be
discussed a century from now?

To live longer, cope with chronic diseases, and harness the potential of new
technology, we must understand how individuals can be involved in the
healthcare system. We need a foundation of knowledge in how healthcare ser-
vices develop and function that is rooted in the needs of individuals and socie-
ties. At the same time as we change, we must protect what we already have.
The Swedish healthcare system already has much to be proud of. According to
OECD healthcare data, we have some of the best outcomes in the world and
the lowest costs. Sweden spends 9.5 percent of its GDP on healthcare costs,
compared to 11 percent to 12 percent in Germany and France, and 17.7 per-
cent in the United States (www.stats.oecd.org). This is possible thanks to a
public healthcare system that, compared to other healthcare systems, efficient-
ly allocates resources; in other words, the proper care to the proper patients.

In this context of patient equity and evidence-based care, we should see more
patient involvement. This involvement is a way to engage patients to improve
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their health and the healthcare system. This requires a deep understanding of
both the possibilities and limitations of patient involvement in developing and
delivering healthcare. This thesis aims to contribute to that understanding.
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1 INTRODUCTION

In 2005, Christian’s life took a turn for the worse. He was a young man full of
energy for work, friends, and sports, when he had kidney failure. His doctors
informed him that he needed a new kidney and that he must receive dialysis
several days a week. When in treatment, he soon realized that he no longer
had the energy he once did. Not content with the situation, Christian began to
scan the Internet on how kidneys and dialysis worked, and even contacted a
professor in the US who was a dialysis specialist. He discovered that although
the dialysis he received was enough to maximize his longevity, he would
probably need dialysis more frequently than what his healthcare center of-
fered, in order to get back his energy levels.

He contacted one of his nurses to ask if she would teach him to perform the
dialysis by himself. She was positive to his suggestion, and they formulated a
training program to operate the machines and manage his condition. Within
weeks of hard work, Christian could perform the dialysis by himself. As a re-
sult, his kidney values improved, and he regained much of his lost energy. The
care center also quickly realized the benefits. Not only would this give pa-
tients better quality of life, but it could save money since less staff was needed.
Nine years later, the care center has a teaching process for self-dialysis, de-
veloped with patients who have free access to the dialysis room. Christian de-
cided to study nursing and is active at the care center, teaching other patients
about their illness and treatment. He shows them not only how to manage
their dialysis, but also the possibilities for a good life despite the disease.

Leading scholars propose a paradigmatic shift, signified by redefining the pa-
tient role from passive recipient to a more autonomous, active, collaborative
participant in healthcare delivery (Anderson and Funnell, 2005; Berry and
Bendapudi, 2007; Bitner and Brown, 2008; Nordgren, 2008) and development
(Bate and Robert, 2006; Groene et al., 2009; Longtin et al., 2010). The exam-
ple of Christian demonstrates that when healthcare is developed in collabora-
tion with patients, innovations of significance can be achieved. Patients’ val-
ue-creating potential can also be acknowledged, and care providers can be
more effective. A report from the British Department of Health (2001) pro-
motes the concept of expert patients, based on the notion that they often un-
derstand their disease and situation better than do their doctors and nurses.
Therefore, they can be involved in different aspects of their own care. This
thesis broadly defines patient involvement as the deliberate activation of the
patient in relation to many aspects of healthcare. These aspects can include
self-care, patient education, decision-making, and development. Patient in-
volvement is an important component to patient-centered medicine, which is
founded on the principle of autonomy (Sacristan, 2013; Stewart, 2003). Pa-



tient involvement is also central to concepts such as shared decision-making
(Makoul and Clayman, 2006; Wills and Holmes-Rovner, 2003), empowerment
(Brennan, 1999; Salmon and Hall, 2003), and self-management (Bodenheimer
et al., 2002a; Soto et al., 2007). The microsystem approach to healthcare,
which is an important paradigm for improving healthcare, is based on the
premise that value is created in contact with the patient, on a microsystem-
level (Nelson et al., 2002).

There are several reasons why patient involvement currently receives signifi-
cant attention. First, although providers strive for good care, healthcare sys-
tems are challenged with an aging population and unhealthy lifestyles that
drive steadily increasing rates of chronic diseases. The need to activate chron-
ic-disease patients is one important driver for increased interest in patient in-
volvement. New costly treatments and medications create further pressure for
innovative ways of meeting demand (EIU, 2011). One way this can be
achieved is by increasing patient participation, which can increase the overall
capacity of the healthcare system.

Second, developing information technologies opens up new ways in which
patients could take over tasks, such as Christian’s self-dialysis. The Internet is
one such technological advancement. With a seemingly endless amount of
medical information available online, patients inform and engage themselves
more than ever (Orizio et al., 2010).

Third, the change in the view of the patient follows a larger trend of market-
ization, in which patients are viewed, and often view themselves, as value-
creating actors, rather than patients in the traditional sense. This is a transfor-
mation with practical implications that can sometimes be problematic
(Nordgren 2008, 2009). While patients see themselves as more competent,
active and able, they also perceive themselves as patients, rather than custom-
ers. They only want to be involved when they are able to do so.

As the notion of patient involvement gains acceptance, a growing concern
emerges for practitioners about how to operationalize it into practice. Re-
search shows that cases such as Christian’s are unusual. In practice, patients
are scarcely a source of innovation, and their involvement often symbolic
(Groene et al., 2009).

In parallel to increased focus on patients in healthcare, the service-
management field developed toward an emphasis on customer actions. This
concerns both direct value creation (Gronroos, 2000; Normann and Ramirez,
1993; Vargo and Lusch, 2004) and how users can be engaged in service inno-
vation (Edvardsson et al., 2000; Witell et al., 2011). The service perspective
can help improve our understanding of healthcare (Berry and Bendapudi,
2007; Bitner and Brown, 2008; Hardyman et al., 2014; Snyder, 2014). A new
field, called transformative service research (TSR), has emerged (Anderson et
al., 2013; Ostrom et al., 2010; Rosenbaum et al., 2011). TSR centers on creat-
ing improvements in well-being (Anderson et al., 2013). It encourages service



researchers to understand the role of services and how individuals themselves
can improve their well-being (Rosenbaum et al., 2011).

This thesis belongs to the TSR paradigm, and uses service theory to investi-
gate three aspects of patient involvement: How patient involvement and value
creation can be understood from a service perspective; how patients can be
involved in service innovation; and what motivates patients to participate and
how participation influences them. I will elaborate on these aspects in the fol-
lowing.

Patient involvement and value co-creation in healthcare

While the term patient involvement is commonly used, its meaning and bene-
fits are unclear to both the public and the medical profession. A report on pa-
tient involvement (European Commission, 2012) found that “for both practi-
tioners and patients [patient involvement is] often simply equated with medi-
cal compliance and following doctors’ orders.” Patient involvement is com-
plex, and the example of the dialysis center contains some of the challenges
for care providers: How can patients be involved, what is required of patients,
care providers and organizational systems, and what are the effects of patient
involvement?

When healthcare providers start to see patients as active partners in the care
process, they will adopt a view on value creation that is different from the tra-
ditional, paternalistic view. According to service-management thought, the
role of the firm is to engage customers in value creation (Normann and Rami-
rez, 1993). The term value co-creation is part of a larger theoretical frame-
work based on the understanding that value emerges in context when re-
sources are integrated. Changing the view of the patient from passive to active
is a shift from goods-dominant logic toward service-dominant logic (Vargo
and Lusch, 2004; 2008). In goods-dominant logic, the producer creates value,
and consumers use it. In service-dominant logic, the customer and the organi-
zation co-create value in use.

However, healthcare has several unique features. An important difference be-
tween healthcare research and service research is how value is conceptualized.
While the perception of value in healthcare is multidimensional, containing
subjective and objective dimensions (Nelson et al., 1996), value in the service
perspective is conceptualized as experiential and idiosyncratic (Vargo and
Lusch, 2008). There is information asymmetry between physician and patient
(a relationship that builds on trust), in which decisions are made in collabora-
tion (Arrow, 1963). In relation to service theory, the consequences of these
salient differences have not been sufficiently discussed. I will argue that the
service perspective provides a framework for understanding value creation in
healthcare, but idiosyncrasies need to be acknowledged.

According to the service perspective, the patient is the primary resource inte-
grator, who draws from healthcare providers’ competencies and skills, but



also those of other actors, family and friends. Patients also draw resources in
contexts not accessible to healthcare (McColl-Kennedy et al., 2012). Patient
involvement in service innovation offers opportunities to better understand
these contexts and interactions, and for innovations rooted in individuals’
needs.

Patient involvement in service innovation

Based on a service perspective, Michel et al. (2008) suggest that innovation is
increasingly created not by the firm-customer dyad, but rather through multi-
ple sources that form innovative value constellations. Organizations must un-
derstand customers’ multi-faceted roles, to improve value-co creation.

In other domains, user involvement is a strategy to better understand custom-
ers and develop new, innovative products and services that are attentive to
user needs. Gustafsson and Johnson (2003) argue that service innovation is
carried out from either an inside-out or outside-in perspective. The former
stresses the organization’s service efficacy, while the latter focuses on the or-
ganization’s ability to identify with, and provide, value-adding activities for
the customer. Organizations can significantly benefit from users’ creative ca-
pabilities by involving them (Hippel, 2005). Thanks to users’ previous service
experiences, coupled with a naivety about possibilities (Wiley, 1998), they
can provide new insights and more creative ideas than expert developers
(Kristensson et al., 2004).

The development of Volvo’s SUV model XC90 is a successful industrial ex-
ample of user involvement in innovation. A group of professionally successful
women was invited to give ideas on the car’s features (Dahlsten, 2004). The
XC90 won North American Truck of the Year in 2003, thanks to its ability to
combine traditional SUV qualities with the aesthetics and practical needs of
luxury-brand consumers (Volvo, 2003). There is an emerging field of research
that suggests that greater user involvement in innovation is also possible for
healthcare and emerging good examples (Bate and Robert, 2006). However,
overall, there is a lack of established methods and knowledge for care provid-
ers to involve patients and know which patients to involve at what time (Grol,
2001). Given that these users often are vulnerable, it is necessary to under-
stand the effects not only on the service, but also on participating patients.

Patient involvement in service innovation from a patient’s point of view

While there is reason to believe that patient involvement in innovation can
lead to better services in healthcare, little is known about how individual pa-
tients are affected, and what drives them to participate. Studies in industrial
settings show that a number of reasons drive users to participate in service
innovation: Peer approval, gaining information, or intrinsic motivation
(Brockhoff, 2003). The lead-user methodology for innovation builds on the
observation that a subset of users are more motivated and prone to address
their needs by coming up with their own solutions (von Hippel, 1986).



Previous research on user involvement in healthcare settings has primarily
concerned attitudes. Involving patients in healthcare evaluation has patient
support, preferably via ongoing initiatives rather than passive methods such as
surveys (Gagliardi et al., 2008; Kielmann et al., 2011). However, the precon-
ception among patients and staff is that patients are relatively passive when it
comes to involvement initiatives (Forbat et al., 2009).

Understanding these users motivation and experience from participation is
important. Patients are sick, often reluctant, and must relinquish their privacy
(Berry and Bendapudi, 2007).

In the above, I presented three aspects of patient involvement in healthcare,
containing challenges and opportunities that lead to the purpose and research
questions of the thesis.

1.1 Purpose and research questions

This thesis’ purpose is to explore patient involvement in healthcare delivery
and service innovation. The thesis considers three aspects of patient involve-
ment: How patient involvement and value co-creation can be understood in
healthcare; how patients can be involved in service innovation; and participa-
tion in service innovation from a patient’s point of view. The specific ques-
tions that guide the research are:

Concerning patient involvement and value co-creation in healthcare:

1. What are the current forms, antecedents, and consequences of patient
involvement?

2. How can value and patient value creation in healthcare be understood?
Concerning patient involvement in service innovation:
3. How can patients be involved in service innovation?

4. What may care providers learn from involving patients in service inno-
vation?

Concerning patient involvement in service innovation from a patient’s point of
view:

5. What motivates patients to participate in service innovation?

6. How does patient participation in service innovation influence patients’
well-being?

To answer the research questions, the thesis uses a mixed-method strategy
together with a careful examination of the literature. It contains an extensive
review of patient involvement. The concept of value co-creation is discussed
in relation to healthcare. It also contains a methodology for involving patients
in service innovation through diaries, as one example on how patients may be
involved. My colleagues and I developed the methodology with four
healthcare units in an action-research approach. The methodology draws on



the use of diaries in research methodologies (Alaszewski, 2006; Burgess,
1984; Hammersley and Atkinson, 1995). The diary was also effective in cap-
turing innovative ideas for service development (Kristensson et al., 2004;
Magnusson et al., 2003). Contributions in the diaries and interviews explored
potential patient involvement in service innovation, from a care provider and a
patient perspective.

1.2 Some definitions

In the thesis, I draw on theory from primarily healthcare and service research.
These traditions may refer to the same, or similar, phenomena using different
terminology. I will try to clarify my usage of some key concepts.

Healthcare. In this thesis, I see healthcare as a service. I do not discriminate
between, healthcare or healthcare services. Healthcare fits well into Vargo and
Lusch's (2004) definition of service as: “the application of specialized compe-
tences (knowledge and skills) through deeds, processes, and performances for
the benefit of another entity or the entity itself.” However, healthcare has sev-
eral idiosyncrasies compared to other services, such as patients’ vulnerable
position, which must be considered (Berry and Bendapudi, 2007).

Patient. In service research, the intended beneficiary of a service is most often
referred to as the customer or consumer. In some cases, the term user is given.
In healthcare, the intended beneficiary is typically referred to as the patient. I
use the same words as the original authors in the theoretical framework. In my
own usage, I typically use the word patient to avoid unwanted connotations.
In all cases, I refer to the intended beneficiary.

Service innovation in healthcare. The dictionary definition of innovation is
the process of innovating: “to make changes in something established, espe-
cially by introducing new methods, ideas, or products,” from Latin innovare:
to change (Oxford Dictionary, 2013). The research literature contains multiple
views on innovation in general, and in relation to service and healthcare. I will
present some of these in the theoretical chapter. The thesis primarily discusses
innovation of disease prevention and provision of healthcare in line with Djel-
lal and Gallouj (2007). This excludes innovation in areas such as medications
and medical technology. In the literature, service innovation and service de-
velopment is often used interchangeably. When used in this thesis service de-
velopment refers to planned service innovation processes.

Value. There are different views on the definition of value in relation to
healthcare. A common conceptualization of value on an individual patient
level is the clinical value compass (Nelson et al., 2002). This describes value
in healthcare as a multi-dimensional construct that contains health status,
functional status (including well-being and risk), satisfaction, and cost. In ser-
vice research, value is defined implicitly as value-in-use, which the benefi-
ciary defines and determines (Gronroos and Voima, 2013; Vargo and Lusch,



2004). The theoretical framework presents different views on value, which are
then elaborated in the Discussion section.

Value co-creation. A central concept is value co-creation. McColl-Kennedy et
al., (2012) define it as “benefit realized from integration of resources through
activities and interactions with collaborators in the customer’s service net-
work.” In the healthcare literature, the term co-production is sometimes used
with similar meaning. In the service literature, co-production means involve-
ment in the creation of the offering itself (Lusch and Vargo, 2006). I avoid the
term co-production not to cause confusion.

Patient involvement. Value co-creation is used in service research, and high-
lights the customers’ role in value creation. A related term in healthcare re-
search is patient involvement, which I define as the deliberate activation of the
patient in relation to multiple aspects of healthcare. The term is discusses in
Discussion.

1.3 Organization of the thesis

This thesis is a compilation thesis that is built on a compilation summary
(chapters 1 to 6) and six appended articles. The compilation summary serves
several purposes. Most importantly, it binds together the articles. The articles
build and extend on each other, and the discussion is based on findings across
articles. Furthermore, the compilation summary provides more depth. It con-
tains a reflection of the research methodology and the theoretical chapter is
more extensive. I also use the added space to show somewhat more text from
the patient diaries (in the summaries of Articles 2 and 3) to provide an under-
standing of the empirical material. Finally, the concept of patient involvement
and the findings in the review are related to theory in the Discussion, which is
not the case in the review, Article 1.

The thesis is organized as follows:

* Chapter 1: Introduction, topic of study, and research purpose and
questions

* Chapter 2: Theoretical framework, literature review to provide a
background of the thesis and the analytical framework

* Chapter 3: Research method to describe and reflect on the research
design, methodologies, and methods

* Chapter 4: Summary of appended articles, findings and contribu-
tions of the individual studies

* Chapter 5, Discussion of the research with research questions as
starting points

* Chapter 6, Conclusions, contributions and further research






2 THEORETICAL FRAMEWORK

This chapter reviews relevant literature pertaining to the thesis aim. It has five
sections. The first two sections presents views on value and value creation
from a healthcare and service perspective. The third section presents different
perspectives on service innovation and methods for involving users in service
innovation. The fourth section concerns service innovation and patient in-
volvement in healthcare specifically. Finally, the fitfth and final section con-
cerns motivation theory, which is used to analyze patients’ possible motiva-
tions for participation.

2.1 Value in healthcare and the patient role in value
creation

2.1.1 Value in healthcare

There is no ubiquitous definition of value in healthcare. The term value may
itself be foreign to healthcare organizations, which typically use a different
terminology to describe benefits of healthcare, such as health outcomes and
efficiency. Value, however, is often described as quality in relation to costs,
and sometimes volume (Nelson et al., 1996). Focus in the debate is often
costs; Lee (2010, p. 2481) notes: “Value is a word that has long aroused skep-
ticism among physicians, who suspect it of being code for cost reduction.”
The high healthcare costs in the US has led to a discussion on high value
healthcare (see Curfman et al., 2013). One of the contributors to this debate is
Michael Porter, who define value in health care in line with micro-economic
thought (and in line with the idea of efficiency, later described): “health out-
come per dollar spent” (Porter, 2010, p. 2477). Porter suggests that value
should be measured for patient groups with similar needs. A challenge with
this approach is that neither health outcomes nor costs are easily defined or
measured. Blumenthal and Stremikis (2013) note that outcomes are subtle and
multidimensional, involving not only physiological and functional results, but
also patients’ perceptions and valuations of their care and health status. A
fundamental question is why value needs to be defined as something other
than supply and demand on a market (Blumenthal and Sremikis, 2013):

We need to define the value of healthcare, however, for a simple but pro-
found reason explained in 1963 by Nobel-prize-winning economist Ken-
neth Arrow. Arrow showed that healthcare markets don’t work as others
do, because consumers lack the information to make good purchasing de-
cisions. Healthcare is simply too complex for most people to understand.
And healthcare decisions can be enormously consequential, with irre-



versible effects that make them qualitatively different from bad purchases
in other markets.

On an individual patient level, the question is what we wish to obtain from
healthcare. Studies show that patients want many things — both in terms of end
results, where restored health is central, and in the process of how results are
achieved, with effective treatment and other elements such as emotional sup-
port and easy access (Coulter, 2005; Detsky, 2011). The clinical value com-
pass (Figure 2) is a tool to illustrate the multidimensionality of value to help
assess value in terms of outcomes (Nelson et al., 2007). The clinical value
compass has four cardinal directions or dimensions. First: Clinical outcomes,
measured as mortality, morbidity and complications. Second: Functional
health status , risk status and well-being. Third: Satisfaction and perceived
health benefits from care. Fourth: Costs, measured as the direct costs of care
and other costs. It can be used at multiple levels in healthcare adapted for in-
dividual diseases (ibid). Applied on an individual patient, outcomes and costs
that refer to benefits and costs for the patient.

North

* Functional health status
* Risk Status

*  Well-being

West
* Clinical outcomes

East
* Satisfaction
* Perceived health benefits

South
* Direct costs
* Indirect social costs

Figure 2. The clinical value compass. Adapted from Nelson et al. (1996)

Because of the challenges of measuring outcomes and costs over time, an al-
ternate approach is to focus on the process. The Institute of Medicine (IoM)
defines quality in healthcare (medicine) as the extent to which healthcare in-
crease the likelihood of desired health outcomes consistent with current pro-
fessional knowledge for individuals and citizens (Sorian, 2006). The patients’
role in creating these outcomes is increasingly acknowledged in healthcare
research. In the following, I present different views on value-creation in
healthcare, starting with a brief look back.
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2.1.2 The shifting view of value creation in healthcare

Historically, the view on how value, or health benefits, is created has shifted.
Early medicine, from the ancient Greeks until the establishment of modern
medicine, was humble and passive, based on the “healing power of nature”
(Bynum, 2006). Although elements of interventions through medication and
surgery were present, the place of the doctor was at the bedside of the patient,
tending to the patient’s own healing from a holistic perspective (Shorter,
1985). Nature itself healed the patient, with the doctor as a facilitator. Patients
would frequently produce their own remedies. As professional healthcare was
accessible only to the rich and influential, and doctors relied on patients’ ac-
counts of their own feelings and symptoms to make their diagnoses, historians
describe patients as dominating these encounters (ibid).

A number of discoveries were made at the end of the 19™ century that in-
creased the status of the doctor. Germs were discovered, plasters invented,
epidemiology was founded as a field, and the first versions of hospitals were
established (Bynum, 2006). As physicians could cure an increasing number of
diseases, and surgeons performed more advanced operations, their status im-
proved. Specialization in healthcare also meant that a paternalistic doctor who
focused on different diseases and procedures replaced the bedside doctor. The
paternalistic doctor “is more interested in the disease than in the patient”
(Shorter, 1985). By the middle of the 20™ century, the patient had full faith in
the doctor, who was the primary actor and value creator in providing
healthcare.

Toward the end of the 20th century, the authority of healthcare would weaken
(Shorter, 1985). Patients’ sensitivity to symptoms and the tendency to seek
help from healthcare increased. At the same time, patients felt alienated from
a medical profession that focused on the disease rather than them (ibid). Pa-
tients diagnosed, and sought to cure, diseases outside healthcare, just as pa-
tients had done prior to modern medicine (ibid). Today, despite unproven effi-
cacy, complementary medicine is a global business worth billions of dollars
and one of the fastest growing fields in healthcare (Sherpman, 2008).

Recently, attempts have tried to break patients’ feelings of alienation.
Healthcare increasingly sees patients as active participants and the importance
of holistically viewing the patient.

2.1.3 Patient involvement

Multiple concepts in contemporary healthcare management build on actively
involving patients: Patient-centered care, patient empowerment, shared deci-
sion-making and self-management. These concepts have different origins, but
are related and overlap.
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Patient-centered care

Patient-centered care is a move away from disease-oriented care by incorpo-
rating the patient’s experience of illness, the psychosocial context, and shared
decision-making (Epstein, 2000). Stewart (2001) suggests that patient-
centered care should be defined by the patients’ wishes. An empirical exami-
nation of patients’ wishes resulted in five features of patient-centered care
(Little et al., 2001): Explores the patient’s main reason for the medical visit,
concerns, and need for information; holistically understands the patient, in-
cluding emotional needs and life issues; finds common ground about the med-
ical problem and how to manage it; enhances prevention and health promo-
tion; enhances the relationship between patient and doctor.

An important expected outcome of patient-centered care is increased adher-
ence to treatment (Robinson et al., 2008). To this end, patients’ participation
in the decision-making process is central.

Shared decision-making

Shared decision-making is an important component in patient-centered care,
which is extensively treated in the literature. Terms such as informed consent,
informed decision-making, shared decision-making, and patient choice de-
scribe situations in which the patient is involved in the decision-making pro-
cess (Dolan, 2008; Moumjid et al., 2007). Patients’ preferences and values are
most important in cases where the course of action is uncertain. However, pa-
tients can be an important resource in all decisions (Dolan, 2008). The extent
to which the provider takes part in the decision-making process makes
healthcare unique. It is a collaborative process, built on trust between patient
and provider (Arrow, 1963).

Patient empowerment

Patient empowerment is described as a state of mind in which individuals or
groups gain control over certain aspects of their lives by initiating an active,
participatory role (Bodenheimer et al., 2002; Bulsara et al., 2004). It is also a
shift in healthcare professionals’ attitude from feeling responsible for the pa-
tient to feeling responsible to the patient. This entails collaborating with pa-
tients and providing them with expertise, information, and support (Anderson
and Funnell, 2005). For example, chronic disease patients must take action
and be responsible for their own care. A large part of disease management
extends beyond the healthcare sector into individuals’ daily lives (McWilliam,
2009; Badcott, 2005).

Self-management

Self-management typically refers to patients’ management of their treatments,
such as controlling asthma or sugar levels (in the case of diabetes) (Barlow et
al., 2002). Self-management is enhanced by productive interactions in partner-
ships between a practice team and informed and active patients (Bodenheimer
et al., 2002). Partnerships are relationships between patients and healthcare
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providers that develop over time to support patients to become actively in-
volved in their care (Hook, 2006). Self-care is a related term. Chambers et al.
(2006) note: “Self-care is about people’s attitudes and lifestyle, as well as
what they can do to take care of themselves when they have a health prob-
lem.”

The self-management literature highlights the need to view the healthcare as a
system. Together with increasing focus on the patient as an actor, it is part of a
second shift in healthcare away from the patient-physician dyad toward a sys-
tem view on healthcare.

2.1.4 A systems perspective on healthcare

A 1999 IoM report, To Err is Human: Building a Safer Health System con-
cluded that mortality and morbidity numbers were unnecessarily high due to
preventable mistakes. This report was followed by another report from the
IoM (Baker, 2001) that calls for improvements in six dimensions of healthcare
performance (Berwick, 2002):

* Safety — avoiding injuries to patients from the care.

* Effectiveness - providing services based on scientific knowledge to all
who could benefit, and refraining from providing services to those not
likely to benefit.

* Patient-centeredness - providing care that is respectful of and respon-
sive to individual patient preferences, needs, and values, and ensuring
that patient values guide all clinical decisions.

* Timeliness - reducing waits and harmful delays for both those who re-
ceive and those who give care.

e Efficiency - avoiding waste, including waste of equipment, supplies,
ideas.

* Equity - providing care that does not vary in quality because of person-
al characteristics such as gender, ethnicity, geographic location, and so-
cioeconomic status.

The ensuing work resulted in the microsystems approach to healthcare, which
today is an important paradigm for improvement at an operational level (An-
dersson, 2013). The fundamental idea is that healthcare systems are composed
of many micro-, meso-, and macrosystems.

Healthcare has contact with the patient in the microsystem (Nelson et al.,
2007). These form mesosystems, which consist of administrations or clinical
departments. The macrosystem is the organization-wide apex with strategic
responsibilities. Nelson et al. (2007, p. 3) state: “The quality and value of care
produced by a large health system can be no better than the services generated
by the small systems of which it is composed.” The microsystems approach is
built on a resources-based view, in which staff, healthcare teams, equipment,
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support staff, and the environment in which care providers and patients meet
all constitute resources (Nelson et al., 2007). A multitude of management
practices are used within the framework, including human resources, process
management and lean production. Traditionally, only physicians and their be-
haviors were mentioned in terms of improving healthcare. Other medical and
care providing/nursing staff and organizational processes were rarely men-
tioned at all (Laffel and Blumenthal, 1989).

The patient in the microsystems approach

Patient-centered care is central in the microsystems approach and understands
patients and their process through the healthcare system (Nelson et al., 2007).
This may include several micro- and mesosystems. The role of the patient is
that of a traveler who moves through different microsystems and mesosys-
tems. Healthcare providers should understand their patients and which mi-
crosystems support these patients. Patients are also involved in self-
management activities (Nelson et al., 2007).

2.1.5Value creation and evidence

An important concept in current healthcare practice is evidence-based medi-
cine (EBM) (Sackett et al., 1996). This creates value by applying the best evi-
dence. EBM relates to effectiveness, which is one of the goals in the mi-
crosystems approach. It is often viewed more widely as a new paradigm built
on use of clinical evidence (Montori and Guyatt, 2008). While the microsys-
tems approach greatly relies on internal process data for improvement, the
EBM approach emphasizes scientific studies as a basis for knowledge, and the
approach is concerned with the dissemination of evidence. Sackett et al.
(1996, p. 71) suggest: “Evidence based medicine is the conscientious, explicit,
and judicious use of current best evidence in making decisions about the care
of individual patients.” This is the first and fundamental principle of EBM.

The patient in EBM

A second principle in EBM, added in 2000, is that patient preferences should
be integrated in every clinical decision (Montori and Guyatt, 2008). The EBM
literature stresses skills such as understanding biology, demonstrating empa-
thy, new skills of formulating questions, information searching and appraising
(Montori and Guyatt, 2008). Although EBM highlight the importance of pa-
tient preferences, it has been criticized for not sufficiently taking them into
account in practice (Spring, 2008).

2.1.6 Summary of the healthcare perspective on value and the
patient’s role in value creation

Healthcare is moving from a paternalistic view on value creation toward one
where the patient plays a more important role in decisions and delivery of
care. Researchers see healthcare from a systems perspective, containing mac-
ro-, meso- and micro-levels. The microsystems produce value by interactions
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with patients. Self-management in patients’ home is also increasingly im-
portant, with the increase in chronic patients. It requires patients to be active
in their own care. Challenges for practitioners lie in understanding how indi-
vidual patients pass through multiple microsystems and mesosystems and self-
management activities can be supported.

Current concepts in healthcare suggest that patients and physicians work to-
gether in shared decision-making. Estimations of value are important in these
decisions, which often have long-term effects. Value is a multi-dimensional
construct that contains subjective and objective dimensions of health, and
costs.

The next section also concerns value and how it is created, but from a service
perspective. The healthcare and service perspectives have several similarities,
such as an increased focus on the patient, or customer, and systems thinking,
but also differences, such as in how value is defined.

2.2 The service perspective on value and value creation

While service research primarily concerns non-healthcare settings, it faces
many of the same challenges that healthcare is facing in terms of defining val-
ue and understanding the customers’ role in creating value.

I will describe the service perspective on value and value creation, and high-
light some existing work on healthcare from a service perspective. This also
introduces the last section in the theoretical framework, which discusses ser-
vice innovation and user involvement and is based on the service perspective.
The next section will make a distinction between value-in-use and value-in-
exchange, which is central to this article’s discourse.

2.2.1 From value-in-exchange to value-in-use

Aristotle drew a distinction between value-in-use and value-in-exchange: “Of
everything which we possess, there are two uses. For example, a shoe is used
for wear and it is used for exchange.” (Aristotle, reprint 2004). Through histo-
ry, the analytical focus has shifted between the two uses.

Value-in-use refers to user benefits of a product or service when using it
(Ekelund and Hébert, 2013). This concept has received less attention than val-
ue-in-exchange in economics, but was discussed by classical economists. Ad-
am Smith refers to real value, meaning that the value of an item was created
through labor (ibid). Skills were put in the product, which would emerge dur-
ing use. Marx suggests that all value-in-exchange is derived from its value-in-
use, and that use values constitute all substance of wealth (ibid).

Although value-in-use is important to customers, its experiential and individu-
al nature makes it hard to quantify. Value-in-exchange has dominated theoret-
ical development from Smith and onwards, and is the basis for micro-
economic models. Supply-and-demand models, developed by economists in
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the 19" century (notably by Jevons and Ravnas), simultaneously account for
value relating to production costs, scarcity, and the utility to the customer. In
an open market, value-in-exchange, expressed as price, is determined by these
factors (Ekelund and Hébert, 2013).

The models for value-in-exchange have influenced the thinking in other do-
mains and have resulted in an emphasis on the company itself and the product
to be exchanged, rather than its usage by individual customers (Lusch and
Vargo, 2014). According to Srivastava et al. (1998), the traditional goal in
marketing is to create value for the customer to and win the product market-
place. The marketing-mix approach (McCarthy, 1960) is the core of this mar-
keting thought. In this view, the customer is the object of marketing’s actions.
Marketing services give physical clues to the offering, to productify them.
Services are developed, packaged, and priced in the same manor as products
(Edvardsson et al., 2006). The value-in-exchange perspective also influences
healthcare. Supply and demand models also analyze patients’ behavior in rela-
tion to healthcare, but also by management used in healthcare. The influence
of the value-in-exchange perspective can also be traced to healthcare lan-
guage, in which healthcare is demanded and delivered, and management mod-
els from production industry are applied.

When the importance of services in the economy increased, some scholars
began specifically studying the marketing of services. Initially, services were
seen as a subset of products. This perspective was limiting, so service market-
ing as a field of its own was born in the 1980s (Brown et al., 1994). Important
contributions concerned service quality. Gronroos (1982) suggests that service
quality can be understood based on outcomes and how those outcomes are
achieved. Service quality includes two parts: Technical quality, which is the
outcome; and functional quality, which is how the technical quality is trans-
ferred to the customer. The interactions between customers and firms are
highlighted in the conceptualization of quality based on the fact that services
are simultaneously produced and consumed (Parasuraman et al., 1985).

By the middle of the 1990s, some felt that the exchange-based paradigm in
marketing was not only unable to explain services, but a new world where
physical products, IT systems, and services were deeply intertwined. A new
perspective in service research emerged that did not separate services and
products, but instead used service as a perspective based on value-in-use
(Edvardsson et al., 2006).
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2.2.2 Service as a perspective on value creation

Normann and Ramirez (1993) argue that the primary challenge for companies
is engaging customers’ activities and illustrated their case with how IKEA
engages its customers to create value.

Companies should study value constellations rather than value chains:

Increasingly companies do no longer add value, they reinvent it. Their focus
of strategic analysis is not the company or even the industry, but the value
creating system itself, within which different economic actors — suppliers,
business partners, allies, customers — work together to coproduce value. Their
key strategic task is the reconfiguration of roles and constellations of roles
and relationships among this constellation of actors in order to mobilize the
creation of value in new forms and by new players. (Normann and Ramirez,
1993, p. 65)

The need to engage customers and the social aspect of marketing is highlight-
ed in relationship marketing (Gronroos, 2000; Gummesson, 1996). This re-
search draws from marketing and quality management to study the relation-
ships between firms and customers. Quality management subjectively defines
quality as emerging during use, based on Juran’s definition of “fitness for use”
(Juran, 1992). While it is more difficult in the short term to observe and meas-
ure value-in-use than value-in-exchange, value-in-use is the more important
concept for suppliers (Gronroos, 2008). Firms that understand how value is
created for customers will be more able to compete than companies who focus
on the short-term exchange. Vargo and Lusch (2004, 2008) describe this as a
change in logic from a transaction-based, goods-dominant logic to a value-in-
use, service-dominant logic (SDL).

2.2.3 Service as a logic

A dominant logic refers to mental maps developed by experience in a business
(Prahalad and Bettis, 1986). Vargo and Lusch (2004) use the term goods-
dominant logic to describe the traditional perspective, in which the producer
creates value, and consumers use it. Vargo and Lusch use the term service-
dominant logic to describe the service perspective in which value-in-use is co-
created by the customer and the firm. The terms operand resources and oper-
ant resources articulate these different perspectives. An operand resource is
that upon which an operation or act is performed to produce a primarily phys-
ical effect (Vargo and Lusch, 2004). In goods-dominant logic, the customer is
the operand resource to be acted upon. In service-dominant logic, customers
are operant resources that can act and create value.

Service-dominant logic is based upon 10 foundational premises (FP1-10; Var-
go and Lusch, 2008) (See Table 1). Four of these are core foundational, or
axiomal, premises, which I will describe in the following. The remaining six
are derived from the other four. The first core foundational premise is FP1:
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“Service is always the foundational basis of exchange.” When we buy things
and services, we buy them for the service or the service they render, not be-
cause of the item per se. The second core foundational premise is FP6: “The
customer is always a co-creator of value.” Therefore, value is interactional.
Importantly, this means that the firm cannot deliver value, but only offer value
propositions — invite the customer. The third core foundational premise is
FP9: “All economic and social actors are resource integrators.” Actors have
their own network, and value is created in groups of networks. The last foun-
dational premise (FP10) states that “Value is always uniquely and phenome-
nological determined by the beneficiary.” While the word phenomenological
is used, the authors sometimes also use the term experiential. The authors ar-
gue that when many people encounter the term experience, it often invokes
connotations of something like a “Disneyworld event” (Vargo and Lusch,
2008, p. 9).

Table 1 The 10 foundational premises of SDL (Vargo and Lusch 2008)

Foundational premises of Service-Dominant Logic

FP1. Service is the fundamental basis of exchange
FP2. Indirect exchange masks the fundamental basis of exchange
FP3. Goods are a distribution mechanism for service provision

FP4. Operant resources are the fundamental source of competitive
advantage

FP5. All economies are service economies

FP6. The customer is always a co-creator of value
FP7. The enterprise cannot deliver value, but only offer value propo-
sitions
FP8. A service-centered view is inherently customer oriented and re-
lational

FP9. All social and economic actors are resource integrators

FP10. Value is always uniquely and phenomenologically determined by the
beneficiary

Gronroos and colleagues have been a major influence to SDL, but have pre-
sented a somewhat different conceptualization, they call service-logic, which
aims to be more operational than SDL, which they describe as metaphorical
(Gronroos and Gummerus, 2014). Gronroos (2008) emphasizes that customers
and firm have different roles and processes. If there is no interaction, just the
customer creates value. The primary role of the firm is to facilitate value by
providing customers with resources (goods and information services). If there
is interaction, the firm can directly co-create value if invited by the customer
(Gronroos, 2008). Gronroos and Ravald (2011) build on this view by propos-
ing a model that divides the customers’ value-creating process into two parts.
In the open part, the customer creates value by interacting with the supplier. In
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the closed part, the customer creates value alone. Similarly, the supplier’s
production part of its operations is closed to the customer, but the customer
and supplier can meet in the interaction part of its operations (see Figure 3).

Circle: Integrated joint
value creation process

Value creation

Customer Open area \ Close area >
Outcome | Goods and service activities | - Resources > Service\ - Value

Activity ‘ Facilitation Co-production Co-creation ‘ Creation ‘

Subject ‘ Supplier as subject \ Dual subjects Customer as subject

Provider IProduction \ Interaction / >
V

Supporting value creation

Figure 3. Value creation and co-creation in supplier-customer relationships. Grénroos
and Ravald (2011). Emerald Group Publishing © 2011

According to Ravald (2010) the consequence of this customer-centric perspec-
tive is that companies must form business models that successfully integrate
the service provider’s processes with the customer’s process of value creation,
rather than the opposite. Heinonen et al. (2010) suggest that companies must
understand customers to fit into their lives, and how customers integrate ser-
vice into their own activity systems.

Service systems

In the same way as the system perspective influences healthcare thinking, it
also influences service research. Vargo and Lusch (2014, p. 161) define a ser-
vice ecosystem as “a relatively self-contained, self-adjusting system of re-
source integrating actors that are connected by shared institutional logics and
mutual value creation through service exchange.” Service ecosystems should
be comprehended at several levels. A mesosystem emerges from the mi-
crosystem, and a macrosystem emerges from the mesosystem. The macrosys-
tem filters its way down to meso- and microsystems and influences the actors.

Because value-in-use inherently follows a goods-centered thinking (where
usage originally refers to usage of an item) Vargo and Chandler propose a re-
formulation from value-in-use to value-in-context, which fits into systems
thinking, where value is created in the context of service systems (Chandler
and Vargo, 2011). Figure 4 depicts the service in a service system, where ser-
vice is exchange for service (or “service rights”, money).
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Figure 4 An illustration of value co-creation in a service system. Vargo (2008). Reprint
with permission. © SAGE Publications 2008

2.2.4 Definitions of value-in-service research

Value in the service research perspective is idiosyncratic and subjectively ex-
perienced as value-in-use. Vargo and Lusch define value as “benefit, an in-
crease in the well-being of a particular actor” (Lusch and Vargo, 2014, p. 57).
They stress that value is actor-specific, contextually distinct, and unique in
every occurrence. Helkkula et al. (2012) have explored how this experiential
value can be described using phenomenology. Gronroos and Gummerus
(2014) state: “Value is defined as value-in-use. Value-in-use is the value for
customers, created by them during their usage of resources. Value is created
and determined by customers.” Other previous definitions of value in service
research highlighted the cost, or effort, in the definition, such as “the consum-
er’s overall assessment of the utility of a product based on perceptions of what
is received and what is given” (Zeithamel, 1988, 14).

The above presented service perspective can also describe how healthcare
functions. Next I will present some work to examine these possibilities, start-
ing with a description of important differences between healthcare and other
services.

2.2.5 Service research in a healthcare context

Berry and Bendapudi’s (2007) article entitled “Health Care: A Fertile Field
for Service Research” represents an important starting point for much of ser-
vice research in healthcare.They concluded that: “Health care needs the exper-
tise, objective point of view, and fresh ideas of service scholars in operations,
management, and marketing” (Berry and Bendapudi, 2007, p. 121). That arti-
cle concerned the differences between healthcare and other services to consid-
er and extended the work by economist Arrow (1963) to describe differences
between healthcare and other sectors.
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Arrow pointed to physicians’ behaviors, which are different from other busi-
ness employees, and are based on ethical behavior (Kenneth Arrow, 1963).
Self-interest behaviors are not acceptable in relation to medical services. This
role is needed, as there is high degree of product uncertainty and information
asymmetry. In most other products and services, customers learn from experi-
ence, but this is often not the case for healthcare. The patient generally has
much less information than the physician regarding the potential outcomes.

Berry and Bendapudi (2007) used the patient as the starting point in their dis-
cussion. The fact that these customers are sick has certain implications; for
example, it may make them more sensitive, emotional, demanding, or depend-
ent and these emotions may influence their ability to make choices (ibid). Fur-
ther, patients are often reluctant. In healthcare, customer wants and needs fre-
quently conflict. Other differences are that patients relinquish privacy and
psycho-social issues often emerge in healthcare encounters, and patients must
discuss highly personal matters. There is a stronger need to customize services
and view patients holistically than for other customers. This means consider-
ing the patients’ medical condition, age, mental condition, personal traits,
family, and more (ibid).

Possibilities and pitfalls of the service perspective

The possibilities for a service perspective on healthcare were explored by
Nordgren (2008), who suggest a redefinition of the concept of productivity in
healthcare to include the contribution of the patient in value creation. He
pointed to Foucault's observiation in 1973 (reprint 2003) that the patient has
been previously described as weak, exposed, and dependent object in the
healthcare discourse. However, Nordgren (2008) also suggested caution in the
use of a business-oriented discourse in healthcare. When patients are seen as
active, value-creating customers, this must consider the individual’s ability to
mobilize strength, and the actual will and possibilities of the individual. When
healthcare managers use a business terminology and perceive patients as cus-
tomers, the moral appeal in terms such patient vulnerability and patient expo-
sure might become lost.

An increasing number of empirical healthcare studies have adopted a service
perspective. Rosenbaum and Smallwood investigated third places in relation
to health (2013). A third place is a commercial service establishment beyond
the home and work (the first and second places, respectively) (ibid). This
study examines how patients can improve well-being by using cancer resource
centers, which are intended to support cancer patients. The authors found that
it is primarily through the contact with the resource centers employees, not
other patients at the center, that patients can enhance their feelings of support.

McColl-Kennedy et al. (2012) examined what patients actually do when they
co-create value in healthcare, thereby showing how value is created in service
systems. They found that the level of activity and number of contacts varies
substantially among patients, who adopt different styles in value co-creation.
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Some patients see their role as one of assembling and managing a team around
them, while at the other end of the spectrum are patients who find it in their
role to comply, with little activity or interactions. By understanding the differ-
ent ways in which patients co-create value, care providers can design their
services to accommodate different behaviors (ibid).

2.2.6 Summary of the service perspective on value and the cus-
tomer’s role in value creation

In the same way that the focus in healthcare is shifting from a paternalistic
view solely of the healthcare staff and not the patient, service research builds
on the notion of the value-creating customer. Value in this view is co-created
in the customer’s service system, including with multiple actors. This view
builds on the value-in-use perspective, where value is individual, experiential
and contingent on contexts. The service perspective is increasingly used to
study healthcare, with emphasis in patient behaviors and well-being.

A challenge for providers is to understand the customer’s service system, and
how customers perceive value. Given the customer’s central position, a natu-
ral consequence is to involve customers in service innovation.

2.3 User involvement and service innovation

This section describes different views and models of service innovation and
the service innovation process. It also describes the rationale for involving
users in service innovation, and presents methodologies for involving users.
The purpose is to put the developed method for involving patients in
healthcare service innovation through diaries into context, with regard to its
logic foundations and where it fits into the service-development process.

2.3.1 Service Innovation

The dictionary definition of innovation is “to innovate,” or “make changes in
something established, especially by introducing new methods, ideas, or prod-
ucts,” from Latin innovare: to change (Oxford Dictionary, 2013). The im-
portance of innovation and innovators was a centerpiece in Schumpeter’s
work, which introduced the topic into economic studies (Sundbo, 1998). It
defined innovations as new ways of doing things, or more unique combina-
tions of production factors (Toivonen and Tuominen, 2009). This was the ba-
sis for more recent definitions of innovations (ibid). Innovations should not be
confused with inventions, which are novel devices that are not necessarily im-
plemented or create improvement (ibid). Innovations can be incremental or
radical (Ettlie et al., 1984). The magnitude of change, in terms of technology,
process, product or costs, may determine whether an innovation is the former
or the latter (ibid). This means that innovations are not just an outcome of as-
signed innovation projects, but stem from processes in the organization, such
as quality, marketing, and human resources management. Organizations must
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be configured for both types of innovations (Ottenbacher and Harrington,
2010).

With the increased importance of the service sector in the economy, consider-
able attention has been given to service innovation. Ostrom et al. (2010, p. 15)
state: “For the past decade, many product-centric organizations have focused
on traditional product innovation to address the challenges of globalization
and economic transformation.”

Approaches to service innovation

Because there are different views on what defines service (add-ons to prod-
ucts; a unique set of category of offerings; or value creation), there are also
different views on definitions of service innovation and how service innova-
tion should take place. Coombs and Miles (2000) name three corresponding
approaches to service innovation: Assimilation, demarcation, and synthesis. In
the assimilation approach, services are a subset of products, implying that ser-
vices can develop in the same way as products. In a demarcation approach,
services are different from products, and service innovation needs its own the-
ories and methods. The synthesis approach views service as a perspective on
value creation. In this view, service innovation concerns new ways of creating
value.

Ostrom et al. (2010, p. 5) aims to define innovation in a way that is acceptable
independent on view on service: “Service innovation creates value for cus-
tomers, employees, business owners, alliance partners, and communities
through new and/or improved service offerings, service processes, and service
business models.” Ostrom et al. point out a number of challenges regarding
service innovation: how to stimulate service innovation, how to think about
design; and how to improve service networks. It is vital to identify and man-
age customers’ roles throughout the service-innovation process and find ways
for staff and customers to collaborate (ibid).

Michel et al. (2008) use service as a perspective to understand radical innova-
tion. Innovation research has traditionally followed goods-dominant logic and
failed to explain innovations that change how customers co-create value that
may lead to major market impacts. Michel et al. propose that how value is
created may be innovated by a change of the customers’ roles (as buyers, pay-
ers, and users) and in how the firm creates value (its embedded operant re-
sources, resource integration, and value constellations). An innovation may
concern one or more of these dimensions. For example, diabetic patients can
now measure and adjust their own glucose levels. This changes the customers’
role and the firms’ embedded operant resources (competencies, knowledge,
and skills embedded in the glucose-measuring device).

Innovation is increasingly created not by the firm-customer dyad, but by mul-
tiple sources that form innovative value constellations (Michel et al. 2008).
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Consequently, organizations need to understand customers’ multi-faceted
roles to improve their value co-creation.

2.3.2 The rationale for user involvement in service innovation

Although user involvement in development is traditionally limited and largely
passive (Nambisan, 2002), there is evidence for its benefits. One study shows
that user involvement in service development positively affects new service
performance (Carbonell et al., 2009). A study in the hospitality industry shows
that collaborating with users leads to increased innovations, but not mainly
radical ones (Ordanini and Parasuraman, 2011).

The benefits for involving users in service development can be divided into (at
least) four categories: Advantages of obtaining the user perspective; under-
standing latent needs; increased innovative capacity; and the fact that users
may already have implemented or considered solutions.

Involving users to obtain their perspective

Involving users in service innovation allows organizations to view themselves
from customers’ perspectives (Gustafsson and Johnson 2003). Bitner and
Brow (2008, p. 43) argue: “No matter what the service innovation, and wheth-
er or not service R&D is formalized, the customer’s viewpoint and value to
the end customer must be considered throughout the innovation process.” In
service-dominant logic (Vargo and Lusch, 2004), customers are value-creating
actors who integrate recourses from various sources, such as service providers
and private resources (family, friends, or other customers) (McColl-Kennedy
etal., 2012).

Involving users to understand their latent needs

The next motivation for involving users is based on the problem of expressing
their needs. There are expressed and latent customer needs and solutions
(Narver et al., 2004). An expressed need or solution is one of which customers
are aware. Latent needs and solutions are those of which customers are not
aware. Customary involvement techniques, such as interviews or focus
groups, may reveal expressed needs. However, methods built on user in-
volvement are preferable for understanding latent needs (Witell et al., 2011).

Involving users to be more creative

A third argument for involving users in service development is that users
bring additional creativity to the table. A study that compares users with pro-
fessional developers shows that users submitted ideas with greater user rele-
vance that were more original and easier to implement than those of telecom
product-development experts (Kristensson et al., 2004; Magnusson, et al.,
2003; Matthing, et al., 2004). This may be explained by an experiment show-
ing that domain knowledge which experts typically possess can be an obstacle
to problem-solving, as it confines experts to a search space where the solution
may not be found (Wiley, 1998).
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Involving users to find out about their innovations

A final reason for involving users is that they may already have innovated so-
lutions to their needs, or thought of solutions (von Hippel, 2005). In an inves-
tigation of how innovations actually came about, von Hippel (1986) suggests
that lead users are an important source of innovations. These users experience
needs ahead of the general market and are especially motivated to find solu-
tions. Since these users benefit from fulfilling these needs, they will also put
forth greater effort to obtain the solutions than will less-motivated users (ibid).
(The lead user methodology will later be further described.)

Given these benefits for user involvement, the question is how to achieve it.
The next section discusses processes and methodologies for service innova-
tion that integrates users.

2.3.3 Processes and methodologies

If service organizations want to achieve incremental or radical innovations,
they must manage both types of service development. Incremental innovation
greatly depends on engaging employees in continuous development work.
Radical innovations require greater attention to strategic direction and activi-
ties other than those undertaken for continuous service (Ottenbacher and Har-
rington, 2010).

User involvement in incremental service innovation

Gustafsson and Johnson (2003) propose a model for service development that
builds on three processes: Service maintenance (removing things done incor-
rectly); improving service performance (adding things done correctly); and
service innovation (developing innovative solutions to customer problems).
The first two typically concern incremental innovations.

To remove things done incorrectly, it is necessary to systematically identify
problems, which can be done by collecting user complaints. Since most users
do not complain even if dissatisfied, other methods are needed, such as com-
ment cards, focus groups, interviews, or the critical-incident technique (Grem-
ler, 2004). In the critical-incident technique, users are asked to describe their
experiences and emotions concerning a specific positive or negative situation.
On the other hand, improving service performance involves improving the
service, within its framework. To do so, the service provider must use qualita-
tive and quantitative methods to learn how customers view the service, and
how well the firm performs on important service aspects. Based on that in-
formation, the service provider can identify service aspects that will benefit
the most from improvements so that customers will benefit more.

Radical service innovation requires concerted effort. In the following, I pre-
sent three approaches for this kind of service development.
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User involvement in radical service innovation

Some organizations with dedicated processes for service innovation use mod-
els inspired by stage-gate systems (Cooper, 1990, 1983). Each stage contains a
number of process steps that depend on the project’s complexity and goals. To
pass to the next stage, the project must pass a gate, or a number of predefined
criteria (Cooper, 1990). Edvardsson et al. (2000) provide an example model
for service development in line with this sequential thinking, which draws
from previous service-development models (Table 2). There are four stages;

1. Service-idea generation builds on the observation that successful or-
ganizations typically have established systems and procedures to gener-
ate ideas (Robinson and Stern, 1998). Employees, competitors, and cus-
tomers are important sources for these ideas (Edvardsson et al., 2000).

2. The service strategy and culture gate step concerns formalizing the de-
velopment process and forming a project team. Edvardsson et al. sug-
gest building multiple teams with organizational resources, customers,
and other external actors, such as researchers and management consult-
ants.

3. Service design takes place in three steps: Designing the service; design-
ing the service system: specifying the company’s organization; and de-
signing the service process.

4. Service-policy deployment and implementation concerns service im-
plementation. Implementing a new service may lead to significant
changes in the organization with new structures, roles, and procedures.
This requires careful consideration, but also creates a new role for the
user.

Table 2 Stages in the service-development model (Edvardssson et al. 2000)

Stage How users can be involved

1 - Service idea generation Users are source for service innovation ide-
as

2 - Service strategy and Users for involvement are selected, along

culture gate with other internal and external resources,
into a mutli-team.

3 - Service design Users collaborate in the development of the
service.

4 - Service policy and de- Assisting the assessment of the new service

ployment & implementation

In which stage in the development projects will user involvement be most
beneficial? Pitta et al. (1997) suggest that users are especially valuable to
ideation. Alam (2002) suggests that user involvement is particularly important
in ideation, design, and testing. Brockhoff (2003) highlights that user roles
change, depending on the phase. These roles range from offering complaints
and suggestions in the early stages, to collaboration and testing in the devel-

26



opment phase, to drawing from experience to suggest improvements in the
post-launch phase. In a recent study Witell et al. (forthcoming) show that ob-
taining customer information, especially in later design phases, increases mar-
gins for new services. When users experience the service, they know what
they like or not (ibid).

Service design

Service design is the practice of applying design thought into the development
of services. Ostrom et al. (2010) characterize service design as orchestrating
clues, places, processes, and interactions to create a holistic service experience
for users. The service design is typically led by a professional service design-
er, and emerged from consulting agencies that adapted the approach in the
early 2000s (Segelstrom, 2013). Segelstrom defines service design as: “The
use of a designerly way of working when improving or developing people-
intensive service systems through the engagement of stakeholders (such as
users and frontline staff).” This may include methods for identifying actors,
defining possible service scenarios, and representing the service using meth-
ods such as prototyping or service blueprinting (Bitner et al., 2008).

The lead-user methodology

The concept of lead users (von Hippel, 1986) builds on the observation that
some users have needs that do not yet exist for most other users. Two charac-
teristics identify a lead user (von Hippel, 1986). They face general needs in
the marketplace earlier than most users. Lead users are also positioned to sig-
nificantly benefit by obtaining a solution to those needs. Because of this, lead
users are more motivated to find solutions and often innovate by themselves.
The notion of lead users assumes that the diffusion of information, ideas,
products, and services always occurs gradually and does not simultancously
impact all users in a market (Luthje and Herstatt, 2004).

Gradual diffusion of innovation has been thoroughly studied (Rogers, 1962).
Rogers proposes that adopters of any new innovation or idea can be catego-
rized as innovators (2.5 percent), early adopters (13.5 percent), early majority
(34 percent), late majority (34 percent) and laggards (16 percent), based on a
Bell curve. Each adopter's willingness and ability to adopt an innovation de-
pends on their awareness, interest, evaluation, and trial. Individuals can fall
into different categories for different innovations. For example, a farmer
might be an early adopter for mechanical innovations, but a laggard for bio-
logical innovations. Lead users are not met by existing products and services.
These users will typically attempt to address their needs and come up with
solutions and innovations to solve these problems (von Hippel, 1986). The
purpose of utilizing lead users is to identify strong market opportunities and
develop concepts for new products and services (Liithje and Herstatt, 2004;
Churechill et al., 2009).
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Schuhmacher and Kuester (2012) suggest that users who are dissatisfied and
highly experienced provide the best ideas. They recommend that organizations
identify these users for involvement in innovation activities. Piller and Wal-
cher (2006) use a two-step method to identify lead users. First, by volunteer-
ing to participate, users show that they are motivated to contribute. Second,
ideas are evaluated, and users’ innovativeness is estimated. Motivation for
users to participate can be extrinsic or intrinsic, and there are cases of extreme
needs that force users to undergo an intense search for a solution (Bilgram et
al., 2008).

The presented models for service development and innovation all require user
input in terms of feedback, expressions of needs, or ideas. The method to
achieve this in the current research is based on diaries.

2.3.4 Diaries in research and service development

In the context of service development, diaries are part of an ethnographic set
of methods (Segelstrom, 2013), but the usage is broader in research and
healthcare development. Diaries contain sequential, regular entries; are per-
sonal (written by an identifiable individual who controls it) and contempora-
neous; and record information the writer finds relevant (Alaszewski, 2006).
Diaries are either solicited or unsolicited. An unsolicited diary is a personal
document that describes a subjective perception of social reality. A solicited
diary is kept at the request of a researcher and may be structured into time,
events, persona, or units of interest (Jones, 2000).

Studying unsolicited diaries has been wuseful in history and politics
(Alaszewski, 2006). In studying more contemporary events, solicited and un-
solicited diaries are used in various fields, such as ethnographic and anthropo-
logical research (Burgess, 1984; Hammersley, 2007), and psychology
(Breakwell et al., 2006; Mackrill, 2008). There are also numerous examples of
diaries used in the healthcare field (Furness and Garrud 2010; Jacelon and Im-
perio 2005; Milligan et al. 2005; Smyth and Smyth 2003). The purposes range
from logging events of medical interest to long-term studies of emotional and
social consequences of diseases.

Diaries also capture service development ideas in the context of technology-
based services (Kristensson et al., 2004; Magnusson, et al., 2003; Matthing, et
al., 2004). In these studies, diaries collected users’ ideas for innovations con-
cerning messaging (SMS). The diaries captured customers’ ideas in sifu, or in
the natural setting of the service. The advantages of diaries and other ethno-
graphic methods over methods such as interviews or focus groups are reduced
retrospective recall bias and closeness to the natural context of events (Smyth
and Stone, 2003). For these reasons, ethnographic methods are especially use-
ful for service developers to understand how customers use and evaluate ser-
vices (Wilson et al., 2008).
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2.3.5 Summary of service innovation and user involvement

Service innovations may concern incremental or radical improvements. They
may also involve multiple aspects of a service, such as strategies, processes or
business models, and build on a change in the user role or resource reconfigu-
ration. User involvement in service innovation is important, as it brings a user
perspective to the service and adds creativity. Users may already have thought
of solutions. Since much of value creation takes place outside the provider
sphere and hinges on context, users are often in a better position to identify
opportunities.

Incremental service innovation can draw from user complaints and ideas to
achieve minor improvements and remove things that went wrong. For more
substantial innovations, stage-gates models can be used. More recently, ser-
vice design has emerged as an approach to innovate services. Service design
includes users in the development project, and studies users by ethnographic
methods, one of which is diaries.

The next section concerns service innovation and user involvement in
healthcare specifically.

2.4 Service innovations and user involvement in
healthcare

The healthcare market is one of the most vibrant industries for innovation, and
a large share of the global research budget is allocated on this sector, which
encompasses pharmaceuticals, biotechnology, medical devices, and health
services (Herzlinger, 2006). However, these innovations are primarily bio-
medical, and a barrier to patient benefits is an overly narrow focus on gadgets
(ibid), and the need for service innovation is widely acknowledged (Bitner and
Brown, 2008).

2.4.1 Service innovation in healthcare

Within healthcare organizations, improvement typically takes place within the
frameworks of the microsystems approach and evidence-based medicine.
Drawing on experience from industrial applications of management practices,
Laffel and Blumenthal (1989) and Berwick (1991) created a foundation for
research into applying quality-management practices in healthcare. A number
of relevant theses have been published on quality improvement in healthcare
(see Lifvrgren, 2014; Andersson, 2014). Healthcare improvements from with-
in the organization are managed by using process data, following industrial
quality-management approaches, and concerted efforts to increase the use of
best-evidence practices (Engstrdom and Pettersson, 2011). These types of in-
volvement methods often have a low level of user involvement (Andersson,
2013; Poksinska and Engstrom, 2013).
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Challenges to patient involvement in service innovation

Surveys and interviews are the most common forms of user involvement in
healthcare (Groene et al., 2009); however, the effects of patient involvement
are unknown (Crawford, 2002). One reason for the limited degree of patient
involvement could be related to the particular challenges relating to
healthcare. Although innovation is viewed positively in healthcare, there are
many challenges to innovations (Lénsisalmi et al., 2006), including changing
clinician and healthcare organizations, innovations in care, risky treatments
and hospital procedures, and legal regulations. There is also a culture of blame
caused by clinicians’ tendencies to protect their autonomy and reputation,
which inhibits organizational learning and a generation of innovations
(Lansisalmi et al., 2006). Further, healthcare builds on a tradition of experi-
mental research. While this tradition is important for developing new treat-
ments and drugs, it is problematic in the context of organizational practices or
structural innovations that build on social studies and rarely provide quantifia-
ble answers to research questions. Consequently, structural and organizational
innovations lack credibility among healthcare professionals (Pope et al., 2000,
2002).

2.4.2 Co-productive models

However, there are also reports of other methods in which patients have a
more active role. Greenhalgh et al. (2010) described their experiences with the
Modernization Initiative in the United Kingdom, an improvement initiative
built on user involvement. User involvement has previously followed two ap-
proaches: the democratic approach or the consumerist approach (ibid). The
democratic approach views involvement as a question of power, and involve-
ment regards transferring power to patients. The consumerist model, on the
other hand, builds on the model of the rational patient (“homo economicus™),
who is capable of making his or her own decisions. The model assumes that
patients know what is best for them and have access to the information they
require. Both models have attracted considerable criticism on the basis of as-
sumptions: the democratic model has been described as an outdated model of
power, and the consumerist model has been attacked for building on false as-
sumptions on preferences and ability of patients (ibid). Greenhalgh et al.
(2010) suggested that co-productive models, in which patients are in the posi-
tion of both producing and consuming services, is a way of moving beyond
this rhetoric. One such model in the Modernization Initiative is the experi-
enced-based co-design methodology (Bate and Robert, 2006).

Experience-based co-design

One approach for developing healthcare services that builds and extends on
the service-design thinking is experience-based co-design (EBCD; Bate and
Robert, 2007, 2006). Bate and Robert (2006) suggested that current methods
and approaches, along with their underlying theories, cannot be relied on to
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create a more patient-centric care. Healthcare has emphasized two aspects of
good design — performance (through process management, evidence-based
management), and engineering (safety, through standards, safeguard for pa-
tients) — but not the third aspect, which is experience. The goal of EBCD is to
address this third aspect, which has been defined as “how well people under-
stand it, how they feel and how well it fits into the context in which they are
using it” (Bate and Robert, 2006, p. 309).

The approach builds on the active participation of patients and carers. It gath-
ers experiences from patients and staff through in-depth interviews, observa-
tions, and group discussions to identify “touch points” (emotionally signifi-
cant points) and describe associated feelings (Bate and Robert, 2007). Patients
and staff then work together to find solutions, which leads to both operational
efficiency and personal experiences (ibid). A significant difference between
experience-based co-design and other service design approaches is that in-
stead of a professional designer or other consultant leading the work. An open
toolkit exists for care providers to use (www.kingsfund.org.uk/projects/ebcd).

2.4.3 Summary of service innovations and user involvement in
healthcare

While innovation in healthcare is significant, it is dominated by a focus on
medical technology and pharmaceuticals. Service innovation in healthcare
often consists of internally-oriented quality management techniques with little
patient involvement. Barriers to service innovation include organizational
structures, and an emphasis on clinical experiments as a basis for knowledge.

Patient involvement has followed either a democratic approach (concerned
with the distribution of power) or a consumerist approach (which focuses on
patient choice). Both approaches have been criticized, with patient and care
provider collaboration to produce care being seen as a better way forward.
Experience-based co-design is one such approach.

The final section of the theoretical framework concerns motivational theory,
which is used to analyze why patients chose to become involved in service
innovation and their activity levels.

2.5 Motivations for participation

Motivation is a crucial factor in relation to involvement — why users chose to
engage, and at what level. This thesis applies the notion of intrinsic and ex-
trinsic motivation (Ryan and Deci, 2000) to better understand patients’ moti-
vations. Further, the broaden-and-build theory, concerns how emotions affect
tendencies to engage in activities (Fredrickson, 2001), which is especially im-
portant in healthcare where the emotional states of patients may be affected by
the situation. These theories will be described in the following.
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2.5.1 Intrinsic and extrinsic motivation

The notion of motivation means “to be moved to do something” (Ryan and
Deci, 2000). Individuals show a great variety of motives for engaging in spe-
cific activities. Some people are highly motivated and active, while others
may exhibit low energy levels and interest. Motivations also vary across time.
For task performance, it is valuable to understand the inner drives for action.
Self-determination theory explains two different types of motivation: intrinsic
and extrinsic.

Intrinsic motivation arises when people find enjoyment and interest in per-
forming tasks. It exists within the individual and is driven by inherent satisfac-
tion, rather than external rewards. Furthermore, intrinsic motivation is com-
monly associated with high degrees of autonomy and subject competency
(ibid).

In contrast, extrinsic motivation is present “whenever an activity is done in
order to attain some separable outcome” (Ryan and Deci, p. 60). The external
drivers of extrinsic motivation may be reward, competition, or punishment of
various kinds. Ryan and Deci (2000) propose that there is a continuum of sev-
eral different types of extrinsic motivation. The differences of these types are
outgoing from the perceived locus of causality. In other words, a person’s un-
derstanding of the causes of action are internal (control within the individual),
external (caused by the environment) and, at the end-point of the continuum,
beyond the control of the individual. The different types of extrinsic motiva-
tion are: External regulation; introjection; identification; and integration.
Amotivation is a third type of motivation. Amotivation emerges when people
feel that they have no or little competence for the task, or they do not think the
task is relevant.

2.5.2 Emotions and activity

Broaden-and-build theory (Fredrickson, 2001) suggests that people’s reper-
toires of thoughts and actions are influenced by emotions. An emotion begins
with an individual’s assessment of the personal meaning of some antecedent
event. The appraisal is either conscious or unconscious and triggers a cascade
of responses, such as subjective experience, facial expression, cognitive pro-
cessing, and physiological changes (Fredrickson, 2001). Negative emotions
narrow the range of thoughts and actions to promote quick, decisive action.
Positive emotions of joy, interest, contentment, pride, and love have the oppo-
site effect and broaden the array of thoughts and actions (Fredrickson, 1998).
Positive emotions allow individuals to access associated memories and frame
their thoughts around related concepts, enabling them to consider a wider
range of options. Negative emotions can make small problems seem insur-
mountable (Clore and Huntsinger 2007).

Gallan et al. (2013) show that the patient’s affective state may explain the lev-
el of participation in healthcare services. Participation is defined as the extent
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to which patients share information, make suggestions, and are involved in
making decisions (ibid). Gallan et al. (2013) provide empirical evidence of
customer affective state as a significant antecedent to patient participation.
Positivity is associated with greater participation, and leads to greater satisfac-
tion. An interesting finding is that despite patients’ experience of high risk,
they also experience strong positive emotions. Patients may attempt to in-
crease their chances of positive outcomes by evoking positive emotions lead-
ing up to challenges (Fredrickson 2001).

2.5.3 Summary of motivations for participation

Motivation can be intrinsic, referring to the enjoyment of performing a task, or
extrinsic, referring to a wish for an external outcome. A sense of non-control
causes amotivation. The motivation to engage may also be affected by a per-
son’s emotional state. Negative emotions narrow the array of thoughts and
actions, and the contrary is true for positive emotions. Emotional states influ-
ence patient participation.
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3 RESEARCH METHODOLOGY

This thesis encompasses three research strategies. Firstly, a systematic litera-
ture review with thematic analysis was conducted to examine the concept of
patient involvement. Secondly, an action-research approach was applied to
develop a diary-based methodology for involving patients in service innova-
tion. Thirdly, analysis of the data patients provided in the diaries was used to
examine different aspects of patient involvement in service innovation.

3.1 Overview

A common division of research is between qualitative and quantitative. The
former emphasizes words rather than quantifications in data collection and
analysis (Bryman and Bell, 2011). This research, which uses diary entries as a
primary data source, is predominately qualitative. There are different tradi-
tions within qualitative research (ibid): Naturalism; ethno-methodology; emo-
tionalism; and postmodernism. I categorize this research as naturalistic, since
it provides rich descriptions of people and interactions in their natural setting.
To a limited extent it is emotionalistic, since it tries to understand patients’
emotions and experiences using an ethnographic method, the diary. This com-
bination is in line with the traditions of quality and service management,
which regularly combines objective and subjective perspectives. It is rather
pragmatic in its attempt to involve patients, rather than to understand social
order (ethno-methodology) or how social realities are constructed (postmod-
ernism).

The present research is exploratory, rather than explanatory. It contains new
perspectives (the service perspective on healthcare) and explores the new field
of patient involvement in service innovation. Although qualitative approaches
are often inductive, by building theory from empirical data, the present re-
search interactively uses theory in an abductive process (Alvesson and
Karreman, 2011). For instance, we chose to use diaries as the basis for a
methodology we developed for involving patients in service innovation, based
on service innovation theory. This suggests that in situ methods for user in-
volvement are more beneficial than alternatives for ideation (Article 2). Em-
pirical findings that some patients were especially innovative led to the idea
that lead-user methodology could also apply in healthcare (Article 5). The ab-
duction process thus stretches across articles.

Overview of the applied methods

Table 3 contains an overview of the methodologies applied in each article.
Article 1 builds on a systematic literature review to examine the literature of
empirical research on patient involvement and associated concepts. Articles 2
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and 3 develop a diary-based methodology for involving patients in service
innovation. We developed the methodology by a management action-research
approach. Articles 4 to 6 answer research questions concerning possible in-
volvement in different situations, and patients’ motivations. They build on
analyses of patients’ contributions in the diaries, complemented with inter-
views in Article 6.

Table 3 Overview of methodologies applied

Study design; Care units Data Method for
Data collection analysis

Article 1 - The antecedents and consequences of patient involvement
— a systematic review and thematic analysis

Literature review; N/A 132 articles con- Thematic
systematic data- cerning patient analysis
base search involvement

Article 2 - Solicited diaries as a means for involving patients in development of
healthcare services

Action research; Orthopedic, Workshop doc- Content analy-
workshops, diary Gastro, umentation; dia- sis; Descriptive
method Rehab ries from14 pa- statistics
tients
Article 3 - Co-creation and learning in healthcare service development
Action research; Orthopedic, Workshop doc- Content analy-
workshops, Gastro, umentation; dia- sis; Descriptive
diary method Rehab ries from 53 pa- statistics
tients;
Article 4 - Patient participation in healthcare service development
Diary  method; Orthopedic Diaries from 53 Quasi-
quantitative Gastro, patients experimental
analysis of pa- Rehab
tients’ contribu-
tions

Article 5 - Patient involvement in healthcare service development — Who to involve
and why

Diary method; Orthopedic Diaries from 68 Content analy-
Gastro patients, sis
Rehab focus on the four
Lung cancer most innovative

Article 6 - Innovating service while fighting cancer? User involvement, motivation,
and patient well-being

Diary  method; Lung cancer Diaries from 13 Content analy-
interviews patients and two sis

next of kin, six

interviews

Next I will describe the process for the literature review, the management ac-
tion research and the following analysis of the patients’ contributions.
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3.2 Systematic literature review

While often neglected as a research methodology, it is equally as important to
follow a transparent methodology in literature reviews as in other research
(Greenhalgh et al., 2004). Tranfield et al. (2003) suggest that one purpose of
systematic review is to provide collective insights by theoretical synthesis into
fields and subfields. This should preferably be done in a structured manner,
with a review protocol, clear inclusion criteria, and quality assessment of se-
lected studies, Data is then extracted and synthesized (Tranfield et al. 2003).

Article 1 acknowledged that the topic of patient involvement was scattered
between different concepts and approaches. The aim was to help gather
knowledge in the domain and represent this in a model. We conducted the re-
view in two stages. A database search was performed by a systematic review
method, followed by a thematic analysis. We did not perform a quality as-
sessment of the included studies because the literature, in terms of topic and
methods, was highly heterogeneous. We reported the findings of the studies,
rather than to draw conclusions from the aggregated data material across stud-
ies. For an overview of the process, see Figure 5.

3.2.1 Systematic article search

A search specialist at the university library helped with the systematic search.
We identified relevant search words using standardized Medical Subject
Headings (MeSH) search terms available in PubMed. The search terms were
carefully chosen to capture the various aspects of patient involvement, without
resulting in an unmanageable amount of articles (see summary of Article 1 for
details). The search was conducted in PubMed, CINAHL and EBSCO (Aca-
demic Search Premier, EconLit, and PsycINFO). We also scanned the refer-
ences and citations within the selected articles to capture additional articles.

We included articles that mainly focused on patient involvement; were peer-
reviewed and empirical; did not have a psychiatric or pediatric/adolescent
sample; were accessible; and were published in English between 1990 and
2012. The initial search yielded 3,392 articles. From a scan of abstracts and
full articles, we selected 355 articles for further analysis, which we inde-
pendently read. We identified 106 articles that met all inclusion criteria. From
our additional hand search, we collected 19 more articles. The final sample
included 125 articles.

3.2.2 Thematic analysis

We applied thematic analysis to identify patterns from the literature and de-
scribe the various facets of patient involvement. The analytic process was in
line with the phases of thematic analysis Braun and Clarke (2006) identify.
Familiarization with the data initially generated ideas for creating codes. The-
se codes were linked together and grouped into potential themes. Each theme
was reviewed to ensure that it reflected both its associated coded extracts and
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the entire data set. We discussed interpretations, disagreements, and questions
throughout the process to reduce the risk of subjectivity and preconceptions.

Database sample
PubMed: 1,587
ClNDAHL: 479 Inclusion criteria + Published between
EBSCO: 1,326 - Focus on patient 1990-2012
involvement
« Peer reviewed Exclusion criteria
»  Empirical « Children and adolescents
* Full text access * Mental health care
Articles for further » English
analysis n=355
< Hand searching: 19
Selected sample n=125
___________________ Thematic
analysis
9 Themes
Types of Antecedents Consequences
patient
involvement
3 themes 5 themes 1 theme

Figure 5 The process of the systematic literature review

3.3 Action research

To explore how to involve patients in service innovation and how a practical
methodology could be designed, an action-research approach was used. In the
following, I present the management action-research methodology, and how it
applies in the current research, including participating units and patients.

3.3.1 Management action research

Action research builds on collaboration between researchers and practitioners
(Gummesson, 2000). It typically has two objectives: Solve a problem in prac-
tice and expand the body of knowledge within a certain field. The approach
originates in societal-action research, where researchers help underprivileged
groups solve problems (Lewin, 1946). The approach is now applied in other
fields, such as operations management (Coughlan and Coghlan, 2002) and
marketing (Perry and Gummesson, 2004). Gummesson (2000) makes the dis-
tinction between societal-action science and management-action science. The
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first approach takes a political, social view. The latter focuses on companies.
Although it contains empowering elements, I classify this research as man-
agement-action science.

Action research builds on mutual interest of researchers (the research system)
and practitioners (the practice system) in solving a problem. Practitioners own
the problem and understand its specific context, whereas researchers have
theory-based knowledge (Perry and Gummesson, 2004).

A self-reflective spiral of cycles of planning, acting, observing, and reflection
is central to the action-research approach (Figure 6) (Coughlan and Coghlan,
2002). As a sequence of events, the research includes providing data and
feedback to practitioners, analyzing data, and planning actions. It is a scien-
tific approach to problem-solving by collecting facts and experimenting
through actions from organizational members. The desired outcomes not only
solve the problems, but provide important insights that can contribute to theo-
ry (Coughlan and Coghlan, 2002).

Data Gathering Data Gathering

/ \ / o

Evaluation Data Feedback Evaluation
Data Feedback
Data Analysis Implementation

Implementation

/ \ Data Analysis

Action Planning
Cyele 1 ﬁ Cycle 2 ﬁ

Figure 6. The action research spiral (Coughlan and Coghlan, 2002). Reprint with per-
mission. Emerald Group Publishing © 2002

Traditional action research is “the most demanding and far-reaching method
of doing case study research” (Gummesson, 2000, p.116). In both action-
research and case studies, researchers and practitioners use numerous sources
of empirical data collection and apply analytical tools to draw generalized
conclusions.

Action Planning

3.3.2 The current research project

This action-research project came from a common interest between a care-
providing organization and academic researchers to explore patient involve-
ment in service innovation. The healthcare staff could provide the knowledge
needed regarding the healthcare context, and researchers had knowledge con-
cerning user involvement methodologies in other domains.
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Selection of care units

The research system initially consisted of seven academic researchers with
backgrounds in quality and service management. The practice system consist-
ed of representatives from three care units at one healthcare organization. In
the later stages of the study, one additional healthcare organization was added.
The practice system was represented by a central development unit and three
care processes were selected to participate. See Table 4.

We used theoretical sampling to select the processes to participate for the first
three cases (Eisenhardt, 1989). The cases were selected because patients had
different medical concerns and processes were of different lengths and com-
plexity. The three cases were orthopedic, rehabilitation, and gastro-enterology.
Later in the research processes, lung cancer was added as a fourth case. The
lung-cancer unit, which belonged to a hospital in a different region, was added
after its representatives asked to participate after hearing about the project.
This was a significant addition, as lung cancer includes a set of unique chal-
lenges due to disease severity.

The orthopedic care process has a standardized care procedure. Treatment
complexity is low, as it is a field with high clinical knowledge and standard-
ized procedures. The orthopedic process has little patient co-creation.

The rehab process included patients with longstanding chronic pain who par-
ticipated in a pain rehab program. The program goal was to help patients min-
imize their suffering and restore their ability to enjoy life. Active involvement
of the patient and family was vital to program success.

The gastro-enterology process included continuously treating patients with
chronic stomach and intestinal disorders. This is a highly complex process, as
there is little knowledge of these illnesses, compared to other disorders. There
was high patient involvement and co-creation, as the chronic condition made
patients experts on their disease.

The lung-cancer process included treating patients diagnosed with lung can-
cer. Although this process is relatively standardized, it poses different chal-
lenges for both staff and patients. The severity of the illness puts mental and
physical stress on patients. Patients spend a large part of time at home, but
come in for treatments.
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Table 4 An overview of the participating care units

Participants Patient charac- Typical Involvement in
teristics treatment own care
Orthopedic care
21 male Relatively old Replacement of Low. Patients are
16 female patients  with hip, standard- hospitalized dur-
referrals from ized procedure ing treatment,
primary care to care. Short but recover from
duration surgery at home.
Rehabilitation
9 male Patients of Participation in High. Necessary
1 female various ages, a pain rehabili- since the aim of

longstanding

chronic  pain
in spine, back
and shoulders

tation program.
Long duration.

the rehab pro-
gram is learning
how to handle
pain.

Gastro-enterology

1 male Patients of Periods where High. Patients
5 female various ages, the patient is are experts in
chronic stom- doing well and their own pre-
ach and intes- periods of re- conditions  and
tinal disorders lapse. possibilities
Continuous.
Lung cancer
13 male Older patients Periods of ac- Low. Standard
2 female with referrals tive  treatment treatment and
2 next of kin from primary with chemother- can do little to
(female) care apy and radia- improve  health
tion, and peri- situation
ods without
treatment.
Continuous.

3.3.3 The research process

The starting point for the research was the idea that if care providers involve
patients in service development, they could create more patient-centered care.
We decided in the outset to apply a diary method for gathering patients’ ideas
and information.

The project started with joint workshops between researchers and practition-
ers. Problems, research questions, and actions were discussed and planned.
From the healthcare providers’ perspective, the problem was how to involve
patients in developing more patient-centered care. The joint research and de-
velopment activities included designing the diary and the data-collection pro-
cess, as well as how to utilize the ideas and experiences gathered from the pa-
tients’ diaries. The method for patient involvement was tested and applied in
the participating healthcare organizations. These steps constituted the first cy-
cle of the action-research process.

A second cycle of workshops refined the process and made amendments to the
diaries. More attention was then given to the latter parts of the process, in
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terms of how care providers could learn from the diary data. The lung-cancer
case was conducted after the previous cycles. This was conducted in two cy-
cles. It added ethical dimensions due to the severity of the disease. In the first
cycle, next of kin were also invited to participate. The care provider chose not
to do this in cycle 2, due to low interest in first cycle.

Selection of patients

Patients were randomly selected for participation. The first contact with pa-
tients was a letter describing the project, including an acceptance form for pa-
tients to sign if they wished to participate in the study. It also clarified that
participation was voluntary, and further contact with the care providers would
not be adversely affected if patients chose not to participate. Patients were free
to leave the study at any time. Patients could use a written diary or a blog. Pa-
tients were instructed to record events for 14 consecutive days. Participants in
the lung cancer case were also asked if they wished to participate in an inter-
view following the use of the diary. Convenience and illness determined who
finally was interviewed. Table 4 contains an overview over participating pa-
tients.

Data from 70 participants (13 in the first cycle, 40 in the second cycle, and 17
in the added lung cancer case) was collected.

Thirty-seven patients (21 male, 16 female) belonged to the orthopedic process.
Ten patients (nine male, one female) belonged to the rehabilitation process.
Six patients (one male, five females) belonged to the gastro-enterology pro-
cesses. Data from 17 patients was collected in the lung-cancer process (13
male, two female, two female next of kin).

The approximate mean ages were 67 years in the orthopedic group, 45 years
in the rehabilitation group, and unknown in the gastro-enterology group (most
participants did not to disclose their age). In the lung cancer group, the median
age was 74.

Implementation of ideas

In the first three cases, the diary was aimed for the continuous improvement.
Films were also used created from patients’ experiences and used internally
(see summary of appended Article 3). In the lung cancer case, diaries were
used in the framework of a larger improvement initiative. A report was creat-
ed building on the collected diaries which was used in the improvement work
and which was also the basis for a masters thesis for two of the nurses (An-
dersson and Bettembourg Grundstrém, 2012). The research system did not
systematically involve in the implementation of ideas from patients, which is a
limitation.

Ethical approval

The research was approved by the Regional Ethical Review Board in Linko-
ping (Ref. nos. 20029-09). The participants’ autonomy was acknowledged by
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emphasizing in text, a cover letter, and the diary that participation was volun-
tary and participants could withdraw from the study at any stage. Participants
were also informed that confidentiality was maintained when presenting re-
sults. All participants were over the age of 18.

3.4 Analysis of patients’ contributions

3.4.1 Data collection from solicited diaries

Although developing the diary process was a goal by itself, it was also a data-
collection method. Diaries have been used in a number of research areas, such
as ethnographic, anthropological (Burgess, 1984; Hammersley, 2007), and
psychology studies (Breakwell et al., 2006; Mackrill, 2008). Diaries for data
collection are either solicited or unsolicited. An unsolicited diary is a personal
document that describes a subjective perception of social reality (Jones, 2000).
A solicited diary is kept at the request of the researcher and usually is struc-
tured into time, events, persona, or units of interest.

The diaries in this study were solicited, as there were instructions for the sub-
jects. The explicit goal was to identify ideas for improvements. The diaries
had three data-collection parts. In the introduction, patients were asked to
briefly introduce themselves and present reasons for their contact with
healthcare. For each day, the diary was separated into two parts: An open re-
counting of the day’s events and contacts; and a three-item list to fill in specif-
ic improvement ideas. See Figure 7.

In-depth interviews

In the last study, involving lung-cancer patients, interviews evaluated patients’
experience of participating in service development. The interviews were 45 to
75 minutes long and conducted in patients’ homes. An interview guide was
used, which was based on relevant theory. The interviewees were asked how
they felt about being asked to participate in the service-development project,
why they participated, if they thought they or other patients could contribute,
if they had any personal gains from participating, and positive and negative
emotions associated with participating. The interviews were transcribed into
text.
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Figure 7 The diary design used in the study

3.4.2 Data Analysis

Thematic analysis

We identified patterns in the interview material in the same way as we did in
the diaries. The analytic process was in line with the phases of thematic analy-
sis Braun and Clarke (2006) propose. Familiarization with the data initially
generated ideas for creating codes. The different authors made this individual-
ly. These codes were linked together and grouped into potential themes in a
group activity. Each theme was reviewed to ensure that it reflected both its
associated coded extracts and the entire data set. We discussed interpretations,
disagreements, and questions throughout the process to reduce the risk of sub-
jectivity and preconceptions.

For the interview analyses (in Article 6), we used theoretical propositions
from self-determination theory to define themes, in a top down approach. We
used the NVIVO 10 software to code themes in diaries and interviews.

Inferential statistics

To investigate how types of disease (episodic/chronic) and context (home/care
provider) influenced types of ideas we used a quasi-experimental design. Qua-
si-experimental designs are designs that are close to being experiments but
does not meet the requirements fully (Bryman and Bell, 2011). In the present
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case, types of disease and context were independent variables. Using the cod-
ing from the content analysis, we coded each idea for relevant characteristics
of types, characteristics, and sources of patients’ ideas. We used logistic re-
gression to investigate the influence that the independent variables and their
interaction effect had on six dependent variables related to characteristics and
sources of ideas. Logistic analysis was used, since the data points were binary.
Through the differences in the dependent variables and the differences in the
topics of the ideas, we identified what characterized the four groups. Based on
the type of disease (episodic/chronic) and context (home/caregiver), we identi-
fied four different roles that a patient can have in healthcare service develop-
ment.

3.5 Evaluation of the methodological approach

Construct validity, internal validity, external validity, and reliability are four
common tests for empirical social-research quality. All except internal validity
are relevant in exploratory research (Yin, 2009). I will use Yin’s criteria to
discuss this research. Because there are three types of findings in the study, I
will discuss them separately. First, there were findings from the literature re-
view. Second, there were findings about how to make a process for handling
diaries. Third, there were findings about what we can learn regarding patient
involvement in service innovation using diaries and from analyzing diary con-
tent.

3.5.1 Validity and reliability

Construct validity concerns the correctness of the operational measures for the
concepts being studied (Yin, 2009). Qualitative studies are often criticized for
not developing a sufficiently operative set of measures. Using multiple
sources of evidence, establishing a chain of evidence, and letting key inform-
ants review the study report counters construct-validity weaknesses (ibid).

External validity is the confidence in generalizing study discoveries to people,
contexts, and times not included in the study. This often concerns the study
sample. Yin (2009) proposes strategies to use multiple cases and make analyt-
ical generalizations, using theory to make predictions and confirm them. Find-
ings may be statistically and/or generalizable to theory. Theoretical generali-
zability means that theory is extended to new context. It may refer to theoreti-
cal advances at early stages or theoretical refinement (ibid).

Reliability ensures that study operations can be repeated with the same results
in a specific case (Yin, 2009). Merriam (1997) proposes that researchers
should clarify their position, triangulate different data-collection methods,
provide trails for audits, and describe how the research was conducted.

The literature review

The review concerning patient involvement was performed in accordance with
the Prisma criteria for literature reviews (Www.prisma-statement.org), which

45



is a requirement for publication in the journal to which the article was submit-
ted. Because the primary aim was to describe the field, thematic analysis was
suitable. In the search phase, we used standardized search terms and expert
help to formulate research strings. In the analysis, both authors read the sam-
pled articles in the inclusion process. Both researchers also analyzed all arti-
cles in the thematic analysis. We discussed findings to improve inter-coder
reliability.

However, it is still likely that a different set of researchers would identify dif-
ferent articles for inclusion and made different interpretations of their signifi-
cance. They would probably also synthesize the results differently. Our ambi-
tion was to remain true to the original articles, and not over-interpret any find-
ings. As we point out in the article, the causalities in relation to patient in-
volvement are understudied.

Developing the diary-based methodology for patient involvement in service
innovation

In developing the model for involving patients, the primary measure was
whether or not the process of administering the diaries worked in practice.
The informants (healthcare staff) could judge this and were continuously in-
volved in writing progress reports. The diary content and patients’ actions
were used as an additional evidence source. This included degree of participa-
tion, activity in writing and contributing, number of ideas and topic ideas. The
study was strengthened by a multiple-case strategy, in which the four care
units covered different types of care. This strengthened the generalizability
and explained some of the variations expected in organizations, although not
statistically.

Findings concerning the process of the methodology may be useful to other
healthcare units by user generalization (Merriam, 1997), in which experiences
from the cases in the thesis can be useful to the reader and generalized to their
own domain.

Drawing conclusions from patients’ contributions

Data collection was conducted in a well-documented, straightforward fashion.
Data analysis is susceptible to greater variation, as it depends on the individu-
als performing the analysis. In the context of coding variables, inter-coder re-
liability is important for consistency (Bryman and Bell, 2011). In analyzing
the diaries, the thematic framework was created in collaboration and discus-
sion, and different categorizations were defined. Concerning patients’ contri-
butions, it is likely that the range of ideas and topics would be similar in dif-
ferent healthcare contexts, but the emphasis on aspects of care would differ. In
Article 5, a procedure for selecting the most innovative patients was used. We
rated diaries on two factors that were important for useful user contributions
according to theory. Although the inter-reliability was measured and satisfac-
tory, it is possible that a different set of researchers would have come to dif-
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ferent conclusions or used different criteria. The strategy is an attempt to
achieve analytical generalization by applying existing theory on user in-
volvement to the healthcare context.
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4 SUMMARIES OF APPENDED
ARTICLES

This chapter summarizes the six appended articles. Each summary contains a
brief background and objective, and describes how the article relates to the
research question of the thesis. Summaries also contain the main findings of
each article and a brief account of conclusions and contributions.

4.1 Article 1: The antecedents and consequences of
patient involvement — a systematic review and
thematic analysis

Snyder, H., Engstrom, J.
4.1.1 Background

Article 1 investigates patient involvement in healthcare by systematically re-
viewing the empirical research published in healthcare journals. The article
primarily addresses Research Questions 1 of the thesis, concerning current
forms, antecedents, and consequences of patient involvement.

To capture the concept of patient involvement, the searches were conducted
using three categories of MeSH terms and keywords. Category A: patient in-
volvement, patient participation, patient compliance, empowerment, and pa-
tient power. Category B: cooperative behavior, collaboration, co-creation, co-
designing, and cooperation. Category C: self-care, attitude of health person-
nel, cost savings, self-help groups, and professional-patient relations. From a
first sample of 3,329 articles, a final sample of 125 relevant articles from more
than 40 journals was selected for analysis.

4.1.2 Findings and contributions

Themes about categories of patient involvement concerned decision-making,
delivery of healthcare, and development and research. Themes of enabling
factors concerned patients, staff, and the organization system. One theme con-
cerned the consequences of patient involvement. The following model synthe-
sizes how patient involvement was investigated in previous research (Figure
8).
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Figure 8 Model for patient involvement in healthcare

Forms of patient involvement

Patient involvement in decision-making: Decision-making studies concern
issues such as attitudes, implementation methodologies, and decision aids that
physicians can use. Although both physicians and patients are generally posi-
tive toward shared decision-making, patients are not actively involved in
many cases and are not given a role in decision-making. A challenge lies in
understanding the individual patient’s decision-making preferences. Patient
involvement in healthcare delivery concerns how patients are actively engaged
in their own care, from self-medication to advanced self-management. Studies
show that patient involvement in delivery depends on a complex interplay of
personal, physician, and contextual factors. Patient involvement in develop-
ment and research differs from the previous two forms, as it not only concerns
treatment, but improvement of the healthcare system. This most commonly
occurs by surveys, which are rarely used to improve quality, because support-
ing values, infrastructure, and training are not in place. Some researchers sug-
gest qualitative methods understand patients’ experiences.

Antecedents

Patient education regarding disease and treatments is seen as an important
means to increase patient involvement in healthcare delivery and to improve
adherence to treatment. Education is needed to reach involvement objectives.
Staff may teach patients even when they do not define this as teaching. Patient
empowerment aims to activate and enable patients, address patients’ psycho-
social aspects, and increase quality of life. Patients are empowered by collabo-
ration and trust. It is influenced by patients’ efforts to remain in control, sup-
port, acceptance, and the ability to maintain hope. Training healthcare profes-
sionals may concern how physicians can improve their communication skills
and encourage patients to more actively participate. Through communication,
staff can change patient behavior and promote activity and involvement. Phy-
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sicians and nurses use a number of communication strategies for involvement,
such as positive or negative reinforcements. However, patients sometimes feel
involved when there has been objectively very little collaboration. Service sys-
tems support involvement. This includes specialized centers and programs
with follow-up and educational opportunities, group sessions with patients,
and chances for patients to meet other patients and their families. Communi-
ties can maximize the utility of scarce resources and strengthen patients. In-
formation technology can help patients and physicians work together.

Anticipated consequences

We identified three types of effects reported in the literature: Health out-
comes, patient satisfaction, and healthcare costs. These were found in connec-
tion to all three types of patient involvement. In relation to decision-making, a
number of studies report effects of patient involvement. These involved de-
creased decisional conflict and stress, increased health-related quality of life,
decreased work disability, and effective pain control. A number of studies fo-
cusing on education and patient involvement in healthcare delivery reported a
positive relationship between self-management and health outcomes. Patient
education and self-management increase independence and reduce the number
of healthcare visits and days in the hospital. Self-management may also in-
crease patient satisfaction and compliance.

The article contributes by taking a general view on patient involvement that is
not dependent of specific type of involvement or a specific concept. It pro-
vides a framework for viewing patient involvement. The article point out to
important research gaps. While the research can report indicative effects of
patient involvement, more studies are needed concerning consequences. The
proposed model can be a tool for thinking about patient involvement in prac-
tice and research.

4.2 Article 2: Solicited diaries as a means of involving
patients in development of healthcare services

Elg, M., Witell, L., Poksinska, B., Engstrom, J., Dahlgaard-Park, S., Kam-
merlind, P.

4.2.1 Background

The objective of Article 2 is to explore the use of diaries as a means to involve
patients in service innovation, and addresses the thesis’ research question of
how to involve patients in service innovation (Research Question 3 and 4).
The potential benefits and shortcomings of doing so address Research Ques-
tions 3 and 4. The article describes the first attempts at using diaries to bridge
the gap between the rhetorical view of patients as contributors and the lack of
methods for actually achieving this. The methodology was developed in an
action-research project in three healthcare processes. Patients were randomly
invited to participate, until 10 patients in each clinic accepted. Participants
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were asked to recount events each day and give suggestions for improve-
ments. The approach also helped identify the types of contributions, primarily
in the form of ideas, patients would provide.

In the next section I will describe our main findings. It contains more and
longer excerpts from the diaries than in the actual article to give a better pic-
ture of the patients’ contributions than what was possible in the journal for-
mat.

4.2.2 Findings and contributions

Of the 30 patients who agreed to participate, 13 diaries were returned. These
diaries contained 102 ideas for improvement and suggestions. On average,
each participant wrote 800 words and provided seven ideas. There was wide
variation, with one patient submitting 17 ideas, compared to none in another
diary. The amount of text and number of ideas changed over time (Figure 9).
The graph shows that patients started using between 60 and 80 words per day
to describe their experiences, but that the writing became less extensive by the
end of week one. After one week, we phoned participants to encourage them
to keep writing, which explained the bump in the graph at day 9. The number
of words and ideas dropped again by the end of week 2.
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Figure 9 Average of written words per day

We identified four writing styles: Brief, reporting, reflective, and descriptive
(Table 5). Brief diaries (n=5) had little content, and the text described the pa-
tient’s everyday situation in a brief way. In the one reporting diary, the patient
chronologically and objectively reported the day, similar to a captain’s log. In
the descriptive diaries (n=6), patients described situations during the day. The-
se situations were often closely related to their health and contact with
healthcare and adhered closely to the instructions. In the one reflective diary,
the patient discussed the events of the day in a more reflective manner, as well
as past and future events.
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Table 5 Excerpts from diaries

Excerpts

An

An

excerpt from a brief diary

“I have no difficult toilet visits today, feeling very tired and can’t cope with
everything that | normally do. | just do everything | need to when | have
picked up the kids at daycare.”

excerpt from the reporting diary

“l wake up with a bit of nausea. Have difficulty eating and drinking. At 10
o'clock I'm transported to radiology, which goes smoothly. At lunchtime, |
try to stand up on the floor but faint. A peculiarity of mine is that | faint
easily. Most of the day spent in bed with the exercises recommended
physiotherapy. Visit of the occupational therapist, who checks that | have
gotten aids.”

excerpt from a descriptive diary

“Tired today. But a little better. Mobilized all forces for today's rehab. Noth-
ing gets done at home. Cannot be bothered to cook. There will be tea and
biscuits. Had enough energy to take a bath in the evening at least. I've
stopped showering because it's a hassle to keep up my arms when I'm
washing my hair. It is easier in the bath. Difficult to hold the pen. Pain in
the hands and wrists. Want to read my thrilling novel but | have no energy
fo hold the book or keep focus on the content”

excerpt from the reflective diary

“It feels like the assessment of work is one-sided (both from social insur-
ance agency and healthcare) and only about how much work | can per-
form in the workplace. At least as much energy and effort is spent on the
work that you have to do when you get home. They account of things like
grocery shopping/cleaning/washing etc. But parent meetings/car inspec-
tion/bill payment/purchase new clothes for the children/gym bags/soccer
practice/car repair/redecoration/cleaning supplies/polishing shoes (or
leather sofa)/take up winter clothes. All that which is on top of everything
else but still must be done. Every week there is at least one such thing and
there is almost always something like that turns my life up-side down,
takes all my strength”

Patients provided ideas that stemmed from their experiences with healthcare
and their daily lives. The ideas concerned a wide range of aspects of the care,
and aimed to change both healthcare and their own behaviors. In many cases
ideas concerned how healthcare could support the patient.
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Nine idea topics were identified (Table 6):

Table 6 Examples of ideas from patients

Topic with example

Access to healthcare activities
“When | was discharged in February, on a Saturday afternoon, | got a
bunch of prescriptions — then the pharmacy at the hospital was closed.”
Manner of healthcare professionals
“Take the pain patient seriously, do not make it easy for themselves and

lead talk into depression as the cause when the pain is the real reason
why everything seems black as night.”

Self-care
“Get information about nutrition, for instance chamomile tea instead of
sleeping pills.”

Technical tools
“Having a dog is so common that you daily see people’s sanitation prob-
lems picking up after their four-legged friends.”

Communication skills among healthcare personnel
“As soon as it is found that surgery is necessary physiotherapists and
occupational therapists should come into the picture. Many tips and ac-
tivities from them would facilitate the waiting time and perhaps also the
procedure.”

Medicine and prescriptions
"Try all kinds of treatments. I'll gladly try anything. It has to pay off, even
if it would only help a little bit.”

Administrative and clinical routines
[l would like] help with reasonable planning! Maybe you write up every-
thing you do in a week or two and then get help to go through it with an
occupational therapist.

Coordination of healthcare-related activities
"The doctor you’re with at the beginning should turn and take advice
from specialists.”

Waiting times
“The possibility to get time and contact, the waiting times. Some type of
inquiry about how | felt during that long period.”

Article 2 contributes insights into the range of ideas patients provide, and
shows that many patients are willing to participate. It also demonstrates that
the diary method can collect ideas and narratives in a way that makes context
understandable. Regardless of writing style, patients gave insights and ideas
that can be the basis for service innovation. Article 2 also highlights that the
format may contain barriers to participate for some patients. This issue is ad-
dressed in Article 3, in which the diary is further developed and there is more
focus on how care providers can use the provided data.
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4.3 Article 3: Co-creation and learning in healthcare
service development

Elg, M., Engstrom, J., Witell, L., Poksinska, P.

4.3.1 Background

Article 3 further develops the diary-based methodology. It had more partici-
pating patients (54 patient diaries, including the patients from Article 2), but
foremost it refined the process for handling the diaries and learning from the
data. Article 3 also investigates how the material from the diaries could be
used other than for collecting ideas. The experiences from the previous article
showed that there was much to learn from both the ideas and the texts. This
article addresses Research Questions 3 and 4, concerning how patients can be
involved in service innovation.

4.3.2 Findings and contributions

The model for working with the diaries primarily resulted from the action-
research workshops, which highlighted important aspects of how the model
should be implemented and how organizations can learn from the material in
the diaries. The model was divided into preparation, execution, and learning
phases (see Figure 10).

Patient
Ideas

N
Summary
Report

Process . .
Care : Medium Recruiting Patients
Process and Diary . X L
) . Selection Patients Writing
Selection Design

T T
Preparation Execution Learning

J/

Patient
Narratives

Figure 10 The model for patient co-creation in service development

The first step in the preparation phase is selecting the care process. The pro-
cesses should be selected based on the quantity of patient flows, major costs,
or lack of quality. The medium selection proposed physical diaries, private
blogs, or phone calls, since patients may have preferences. Patients preferred
physical diaries or blogs. Diary and process design contains choices about the
content that the patient will be asked to write. In this case, there were two sec-
tions:

* Tell us about today’s contact with healthcare, or an every day situa-

tion relating to your health status.
* My ideas and suggestions
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Care providers should decide how patients will be approached, who should
read the diaries, and how the data should be stored. Ethical aspects and patient
safety must be considered.

Recruiting patients is the first step in the execution phase. A strategy to recruit
patients should be random, typical, opportunistic (cf. Miles and Huberman,
1984). The choice should be in line with the development project’s purpose.
Supporting patients’ writing means that staff must be available to support the
writing. The diaries were kept for 14 days. The amount of text decreased over
that time, which signified that 14 days was an adequate amount of time. Pa-
tients were contacted and encouraged to keep up the writing midway through
the writing period. When the writing period was over, identifying information
was removed.

The third phase in the model is the learning phase. We identified three ways
of learning from the diaries. First, the ideas from the diaries should be used for
continuous improvement efforts or as input for service-innovation projects.
Second, a larger number of diaries can be used to create a report to identify
strong and weak areas of the care process. This could be used in combination
with statistical patient-satisfaction surveys to flesh out the numbers with quali-
tative meaning. Third, individual patient stories can be highlighted. The pa-
tient stories can be a basis for discussion within healthcare teams and a motor
for change.

Article 3 contributes a methodological framework for working with diaries in
the organization and highlights important aspects to consider when involving
patients. It also suggests how qualitative data can help improve the healthcare
process.

4.4 Article 4: The influence of disease and context on
patient participation in healthcare service
development

Poksinska, B., Witell, L., Engstrom, J., Elg, M., Snyder, H.

4.4.1 Background

A necessary first step for increasing patient participation in healthcare service
development is determining which patients to involve and how to do so. Arti-
cle 4 aims to clarify the various roles a patient may have in healthcare service
development and examines how types of disease (episodic/chronic) and con-
text (home/care-provider location) influence suitable forms of patient partici-
pation for healthcare service development. Article 4 builds on the same data
as Article 3 and uses the identified ideas as basis for analysis.

All ideas were coded according to characteristics (solution orientation, value
creation, and context for realization) and sources (triggers, context embed-
dedness, and idea’s appearance). We analyzed significant differences between
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the groups. We suggest which method to use, depending on type of care and
context.

4.4.2 Findings and contributions

The statistical analysis revealed significant differences between the groups on
the majority of the coded variables (for details, see full article). Based on the-
se differences, the study identified four possible patient roles: Patient as feed-
back provider (episodic disease at care-provider location); patient as problem-
solver (episodic disease at home); patient as co-developer (chronic disease at
care-provider location); and patient as an expert (chronic disease at home)
(Figure 11). These will be described in the following.

Diaries
Interviews
Focus groups
Experience
based co-design

Complaint cards
Questionnaires
Focus groups

Feedback Problem
provider solver
Episodic at caregiver Episodic at home
Chronic at home Chronic at caregiver
Co-
Expert
developer

Diaries
Ethnography
Participatory action
research

Interviews

Experience
based co-design
Patient forums

Interviews

Figure 11 An overview of patient co-creation roles in service development

Patients as feedback providers — episodic at care provider

This group primarily provides ideas regarding administrative matters, infor-
mation deficiencies, and attitudes of healthcare staff. The contributions were
feedback on the care experience, such as deficiencies and suggestions to fix
these problems. The ideas often appeared ad hoc, as the result of a specific
event. We suggest traditional methods that efficiently capture experiences and
complaints, such as surveys, complaint cards, and focus groups.

Patients as problem solver — episodic at home

Episodic patients at home typically provided more ideas upon which they
would act, rather than just giving feedback to care providers. Ideas typically
concerned daily living aids, practical issues, and medical care. The ideas in
the areas of medical care and information subjects included improvements for
self-management and suggestions to care providers on providing information.
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The importance of the physical context, and patients’ intent to implement the
ideas themselves, suggests that methods for involving these patients should
allow rich descriptions and build on active engagement. One such method is
experience-based co-design (Bate and Robert, 2006), in which patients active-
ly participate in the service design. Diaries, interviews, and focus groups are
also suitable for collecting information.

Patients as co-developers — chronic patients at care-provider location

Chronic patients at care-provider locations provided ideas concerning treat-
ment of their health problems, administrative matters, care providers’ attitude,
and informational subjects. As long-term patients, they often had much more
information about their own disease and the caregiving process. Their ideas
often concern the care-provider process. The ideas often stemmed from pa-
tients’ personal experiences and concerned issues they repeatedly experienced
and reflected upon for long periods of time.

These patients should primarily be involved in more long-term initiatives and
collaborations than episodic patients. A large proportion of patients’ ideas
concerned staff interactions. The collaborative nature of the care should also
be reflected in the involvement methodology. Care providers should use long-
term, collaborative methodologies, such as patient forums and collaborative
workshops for staff and patients (Bate and Robert, 2006).

Patients as experts — chronic patients at home

Patients with chronic diseases at home are not only knowledgeable about their
illness, but have more information about their context, so are considered ex-
perts. This group provided ideas concerned medical care and administrative
matters for improving treatment of their healthcare problem. Ideas from
chronic patients at home often emerged from ongoing problems. These pa-
tients were specific regarding possible solutions and ideas concerning their
own actions. Care providers may learn how to better support patients’ self-
management through these expert patients. Chronic patients at home should
be involved by methods that enable care providers to understand patients’ sit-
uations and how the care fits into their lives. Suitable methods are based on
ethnographic methods. Service development may also be more far-reaching,
such as participatory action research, in which patients, families, and care
providers build forums to support quality of life and care (Marincowitz,
2003).

Article 4 contributes a tool to identify which forms of involvement are suita-
ble in which situations. It suggests that episodic patients in the hospital (low
degree of care co-production, with little patient control and involvement) con-
tribute in different ways than do chronic patients in a home environment. The
latter patients have a high degree of knowledge concerning their disease and
context, and actively co-produce their care.
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4.5 Patient involvement in healthcare service
development — who to involve and why

Engstrom. J., Snyder, H.
4.5.1 Background

The idea behind this article came from the first attempts to use the diaries. We
noticed that some patients were significantly more motivated to write and also
more innovative (see Engstrom, 2012). We connected this to the notion of
lead users. This article identifies the most innovative patients, investigates
what separated them from other patients, and relates this to lead-user theory.
The article addresses the thesis research questions regarding the involving pa-
tients in service innovation and Research Questions 3 and 4, and 5, which
concerns motivation.

4.5.2 Findings and contributions

This is a summary of the four most innovative patients in the diary study.
What did they write about? Did they attempt to implement ideas? What was
reason for their needs?

Daily living aids — Henry. Henry is a 76-year-old retired farmer and a hip-
replacement patient. Henry’s contributions primarily concerned daily living
aids and solutions to everyday problems at home. Hip-replacement patients
encounter a number of practical issues when they return home, but this patient
showed a remarkable ability and level of innovativeness in terms of overcom-
ing these issues and suggesting solutions. His diary was full of useful solu-
tions to problems at home, the hospital, and even on hunting excursions with
his dog. Henry often came up with his own solutions. When he couldn’t im-
plement them for himself, he provided suggestions for how they could be
solved.

Social aspects — Simon. Simon is a middle-aged teacher with a background in
nursing. He was also an orthopedic patient in the hospital for a hip replace-
ment. Simon focused on the social dimensions of healthcare and stands out in
terms of his ability to constantly notice, reflect, and provide suggestions on
social aspects. Simon shares reports of incidents, ideas, and suggestions from
the entire experience of being a patient in the hospital, from admission, to sur-
gery and rehabilitation at the hospital, to daily problems at home. Simon rare-
ly implemented ideas himself, as he lacked the ability or power to do so. His
ideas were often focused around organizational matters and education of
healthcare professionals. However, his thoughtful reflections provided hard-
to-get information on social aspects of being a patient in the hospital.

Life strategies — Agnes. Agnes is a 40-year-old mother of two who suffers
from chronic pain. Agnes’ contributions reflected her everyday struggle to
manage her severe pain. These were expressed as life strategies. She partici-
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pated in a “pain school” offered at the hospital. She learned about working
more ergonomically and relaxation techniques. Despite her difficult situation,
Agnes does not want to assume the role of a patient. She suggested:
“Chang[ing] the word ‘patient’ in care to something more positive ... such as
‘human being,’ ‘user,” or ‘customer.’” Agnes shared real-life anecdotes, such
as choosing to celebrate her 40t birthday when, at the same time, she had so
much pain that it was a huge effort to simply get through the day. Agnes im-
plemented her ideas and wrote that she was willing to try anything at least
once. She had insights about living in constant pain while managing her fami-
ly life, which were very difficult for an outsider without such experiences to
understand.

Administration — David. David is 69 years old and recently retired from a job
as a technician and manager. He suffers from an advanced stage of lung can-
cer which makes his participation challenging. His contributions regularly
contained insightful ideas and reflections related to administrative issues, in-
cluding: Staffing must be increased to avoid mistakes; staff must be trained in
problem-solving techniques and heard for improvements; and patient fees
must increase to provide better funding. David did not implement ideas, as
they primarily concerned the care provider, but he discussed solutions. For
David, being creative and reflective was not optional. It was in his nature, and
he wanted to contribute even though he was unlikely to reap the benefits him-
self.

The most innovative patients in this study had important differences from how
lead users are described in the literature (Table 7). They are not enthusiastic
users with strong interests, but can see and reflect upon needs or problems
within specific areas. They are not primarily motivated by their wish to gain
direct benefits from their solutions, but participate because they feel affinity
with the care provider or other patients. These patients apply relational com-
petencies and innovative competencies to suggest solutions and share their
situation.

Table 7 Comparison of lead users and top performing patients

User situation Motivation Requires
Lead users
Has strong needs and tries to Direct benefit from Innovative com-
find solutions, as solutions are use petencies
not available.
Enthusiastic user.
Top performing patients
Has or sees strong needs and Affinity with provider Relational com-
reflects on solutions, but often petencies
lacks ability to implement. Empathy with co-
Involuntary user. patients
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Building on Liithje and Herstatt (2004), we suggest a four-step process to in-
volve patients:

1. Form an interdisciplinary team, including different actors such as nurs-
es, physicians, and healthcare management, but also other important
stakeholders, such as patient organizations.

2. Identify problematic areas and unmet needs within the selected care
process or area.

3. Identify suitable participants for involvement.

4. Involve and work with patients to improve or generate new solutions
within the service system.

Article 5 contributes the first exploration on what makes some patients more
innovative and sharing than others. It shows that some patients have particular
interests in certain areas, and some have strong motivation to participate. It
suggests that while these patients are different than lead users in other do-
mains, the idea of carefully selecting which users to involve, depending on
purpose, may be applicable in also in healthcare.

4.6 Article 6: Innovating service while fighting cancer?
User involvement, ethics, and patient well-being

Engstrom, J., Elg M.
4.6.1 Background

The last article, Article 6, aims to investigate the motivations that patients
have for being involved in service innovation, and how the participation influ-
ences them. It addresses the research questions concerning motivation and
influence on well-being, Research Questions 5 and 6. The study was based on
the project in the lung cancer unit. Analysis of their motivation to participate,
and how this affected their well-being was based on their diaries, and inter-
views. The analysis draws from motivation theory and broaden-and-build the-
ory, which connects emotional states and levels of participation.

4.6.2 Findings and contributions

Compared to the other care units, the degree of participation in this group of
lung cancer patients was lower. Approximately 25 percent of the patients
chose to participate. Of those who chose to say why they did not participate,
the primary reason was poor health. We identified four motivators: restitution;
sociality; obligation; and enjoyment, and the lack of motivation, amotivation
(Table 7). In the following, I will present these, with examples.

Motivation and activity level

Amotivation. The relatively low degree of participation in this study compared
to the previous study may be explained as amotivation; a sense of incompe-
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tency or lack or relevance of the task. One participant who had previously had
a hip replacement compared her writing in the current project, to how it
would have been after surgery of her hip: “It would have been different, 1
would have written [more] then...I had control, in some way, but this...I can
Just decide to trust those who are specialists, and simply follow along.”.

Restitution. Some patients engaged in the service innovation initiative to voice
their dissatisfaction with a specific event in their contact with healthcare per-
sonnel. We called this category of motivation restitution. One patient said that
he only had one issue that was brought up in the diary: “It took too long time
between they discovered my cancer and when they started treatment”. One
patient emphasized that he “writes names and everything” meaning that spe-
cific individuals involved in errors should be pointed out. This form of moti-
vation seems to be related to strongly negative affects.

Sociality. To come get connection to the care provider and other patients is
another motivator. We used the notion of sociality to give meaning to this cat-
egory. One patient referred to the initiative: “It is valuable to meet others
[with cancer diagnosis] and not to be alone.” One patient said: “I think it is
good to move a little bit closer to the personnel that you meet at the
healthcare department... it doesn’t do harm.” In relation to restitution, which
was linked to a negative affective state, motivation by sociality was more neu-
tral.

Obligation. We identified a motivation for participation was linked to obliga-
tions as patients and citizens. The service-innovation activity was integrated
into the patient’s conscious valuing of the activity. One patient was excited
about the initiative and said: “When someone starts something like this you
believe is promising you would like to show that you are interested and want
to be there, then it's up to [the developers] to decide.”

Enjoyment. A final motivator is intrinsic motivation, or enjoyment. The char-
acteristics of such motivation are based on the enjoyment and interest of the
task itself. Thus, external rewards are not the driving mechanism for these in-
dividuals. One patient writes: “I like those kinds of things, it has always been
my job, sort of speak, to help out”.

Influence of Well-being

Participation primarily affected psychological well-being and a sense of sup-
port. Some reported that the experience was stressing, or that they felt inade-
quate. Several patients expressed positive feelings of accomplishment and
control in relation to the task. One patient wrote: “I had managed to push
trough the tiredness and done something. You should know it’s hard.... I was
actually happy, for me. [...] Perhaps also because I had written down my
emotions, but I feel no sorrow and have no fear that I have to express.” Pa-
tients who were motivated by restitution to participate felt a sense of relief and
closure from expressing their concerns. “It feels good to have it put forward
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and have it read, then when you move on it doesn’t matter anymore, 1 have
said what I thought and felt.”

This project was the first opportunity for many patients to meet others in the
same situation. One patient was surprised that the atmosphere was so positive,
despite the severe disease from which they suffered: “We had some fun, we
made fun of our selves, sort of speak, about how sick we were. They have lived
it themselves, you can’t experience other people’s emotions if it didn’t happen
to you.” A woman wrote: “I was really happy when you invited me... I felt
that I wasn’t forgotten when I came home, it was warming.”

Table 8 Motivations for participation in service innovation

Motivation and description Associated Degree of
emotions participation
Non interest
Disinterest because of lack of relevance, Unknown None
sense of competence.
Restitution
Patients who feel they have been mis- Negative Low

treated in their care, motivated to voice affect
their discontent and gain redemption.
Sociality
Patients who see the service develop- Neutral Medium
ment project as an opportunity to create

relatedness between themselves, the
caregiver and other patients.

Obligation
Patients who see participation as an obli-  Neutral Medium
gation as patient an citizen to participate.

Enjoyment
Patients who are motivated to participat- Positive High

ed by the belief that they can contribute  affect
to themselves or the next of kin, and find
enjoyment in doing so.

Article 6 contributes a new perspective on patient involvement in service in-
novation. It shows that patients have styles in the participation and suggests
that patient involvement should not only be judged on the basis of direct out-
comes in terms of how it affects the service, but also how it affects the patient.
Patient involvement can lead to positive effects, but the goals of the care pro-
vider and patients do not always converge.
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5 DISCUSSION

This chapter contains the final discussion of this research and underlines some
of its main findings. The discussion aims to extend rather than replace the dis-
cussions in the appended articles. These articles are referenced in normal ref-
erencing style. Each subchapter briefly answers the research question, then
highlights important aspects of the main findings and relates findings to pre-
vious research.

5.1 The forms, antecedents, and consequences of
patient involvement

The first research question of the thesis concerns the concept of patient in-
volvement and its forms, antecedents, and consequences. The literature review
(Article 1, Snyder and Engstrom, 2014) investigates this question from the
perspective of empirical research in the healthcare research field. The review
shows that patient-involvement research primarily concerns three main types
of involvement: Decision-making, delivery, and development and research.
The desired level of involvement is often not reached. To increase involve-
ment levels requires readiness of patients, staff, and service systems (ibid).
Studies on the effects of patient involvement are scarce but indicate that dif-
ferent forms may lead to positive effects on costs and patient satisfaction, ad-
herence, and health outcomes (ibid).

5.1.1 The gap between preaching and practice

An important finding is the gap between wanting to involve patients and the
practicality of doing so (Snyder and Engstrom, 2014). The importance of pa-
tient involvement in decision-making is frequently discussed in relation to
patient-centered care and evidence-based medicine (see Montori and Guyatt,
2008). However, there are disturbing gaps between rhetoric and practice. Phy-
sicians often do not practice shared decision-making (Charles et al., 2004).
Even when they aim to do so, they often fail. One study showed that a majori-
ty of breast cancer patients did not feel they had the role they wanted in deci-
sion-making (Kremer et al., 2007). Some patients’ felt they were not involved
enough, while others felt they had to assume more responsibility than they
wanted (ibid). To make things worse, even when patients and doctors perceive
that decisions were made in collaboration, it was often objectively not so
(Saba et al., 2006). This shows care providers cannot think about patient in-
volvement as a mere function of a decision to implement the practice. It re-
quires determined efforts to work with proper attitudes and skills, and an in-
creased understanding of the patient (Snyder and Engstrom, 2014).

The need to understand patients is important in shared-decision making but
also in delivery of healthcare, which may include advanced self-management
(Barlow et al., 2002). To increase patients’ involvement in delivery requires a
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holistic view of the patients. This includes understanding patients’ cultural
contexts (Wang and Abbott, 1998), but also their inner thoughts and narratives
about themselves, which influence their activity levels (Haidet et al., 2006).
The ways in which healthcare involves patients in development currently does
not meet these requirements. Traditional forms of understanding the patient
perspective dominate, such as reviews and focus groups. While our findings
are limited to healthcare research (Snyder and Engstrom, 2014), they are co-
herent with those in a review specifically studying patient involvement in ser-
vice innovation (Crawford, 2002) and empirical studies of service innovation
in healthcare practices (Andersson, 2013; Groene et al., 2009). These tradi-
tional methods are insufficient to understand patients’ experiences or contexts
as a basis for improvement (Bate and Robert, 2006; Greenhalgh et al., 2010).
Today, care providers spend much energy collecting data from patients that is
not used for improvement (Coulter et al., 2014).

5.1.2 Bridging the gap

To bridge the gap between rhetoric and practice of patient involvement, care
providers must prepare staff, patients, and systems (Snyder and Engstrom,
2014). One way to view the proposed model for patient involvement (ibid, see
Figure 8 in section 4.1.2) is viewing forms of patient involvement as media-
tors between planning and preparation for involvement, and the consequences
in terms of satisfaction, costs, and outcomes. The model suggests a system-
wide perspective, where different forms of involvement are not seen as sepa-
rate, but following a common logic. This is in line with ideas in the empow-
erment literature (Anderson and Funnell, 2005). Change may occur on a small
scale by adopting tools that can aid patients and staff or, on a larger scale, by
forming arenas in communities for improved health on a community level
(Ozanne and Anderson, 2010). There are inherit cultural challenges that needs
to be addressed, such as a culture of blame and tendencies among clinician’s
to defend their autonomy (Lansisalmi et al., 2006). It should be noted howev-
er, that involving behaviors are not only a preference but also a skill. While
inclusive behaviors are natural to some staff, these behaviors can be learned to
support an increased degree of patient involvement through communication,
attitudes, and behaviors (see e.g. Boxer and Snyder, 2009). Complicating fac-
tors are, as previously noted, the desired level of patient involvement varies
among patients, and that actual and perceived involvement is not the same.

5.1.3 The consequences of patient involvement

The article review (Snyder and Engstrém, 2014) shows that the literature con-
tain indications that increased patient involvement leads to reduced costs, in-
creased satisfaction and better health outcomes. This is in line with arguments
for patient empowerment (Anderson and Funnell, 2005) and patient-centered
care (Robinson et al., 2008): More engaged patients may increasingly accept,
and adhere to, treatment. Patients are in a better position to take over tasks and
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follow treatments, which reduces the risk for re-hospitalization and decreases
costs. Unfortunately, the evidence is weak, and it is crucial to further investi-
gate to find empirical support. In an evidence-based environment, blind faith
does not impress skeptical physicians and other decision-makers (Pope et al.,
2002).

5.2 Understanding patient value and patients’ value
creation

To see patients as active participants changes how we view value and value
creation. The second research question in the thesis was how the role of the
patient can be conceptualized with regard to value creation. I will discuss this
question from the perspectives of the healthcare and service research present-
ed in the theoretical framework and the literature review (Snyder and Eng-
strom, 2014). Table 8 summarizes the evolving perspectives on value and how
it is created in service and healthcare research perspectives. I emphasize dif-
ferences between the perspectives.

Table 9 Overview of perspectives on value creation

Primary unit of Role of beneficiary in value Value
analysis creation/ Service innovation

Healthcare: Traditional healthcare

Physician Passive receiver of Clinical outcomes, costs
care/Passive

Healthcare: Evidence-based medicine

Patient-physician  Complies to treat- Clinical outcomes
dyad ment/Passive
Healthcare: Micro-systems approach
Micro-system Travels between, microsys- Clinical outcomes, Func-
tems, Self manages disease/ tional health status, Satis-
Provider of information faction, Costs
Service: Traditional marketing
Provider Consume services / Added value to products
Passive
Service: Traditional services marketing
Supplier- Service consumer / Satisfaction
customer dyad Provider of information
Service: Current service thinking
Customer’s ser- Value (co)creator / Co- Experienced value in use
vice system developer, source of innova-
tions

In healthcare, the primary unit of analysis has traditionally been the patient-
physician dyad. Improvements primarily concerned what doctors do (Laffel
and Blumenthal, 1989). Today, there is a focus on the micro-system, wherein
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patients contribute to decisions and self-management (Nelson et al., 2011).
Value has moved from being strictly defined as health outcomes and costs, to
also encompass experiences. Nowadays, value is measured by objective and
subjective measures. Increasingly, healthcare research acknowledges patients
as a potential resource for innovation (Groene et al., 2009). In service man-
agement, the analytical focus has moved from the producer, to the customer-
supplier dyad, to the customers service system (Edvardsson et al., 2006). The
service literature uses customer experiences as a basis for defining value,
building on a value-in-use view (Gronroos and Ravald, 2011; Vargo and
Lusch, 2004). User involvement is integral to service innovation (Witell et al.,
2011).

Given the commonalities and differences between these research fields, is it
possible to integrate the views of value and patient roles in value creation, and
accept knowledge from both traditions?

5.2.1 Determining value

The service perspective and healthcare perspectives clearly differ when it
comes to determining value (Hardyman et al., 2014). From a service perspec-
tive it could be argued that the notion of value as experiential, idiosyncratic
and contextual is true also for healthcare in the sense that it is the patient and
no one else that experiences the consequences, and that experiences of value
and preferences varies among individuals. But patients want healthcare to be
delivered in accordance to best knowledge (Coulter, 2005) and in the evalua-
tion of healthcare or, in the context of decisions, our own experienced value is
not sufficient. As Blumenthal and Sremikis (2013) point out, the fundamental
issue is that patients need help to determine value in practical situations. Seen
as a tool to help estimate decision-making in collaboration with the patient,
the value compass has many attractive features (Nelson et al., 1996). It pre-
supposes accordance with best evidence, which is essential for ethical reasons;
it is measurable in the present; it contains subjective components; and it con-
tains costs involved for the patient. A crucial lesson from the service research
however, is that value from the patients’ point of view and the provider’s
point of view may differ, especially in relation to costs. These perspectives
need to always be analytically distinguished. It is also, as will be discussed,
necessary to other methods for understanding subjective values than is cur-
rently used.

The debate on value in healthcare, and the pursuit of high value healthcare
will continue, as does the need to prioritize increase as a function of new and
costly medications (Curfman et al., 2013). There are seemingly insurmounta-
ble problems to overcome, in measuring costs and evaluating care. It is possi-
ble that the question to ask is not how value can be calculated, but through
which processes patients and care providers can come together at different
levels (individual patients and physicians; patient groups; society) and make
these prioritizations. This approach is in line with the reasoning of Greenhalgh
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et al. (2010) who see co-production models in healthcare as a way forward
from a consumerist approaches or a discussion over power.

Based on the previous discussion, I suggest that value in healthcare should be
viewed as co-determined (following service lingo) in the context of decisions
and evaluation. This notion may be natural to healthcare researchers, but more
foreign to service researchers. A more broad view of value in healthcare may
lead to healthcare service research that extends beyond short-term experienc-
es.

5.2.2 Understanding value co-creation in healthcare

The terms patient involvement, as used in healthcare research, and value co-
creation, as used in service research, relate. Both concepts highlight that the
beneficiaries’ actions are integral to the outcome, but they are not the same.
The service perspective’s primary focus is on the customers’ value-creating
network (Gronroos and Ravald, 2011; Vargo and Lusch, 2004). In healthcare,
the main focus is on healthcare’s value-creating network, which is the primary
unit of analysis (see Nelson et al., 2011). Through concepts such as patient
empowerment and patient-centered care, the views are merging. Wassen et al.
(2007) write: “Today, many of the most progressive micro-systems design
care not only with the patient in mind but also with patients and families serv-
ing as full members of the team.” A patient’s value creating network encom-
passes resources within the healthcare system and private resources (Elg et al.,
2012; McColl-Kennedy et al., 2012).

Learning more about patients’ activities is important, considering the growing
number of chronic diseases, for which treatment hinges on patient activity.
The service perspective extends and reverses the question of patient involve-
ment. In this view it is not only about how healthcare can involve patients, but
how patients involve healthcare in their lives (Heinonen et al., 2010). When
and how do patients utilize healthcare resources to improve health are im-
portant questions. Patient involvement should thus be viewed both ways: Pa-
tients are involved by care providers, and involve care providers in their lives.
Value in healthcare is co-created by using healthcare resources and other re-
sources in the patients’ service network.

The fact that the public spends billions on alternative medicine shows that
there is a willingness to participate, and that this ambition often is misdirected.
This willingness is notable also in the diaries of patients, who often contain
ideas regarding their own involvement, but where they are hindered from in-
volvement due to lack of information or other resources (Poksinska et al.,
2014). Shorter (1985) paints a picture of alienated postmodern patients. These
patients apply unconventional treatments because they lack better alternatives.
Involving patients as active participants in healthcare can direct their energy
to something more fruitful with real positive change for their health.
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5.3 Involving patients in service innovation

Research Question Three concerns how care providers can involve patients in
service innovation.

The thesis proposes one method based on diaries, through which patients pro-
vided ideas and experiences, as a practical tool in service innovation (Elg et
al., 2011, 2012, Articles 2 and 3). The process is divided into three phases:
Preparation, execution, and learning (Elg et al., 2012). It contains concrete
advice for how to apply the methodology for each phase: The processes in
which the diary should be used, access and storage of patient data, how care
providers can learn from the data, and how the process can be integrated in the
organization (ibid). The diary is one of many opportunities. In the choice of
method, a number of factors should be considered, including the intended con-
text and whether patients are long term or short term patients (Poksinska et al.,
2014). While the diary method is discussed in the articles, I will stress some
points further. The content of diaries — what we can learn from patients — is
discussed in the next section 5.4.

5.3.1 Learning from diaries — making it work

The methodology proposed pen and paper, blogs, and phone as the means for
data collection (Elg et al., 2011). The crucial point of the method was that pa-
tients may submit thoughts in situ, where and when the care takes place (Kris-
tensson et al., 2004). The patients’ ideas often stemmed from the context in
which they found themselves and as a result of ad hoc events. Likewise, the
ideas in healthcare are often unique, innovative, and come from patients’ per-
spective. Patients’ contributions showed that through the diaries, they were
able to provide ideas and experiences with a variety of aspects (Elg et al.,
2012, 2011). Without a good process for managing these contributions, pa-
tients’ efforts will be for naught.

Successful service innovation hinges on a systematic approach (Edvardsson et
al., 2000; Gustafsson and Johnson, 2003). Patient involvement in healthcare is
often symbolic, which may be a result of provider disinterest, but probably
also because structures for improvement are lacking (Andersson, 2013). A
crucial point in the preparation phase is that the diary should be part of an im-
provement system or a service innovation initiative for developing a
healthcare process. The methodology proposes three ways to do so: Incorpo-
rating ideas in service innovation, creating a summary of multiple stories to
provide statistical numbers with qualitative meaning, and using narratives as a
basis for change (Elg et al., 2012).

Gustafsson and Johnson (2003) suggest that the necessary first step to im-
prove a service is to remove things done incorrectly. The narratives and ideas
can identify these things and be a basis for continuous improvement. The se-
cond level in Gustafsson and Johnsons model concerns improving things done
correctly. Surveys are typically used to measure and assure progress. An ag-
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gregate of diaries can help give these reports qualitative meaning as basis for
support. The final level in Gustafsson and Johnson’s model concerns more
radical service innovation. For radical innovation, such as redesigning a pro-
cess, the diary may be used in the ideation stages of the development process,
and in end stages that evaluate new services (Edvardsson et al., 2000). Finally,
the service-innovation process happens in a organizational culture (ibid). The
diary narratives can help staff understand the patient perspective and why it
matters. In the first project, actors enacted three of the diaries. These films
supported a culture in which patients’ experiences matter.

5.3.2 Handling diary data - ensuring no harm

Diaries sometimes contain highly sensitive data. They are typically private
documents, with no other intended reader. The solicited diaries used in these
studies were different, as there was an intended reader. However, the diary
format invited the writer to share personal thoughts. Patients depended on
healthcare staff. This raises important questions: Who should have permission
to read the diaries; how should diaries be stored; how to ensure that the blog
diary data did not reach unintended readers. This is an overall complicating
factor for patient involvement in healthcare service innovation (Elg et al.,
2011).

On the one hand, healthcare providers need to listen to criticism. On the other
hand, it must be ensured that these criticisms do not harm the patient. Addi-
tionally, staff must not be negatively affected. The diary may contain criti-
cisms about individual staff members. The present study contains examples of
patients who explicitly wanted to name physicians, and strongly expressed
that the physician was unsuited for their job (Engstrém and Elg, 2014). This
was problematic, as the complaints were not official and the cause was never
investigated. Staff members risk accusations for wrongdoings, without a
chance for defense in a formal process.

For these reasons, the care provider must have a strategy in place. In this study
the diaries were made anonymous before being used. Healthcare providers
who use diaries must choose a strategy for ensuring patient safety.

5.3.3 Selecting method for involvement

An important question is which method to use. The thesis demonstrates how
context and type of disease influence contributions with regard to source and
characteristics (Poksinska et al., 2014). Short-term hospital patients contribut-
ed ideas in terms of reactions to events, whereas patients at home, especially
chronic patients, often had insights they considered for a long time (ibid).
Care providers should choose an appropriate method for involving patients to
get positive results and avoid frustration (ibid). Diaries are just one of many
means for involving users in service innovation. Care providers must consider
a number of factors: Budget, organization readiness, and goals of service in-
novation. In some cases, simple tools such as complaint notes may be useful
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(ibid). At the other end of the spectrum are activities in which patients and
care staff work in close collaboration. Higher degree of involvement increases
the chances substantial improvement (von Hippel, 1986; Witell et al., 2011).
Experience-based co-designed activities (Bate and Robert, 2006) may be a
template for service innovation that draws from service-design methods and
adapts these to healthcare. Experience-based co-design is an approach rather
than a methodology (ibid). It uses multiple methods and collaboration be-
tween care providers and patients. A potential use of the diary method, is to
use as a complementary tool for collecting narratives in the framework of ex-
perience-based co-design.

5.4 What healthcare providers can learn from patients

The fourth research questions concerns what care providers may learn from
patients. This research question is addressed in several of the appended arti-
cles by analyzing patients’ contributions.

Patients share complaints, experiences and emotions, and have innovative ide-
as (Elg et al., 2012, 2011). Patients’ contributions concern a range of aspects,
from healthcare staff manners, to ideas concerning self-care, to administrative
routines. Their contributions concern things the care provider can change, how
they can support patients’ activities, and what patients can do for themselves
(Poksinska et al., 2014). Some patients are especially insightful in a specific
aspect of the care that deeply concerns them and go to great length to think of
solutions that they sometimes implement (Engstrdém and Snyder, 2014, Article
5).

5.4.1 Development from the patient context

The approach of collaborating with patients is well grounded. Methods that
build on co-creation with service users lead to more original ideas and better
outcomes in service-development projects than traditional methods, such as
interviews or focus groups (Witell et al., 2011). An important differences be-
tween patients and other customers is that patients must be seen from a holis-
tic perspective (Berry and Bendapudi, 2007). Patients experience their disease
and treatment in a physical, social, and emotional context. By involving pa-
tients in service innovation, the care provider gets access to the patients’
sphere, which is hidden to the care provider (see Figure 12; more detailed ver-
sion is Figure 3). Healthcare staff rarely get systematic feedback from patients
in ways other than surveys (Groene et al., 2009), which bind patients to the
survey framework. Patients’ contributions collaboration are contextually con-
nected, capture experiences, and relate to patient behaviors (Poksinska et al.,
2014). Involving patients in service innovation accesses patients’ service net-
work and sees them from an outside-in approach to service innovation (Gus-
tafsson and Johnson, 2003).
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Provider sphere Patient sphere

Figure 12 Provider and patient spheres. Adapted from Gronroos and Voima

(2013)

5.4.2 Reconfiguration of roles and improved service offerings

Patients’ ideas may concern both incremental (somewhere to put the crutch in
the bathroom) and radical changes (integrated healthcare teams) (Engstrom
and Snyder, 2014). Many of the ideas concern aspects of service quality (Par-
asuraman et al., 1988): Timeliness, communication, and courtesy were recur-
ring issues. These types of ideas are often oriented towards incremental ser-
vice innovations (Ettlie et al., 1984). However, what seems to be a small
change to the patient may imply a radical reconfiguration of roles for the care
provider, especially when multiple actors are involved. Service innovation can
be viewed traditionally or, from a perspective of value creation, as the recon-
figuration of roles and resources (Michel et al., 2008). Patients interact with a
multitude of healthcare service providers, such healthcare centers or insurers.
The ability of these actors to collaborate affects the patient. Viewing
healthcare through the eyes of the patient allows the care provider to better
understand how the services may fit into the patient’s life and hopefully lead
to improved coordination. It is also noteworthy that patients’ ideas often con-
cerned aspects of their treatments or lives in which they want to engage, but
lack the knowledge and skills to do so. By supporting the patients’ ambition,
the care provider may help reshape the patients’ role.

5.5 Patients’ motivations for involvement in service
innovation

Research Question 5 concerns patients’ motivation for involvement in service
innovation. Engstrom and Snyder (2014), Article 5, examines the most inno-
vative participants, who combined an ability and motivation to contribute
within a specific area. Engstrom and Elg (2014), Article 6, suggests that pa-
tients may have various motivations for participating in service-innovation
initiatives: joy; social following norms; or seeking restitution.

5.5.1 Lead patients — the most motivated

The lead-user methodology suggests that some users will be especially moti-
vated to innovate. In line with observations regarding lead users (von Hippel,
1986), our results indicate that these patients are valuable and innovative with-
in a specific domain (Engstrom and Snyder, 2014). These patients have a par-
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ticular need, as opposed to being innovative in a wider area. These needs may
concern the realities of their personal situation, but also their contacts and ex-
periences with the care provider (ibid). It also seems that the primary motive
for involvement in development is not always the patient’s own benefit or so-
lution. Emotions such as empathy and affinity to the care provider and other
patients are also important (ibid).

Will these contributions from a select number of highly motivated patients be
valid for all patients? It is important to be clear about the purpose of innova-
tion efforts. The differences between ordinary patients and these lead patients
make them able to provide innovations that can later benefit all patients. It is
necessary to separate the creative process with the process of determining
which ideas are most useful.

5.5.2 The variety of motivation

Brockhoff (2003) studied user incentives for involvement in industrial set-
tings, in which the motivation structure is different. In the case of patients, and
especially those with very severe diseases, involvement in service develop-
ment becomes a very personal and meaningful affair. McColl-Kennedy et al.
(2012) provide a number of customer value co-creation styles in the delivery
of healthcare. The present studies show that patients have different styles of
value co-creation during service development, in which they seek to create
value both for themselves and for other patients (Engstrom and Elg, 2014). A
practical implication is that care providers who involve patients in service de-
velopment must be aware of the wide range of motives that drive patients to
participate. There are often strong positive and negative emotions that will be
aired. Restitution is one important motivation to participate. These studies
found several examples of patients who felt that they had not received the cor-
rect diagnosis in time or that waiting times for their treatment were too long,
which they felt caused serious consequences (Engstrom and Elg, 2014).

5.6 The influence of participation on patients’ well-being

The final research question the influence of participation on patient’s well bel-
ing. Patients may have both positive and negative experiences from participa-
tion (Engstrom and Elg, 2014). The personal benefits they perceive may pri-
marily concern support and psychological well-being (ibid). The interactions
that are inherent in the service-development process are a way to derive sup-
port and increase sense of connectedness, and offer an opportunity for patients
to reflect on their own situation (ibid). The negative effects concern stress and
negatives emotions of not being able to complete the task. Diseases may also
inhibit patients from participating (ibid).

5.6.1 Support and accomplishment

The first important finding in relation to well-being is how patients felt sup-
port from being involved. While the project in which they participated did not
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contain many interactions between patients, just being part of a group that
shared the same disease was rewarding (Engstrom and Elg, 2014). They were
given the opportunity to meet both staff and other patients informally.

Research on commercial cancer centers shows that patients may derive sup-
port from coming together and having their experience acknowledged by a
professional employee (Rosenbaum and Smallwood, 2013). Service innova-
tion projects give patients a task. For patients suffering from a disease that
may prevent them from working and assuming their usual roles, this may be
important (Engstrom and Elg, 2014). Feelings of accomplishment are empow-
ering. Unfortunately, the opposite may also be true. A large number of partic-
ipating patients did not complete the diaries. This is a challenge and oppor-
tunity for healthcare providers. Care providers should strive to design their
projects so that most users can be involved or that there is a number of ways
in which the patient can contribute. The patients’ ability to complete the pro-
ject should also be considered to avoid patients feeling incompetent or push-
ing themselves too hard mentally and physically.

5.6.2 Well-being and creativity

An interesting aspect is that the effects of well-being are bi-directional. Posi-
tive emotions influence our ability to take on challenges and open our minds
to a larger array of thoughts and actions (Gallan et al., 2013). By designing
user involvement methods so that both the needs of the patients and the care
provider can be achieved, there is a win-win situation. Such involvement
methods achieve both short-term goals of increased current patient well-being
and long-term goals of improved service for future patients. Patients’ physical
and mental states greatly affect their ability to participate. Patient involvement
should be viewed from a social-context perspective. Not only is outcome im-
portant for involvement, but the processes whereby patients are involved also
leads to positive effects.

This concludes Discussion. Next and final chapter is Conclusions, Contribu-
tions and Further Research.
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6 CONCLUSIONS, CONTRIBU-
TIONS AND FUTURE RESEARCH

This final chapter consists of closing comments about the present research. It
specifies some contributions of the research to the existing knowledge, and
identifies some avenues for future research.

6.1 Conclusions

Healthcare is changing. Care providers increasingly rely on patients to per-
form tasks, seek information, and prevent disease. This is driven by necessity,
as chronic diseases are becoming more common, but also by new enabling
technology and of a marketization of society (Nordgren, 2008). The question
regards whose terms this change occurs. The conclusion in this thesis is that
healthcare staff often do not use involvement practices in decisions concern-
ing individual patients or in developing healthcare (Snyder and Engstrom,
2014). When they do, they often fail, and when they believe they have suc-
ceeded, involvement is often symbolic. While the degree of patient involve-
ment should be a function of the preferences and ability of the patient (Saba et
al., 2006), it is too often a function of the preferences and abilities of the phy-
sician. At the same time, patient involvement is seen as a key in many of to-
day’s healthcare concepts. The vision of these concepts is patient-centered
care in which empowered patients take control over their situation and lead
better lives (Anderson and Funnell, 2005). However, the risk is that patient
involvement in practice involves a lot of responsibility but little empower-
ment. The review of the empirical literature in the field (Snyder and Eng-
strom, 2014) suggests that patient involvement should not be seen as the func-
tion of a decision, but as the result of concerted actions of empowerment and
education of patients and staff, communication, and the building of supporting
service systems. It is expressed in forms of involvement in decisions, delivery,
and development and may reduce costs and improve satisfaction and health
outcomes.

Fundamentally, patient involvement requires a mental transformation from a
paternalistic view in which care is delivered to patients, to one in which pa-
tients, care providers, and other actors create positive outcomes together.
Healthcare has already taken important steps in this direction, and knowledge
from service and healthcare research can be combined to further this trans-
formation (Anderson and Funnell, 2005; Gronroos and Ravald, 2011; Vargo
and Lusch, 2004; Wills and Holmes-Rovner, 2003). The position of the pre-
sent thesis is that value should be understood as multidimensional and, in the
context of decisions, co-determined by patients and physicians on the basis of
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evidence and preference. Value is co-created in the patient’s service network,
which also encompasses the care provider, other organizations, family, and
friends. Care providers must not only understand how they can involve pa-
tients, but how patients involve healthcare in their lives.

Consequently, increased patient involvement requires a better understanding
of the patients’ behaviors, contexts, and inner worlds (Haidet et al., 2006;
McColl-Kennedy et al., 2012; Nelson et al., 2011). The surveys that are most
commonly used in healthcare contexts to understand the patients’ needs and to
develop services do not meet these requirements. Instead, methods that build
on the active participation of patients are necessary (Bate and Robert, 2007;
Witell et al., 2011). Patients are the only people who actually experience their
complete healthcare process, from symptoms, to examination and treatment,
to rehabilitation. They are also the only ones who experience the emotional
processes within this process. Patient involvement in service innovation can
open a window to the patient’s life and allow the patient to share his or her
emotions, reactions, and creative ideas (Elg et al., 2012, 2011). Given the op-
portunity, patients may provide ideas concerning a multitude of aspects, both
regarding how healthcare can improve its processes (such as decreasing wait-
ing times or improving collaboration across units), but also regarding what
patients can do for themselves (Poksinska et al., 2014). These ideas may im-
ply small but meaningful service innovations or radical role configurations. In
many cases, the patients are seeking help from the care provider to actualize
their ideas.

Many patients also want to help the care provider in return and are motivated
to participate in improvement activities. Even in the face of a severe disease
and with little hope of harnessing outcomes, some patients make the choice of
giving, and find joy in doing so. Some patients may have a special interest in a
specific aspect of healthcare and have a need to reflect on that (Engstrém and
Snyder, 2014). There are several other motives for a patient to participate
(Engstrom and Elg, 2014). Patients may use participation as an opportunity to
find restitution after mistreatment. Others are driven by an obligation to give
back, and some just want to meet other patients and find support. Health is
laden with meaning, is personal, and occurs in a social context. By involving
patients in service innovation, we should not only seek new innovations, but
also positive and uplifting experiences of our participants. This can result in
meaningful collaboration and understanding between healthcare staff and pa-
tients that leads to improved healthcare performance and better patient experi-
ences.

6.2 Contributions

The aim of this thesis has been to explore patient involvement and service in-
novation in healthcare. To do so, it has incorporated elements from healthcare
and service domains and contributed to these literature streams. It has espe-
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cially contributed to the transformative service paradigm, which centers on
creating uplifting changes of and improvements for individual, families, social
networks, and collectives (Anderson et al. 2011). Indeed, it is among the first
doctoral theses of this new paradigm. The current work specifically contrib-
utes to the fields of patient involvement and service innovation in healthcare,
as well as in public organizations overall.

Through a literature review on patient involvement, the thesis contributes to
healthcare management concepts that build on the active participation of pa-
tients through self-management (Bodenheimer et al., 2002), in decisions about
their own care (Wills and Holmes-Rovner, 2003), and as a contributors for in-
service innovation (Bate and Robert, 2006). Further, the thesis draws on ser-
vice research (e.g. Gronroos and Ravald, 2011; Vargo and Lusch, 2004) to
discuss conceptualizations of value and value creation in healthcare (Nelson et
al., 1996). In this way, it contributes to a discussion on how knowledge from
service research and healthcare research can be integrated, combining
healthcare management research with transformative service research.

Concerning patient involvement in service innovation, the thesis proposes a
diary-based methodology for involving patients in service innovation. This
methodology showcases the vast array of ideas that patients can generate in
service innovations, and also offers advice on where in the development pro-
cess it should be used. This methodology can be used in healthcare and in oth-
er service organization, and adds to the field of user involvement in healthcare
(Greenhalgh et al., 2010)

The present thesis also shows how the context and type of disease influences
the types of contributions a patient can make. It makes suggestions about
which methodologies for patient involvement are advisable in certain cases.
This has not been studied previously and has important practical implications.
The approach is not only unique to healthcare, but to service innovation in
general.

The thesis examines an extension of the lead user methodology to healthcare
(von Hippel, 1986), and points to similarities and differences among high-
performing users among patients compared to other groups.

By analyzing patients’ diaries and in interviews with participants, we have
learned what motivates patients to participate in service innovation. Self-
determination theory (Ryan and Deci, 2000) is applied to explain patients mo-
tivations. This theory helps explain the dynamics of user involvement, and has
practical implications as care providers need to manage various types of moti-
vation.

Finally, the thesis explores how patients are influenced in participation. It
shows that a secondary outcome to patient involvement in service innovation
has effects on the well-being of patients. Understanding the influence on pa-
tients’ well-being is important for ethical reasons, and provides further sup-
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port for the practice of involving users, as feelings of support and accom-
plishment are associated with participation.

Overall, the thesis explores patient involvement and service innovation in
healthcare from new perspectives, thereby contributing to our collective ef-
forts to improve healthcare.

6.3 Future research

As is usually the case, conducting this research has raised many more ques-
tions. In this section I point out some areas that I believe may have important
implications.

Firstly, patient involvement is widely accepted and supported in the healthcare
literature. However, what is preached is not always practiced. The review of
patient involvement suggests that what is required is education, changes in
attitude, and the creation of service systems. How this is achieved in practice,
taking into account cultural factors within the medical profession, is a chal-
lenging but important area of research with great potential.

Secondly, self-management and self-care are essential in developing coun-
tries, where medical resources are scare. Involving patients and communities
in healthcare service innovation should be especially rewarding. A community
action research approach should be suitable (Ozanne and Anderson, 2010).

Thirdly, regarding service innovation, the present study has shown that pa-
tients found the involvement activity and meeting other patients to be reward-
ing. Following this view of healthcare, patients and healthcare come together,
not only to improve healthcare, but also to create relations and support. To
find forms of involvement, with the multiple aims of creating positive experi-
ences and positive health outcomes, and improving the health system, is excit-
ing.

The main driver for increased patient involvement, and the main driver for the
transformation of healthcare, will be technology. A major trend in the short
term is wearable technology, which makes it possible to gauge the body in
real time. In the longer term, we will see the robotization of healthcare, which
will dramatically challenge the professional roles in healthcare, and a biotech-
nology that challenges how we view ourselves as humans. Technology there-
fore needs to be coupled with an understanding of us, as human individuals
and collectives.

80



REFERENCES

Alam, I., 2002. An exploratory investigation of user involvement in new service devel-
opment. Journal of the Academy of Marketing Science 30, 250-261.

Alaszewski, A., 2006. Using diaries for social research. SAGE.

Alvesson, M., Karreman, D., 2011. Qualitative Research and Theory Development:
Mystery as Method. SAGE.

Anderson, L., Ostrom, A.L., Corus, C., Fisk, R.P., Gallan, A.S., Giraldo, M., Mende,
M., Mulder, M., Rayburn, S.W., Rosenbaum, M.S., Shirahada, K., Williams, J.D.,
2013. Transformative service research: An agenda for the future. Journal of Busi-
ness Research 66, 1203-1210.

Anderson, R.M., Funnell, M.M., 2005. Patient empowerment: reflections on the chal-
lenge of fostering the adoption of a new paradigm. Patient education and counsel-
ing 57, 153-157.

Andersson, A.-C., 2013. Quality Improvement in Healthcare : Experiences from a Swe-

dish County Council Initiative (dissertation). Linkping.

Andersson, K., Bettembourg Grundstrom, A., 2012. Upplevelser av lungcancervérden:
Patient och nérstdendes perspektiv : En empirisk studie med kvalitativ ansats.

Aristotle, 2004. Politics. Digireads.com Publishing.

Arrow, K.J., 1963. Uncertainty and the Welfare Economics of Medical Care. The Amer-
ican Economic Review 53, 941-973.

Arrow, K.J., 2004. Uncertainty and the welfare economics of medical care. 1963. Bull
World Health Organ 82, 141-149.

Badcott, D., 2005. The expert patient: valid recognition or false hope? Medicine, health
care, and philosophy 8, 173-178.

Baker, A., 2001. Book: Crossing the Quality Chasm: A New Health System for the 21st
Century. BMJ 323, 1192-1192.

Barlow, J., Wright, C., Sheasby, J., Turner, A., Hainsworth, J., 2002. Self-management
approaches for people with chronic conditions: a review. Patient Education and
Counseling 48, 177-187.

Bate, P., Robert, G., 2006. Experience-based design: from redesigning the system
around the patient to co-designing services with the patient. Qual Saf Health Care
15, 307-310.

Bate, P., Robert, G., 2007. Bringing user experience to healthcare improvement: the
concepts, methods and practices of experience-based design. Radcliffe Publishing,
Abingdon, UK.

Berry, L.L., Bendapudi, N., 2007. Health Care: A Fertile Field for Service Research.
Journal of Service Research 10, 111-122.

81



Berwick, D.M., 2002. A User’s Manual For The IOM’s “Quality Chasm” Report.
Health Aff21, 80-90.

Bilgram, V., Brem, A., Voigt, K.-1., 2008. User-Centric Innovations in New Product
Development — Systematic Identification of Lead Users Harnessing Interactive
and Collaborative Online-Tools. International Journal of Innovation Management
12, 419-458.

Bitner, M.J., Brown, S.W., 2008. The service imperative. Business Horizons 51, 39-46.

Bitner, M.J., Ostrom, A.L., Morgan, F.N., 2008. Service Blueprinting: A Practical
Technique for Service Innovation. California Management Review 50, 66-94.

Blumenthal, D., Sremikis, K., 2013. Getting Real About Health Care Value. Harvard
Business Review.

Bodenheimer T, Wagner EH, Grumbach K, 2002. Improving primary care for patients
with chronic illness: The chronic care model, part 2. JAMA 288, 1909-1914.

Bodenheimer, T., Lorig, K., Holman, H., Grumbach, K., 2002. Patient Self-management
of Chronic Disease in Primary Care. JAMA: The Journal of the American Medi-
cal Association 288, 2469 —2475.

Boxer, H., Snyder, S., 2009. Five communication strategies to promote self-
management of chronic illness. Family practice management 16, 12—16.

Braun, V., Clarke, V., 2006. Using thematic analysis in psychology. Qualitative Re-
search in Psychology 3, 77-101.

Breakwell, P.G., Hammond, D.S.M., Fife-Schaw, D.C., Smith, P.J.A., 2006. Research
Methods in Psychology, 3rd ed. Sage Publications Ltd.

Brennan, P.F., 1999. Health informatics and community health: support for patients as
collaborators in care. Methods Inf Med 38, 274-278.

Brockhoff, K., 2003. Customers’ perspectives of involvement in new product develop-
ment. International Journal of Technology Management 26, 464—481.

Brown, S.W., Fisk, R.P., Bitner, M.J., 1994. The Development and Emergence of Ser-
vices Marketing Thought. International Journal of Service Industry Management
5,21-48.

Bryman, A., Bell, E., 2011. Business Research Methods 3e. Oxford University Press.

Bulsara, C., Ward, A., Joske, D., 2004. Haematological cancer patients: achieving a
sense of empowerment by use of strategies to control illness. Journal of clinical
nursing 13, 251-258.

Burgess, 1984. In the field: An introduction to field research. N.Y.: Routledge.

Bynum, W.F., 2006. The Western Medical Tradition: 1800-2000. Cambridge University
Press.

Carbonell, P., Rodriguez-Escudero, A.IL., Pujari, D., 2009. Customer Involvement in
New Service Development: An Examination of Antecedents and Outcomes. Jour-
nal of Product Innovation Management 26, 536—550.

Chambers, R., Wakley, G., Blenkinsopp, A., 2006. Supporting Self Care in Primary
Care. Radcliffe Publishing.

82



Chandler, J.D., Vargo, S.L., 2011. Contextualization and value-in-context: How context
frames exchange. Marketing Theory 11, 35-49.

Charles, C., Gafni, A., Whelan, T., 2004. Self-reported use of shared decision-making
among breast cancer specialists and perceived barriers and facilitators to imple-
menting this approach. Health Expectations 7, 338-348.

Churchill, J., von Hippel, E., Sonnack, M., 2009. The Lead User Project Handbook
[WWW Document]. URL http://web.mit.edu/evhippel/www/teaching.htm (ac-
cessed 4.1.12).

Coombs, R., Miles, I., 2000. Innovation, Measurement and Services: The New Prob-
lematique, in: Metcalfe, J.S., Miles, I. (Eds.), Innovation Systems in the Service
Economy, Economics of Science, Technology and Innovation. Springer US, pp.
85-103.

Cooper, R.G., 1983. A process model for industrial new product development. IEEE
Transactions on Engineering Management EM-30, 2—11.
doi:10.1109/TEM.1983.6448637

Cooper, R.G., 1990. Stage-gate systems: A new tool for managing new products. Busi-
ness Horizons 33, 44-54.

Coughlan, P., Coghlan, D., 2002. Action research for operations management. Interna-
tional Journal of Operations & Production Management 22, 220-240.

Coulter, A., 2005. What do patients and the public want from primary care? BMJ 331,
1199-1201.

Coulter, A., Locock, L., Ziebland, S., Calabrese, J., 2014. Collecting data on patient
experience is not enough: they must be used to improve care. BMJ 348, g2225—
g2225.

Crawford, M.J., 2002. Systematic review of involving patients in the planning and de-
velopment of health care. BMJ 325, 1263-1263.

Curfman, G.D., Morrissey, S., Drazen, J.M., 2013. High-Value Health Care — A Sus-
tainable Proposition. New England Journal of Medicine 369, 1163—1164.

Dahlsten, F., 2004. Hollywood wives revisited: a study of customer involvement in the
XC90 project at Volvo Cars. European Journal of Innovation Management 7,
141-149.

Department of Health, 2001. The expert patient: a new approach to chronic disease
management for the 21st century (Publication).

Detsky AS, 2011. WHat patients really want from health care. JAMA 306, 2500-2501.

Djellal, F., Gallouj, F., 2007. Innovation in hospitals: a survey of the literature. The Eu-
ropean Journal of Health Economics 8§, 181-193.

Dolan, J.G., 2008. Shared decision-making—transferring research into practice: the Ana-
lytic Hierarchy Process (AHP). Patient education and counseling 73, 418-425.

Edvardsson, B., Gustafsson, A., Sandén, B., Johnson, M.D., 2000. New Service Devel-
opment and Innovation in the New Economy. Studenlitteratur.

83



Edvardsson, B., Gustafsson, A., Witell, L., 2006. Services Marketing: History, Current
trends and the Future, in: Marketing: Broadening the Horizons. Studentlitteratur,
pp- 87-114.

Eisenhardt, K.M., 1989. Building Theories from Case Study Research. The Academy of
Management Review 14, 532-550.

EIU, 2011. The future of healthcare in Euope. the Economist Intelligence Unit.

Ekelund, J., Robert B., Hébert, R.F., 2013. A History of Economic Theory and Method,
Sixth Edition, 6 edition. ed. Waveland Press, Inc., Long Grove, Ill.

Elg, M., Engstrom, J., Poksinska, B., Park Dahlgaar, SuMi, Kammerlind, Peter, 2011.
Solicited Diaries as a Means of Involving Patients in Development of Healthcare
Services. Forthcoming, Journal of Quality And Service Science.

Elg, M., Engstrom, J., Witell, L., Poksinska, B., 2012. Co-creation and learning in
health-care service development. Journal of Service Management 23, 328-343.

Engstrom, J., 2012. Co-creation in Healthcare Service Development : A Diary-based
approach (dissertation). Linkoping.

Engstrom, J., Elg, M., 2014. Innovating service while fighting cancer? User involve-
ment, motivation, and patient well-being.

Engstrom, J., Snyder, H., 2014. Patient involvement in healthcare service development
— who to involve and why. Submitted to journal.

Epstein, R.M., 2000. The science of patient-centered care. J Fam Pract 49, 805-807.

Ettlie, J.E., Bridges, W.P., O’Keefe, R.D., 1984. Organization Strategy and Structural
Differences for Radical versus Incremental Innovation. Management Science 30,
682—695.

European Commission, 2012. Eurobarometer Qualitative Study: Patient Involvement,
Eurobarometer Qualitative Study.

Forbat, L., Cayless, S., Knighting, K., Cornwell, J., Kearney, N., 2009. Engaging pa-
tients in health care: an empirical study of the role of engagement on attitudes and
action. Patient education and counseling 74, 84-90.

Foucault, M., 2003. The Birth of the Clinic: An Archaeology of Medical Perception.
Psychology Press.

Fredrickson, B.L., 2001. The Role of Positive Emotions in Positive Psychology. Am
Psychol 56, 218-226.

Furness, P.J., Garrud, P., 2010. Adaptation After Facial Surgery: Using the Diary as a
Research Tool. Qualitative Health Research 20, 262 —272.

Gagliardi, A.R., Lemieux-Charles, L., Brown, A.D., Sullivan, T., Goel, V., 2008. Barri-
ers to patient involvement in health service planning and evaluation: an explorato-
ry study. Patient education and counseling 70, 234-241.

Gallan, A.S., Jarvis, C.B., Brown, S.W., Bitner, M.J., 2013. Customer positivity and
participation in services: an empirical test in a health care context. J. of the Acad.
Mark. Sci. 41, 338-356.

Greenhalgh, T., Humphrey, C., Woodard, F., 2010. User Involvement in Health Care.
John Wiley & Sons.

84



Greenhalgh, T., Robert, G., Macfarlane, F., Bate, P., Kyriakidou, O., 2004. Diffusion of
innovations in service organizations: systematic review and recommendations.
Milbank Q 82, 581-629.

Gremler, D.D., 2004. The Critical Incident Technique in Service Research. Journal of
Service Research 7, 65-89.

Groene, O., Lombarts, M.J.M.H., Klazinga, N., Alonso, J., Thompson, A., Sufiol, R.,
2009. Is patient-centredness in European hospitals related to existing quality im-

provement strategies? Analysis of a cross-sectional survey (MARQUuIS study).
Qual Saf Health Care 18, i44—i50.

Grol, R., 2001. Improving the quality of medical care - Building bridges among profes-
sional pride, payer profit, and patient satisfaction. Jama-Journal of the American
Medical Association 286, 2578-2585.

Gronroos, C., 1982. An Applied Service Marketing Theory. European Journal of Mar-
keting 16, 30-41.

Gronroos, C., 2000. Service management and marketing: a customer relationship man-
agement approach. Wiley.

Gronroos, C., 2007. In Search of a New Logic for Marketing: Foundations of Contem-
porary. John Wiley & Sons Ltd.

Gronroos, C., 2008. Service logic revisited: who creates value? And who co-creates?
European Business Review 20, 298-314.

Gronroos, C., Gummerus, J., 2014. The service revolution and its marketing implica-
tions: Service logic versus service-dominant logic. Managing Service Quality 24,
1-1.

Gronroos, C., Ravald, A., 2011. Service as business logic: implications for value crea-

tion and marketing. Journal of Service Management 22, 5-22.

Gronroos, C., Voima, P., 2013. Critical service logic: making sense of value creation
and co-creation. J. of the Acad. Mark. Sci. 41, 133-150.

Gummesson, E., 1996. Relationship marketing and imaginary organizations: a synthe-
sis. European Journal of Marketing 30, 31-44.

Gummesson, E., 2000. Qualitative methods in management research. SAGE.

Gustafsson, A., Johnson, M.D., 2003. Competing in a service economy: how to create a
competitive advantage through service development and innovation. John Wiley
and Sons.

Haidet, P., Kroll, T.L., Sharf, B.F., 2006. The complexity of patient participation: les-
sons learned from patients’ illness narratives. Patient education and counseling 62,
323-329.

Hammersley, M., 2007. Educational research and evidence-based practice. SAGE.

Hardyman, W., Daunt, K.L., Kitchener, M., 2014. Value Co-Creation through Patient
Engagement in Health Care: A micro-level approach and research agenda. Public
Management Review 2014, 1-18.

85



Heinonen, K., Strandvik, T., Mickelsson, K.-J., Edvardsson, B., Sundstrom, E., Anders-
son, P., 2010. A customer-dominant logic of service. Journal of Service Manage-
ment 21, 531-548.

Helkkula, A., Kelleher, C., Pihlstrom, M., 2012. Characterizing Value as an Experience
Implications for Service Researchers and Managers. Journal of Service Research
15, 59-75.

Herzlinger, R.E., 2006. Why innovation in health care is so hard. Harv Bus Rev 84, 58—
66, 156.

Hippel, E.A. V., 2005. Democratizing Innovation. SSRN eLibrary.

Hook, M.L., 2006. Partnering with patients ? a concept ready for action. Journal of Ad-
vanced Nursing 56, 133-143.

Jacelon, C.S., Imperio, K., 2005. Participant Diaries as a Source of Data in Research
With Older Adults. Qualitative Health Research 15, 991 —997.

Jones, R.K., 2000. The Unsolicited Diary as a Qualitative Research Tool for Advanced
Research Capacity in the Field of Health and Illness. Qualitative Health Research
10, 555 -567.

Juran, J.M., 1992. Juran on Quality by Design: The New Steps for Planning Quality Into
Goods and Services. Simon and Schuster.

Kielmann, T., Huby, G., Powell, A., Sheikh, A., Price, D., Williams, S., Pinnock, H.,
2011. From awareness to involvement? A qualitative study of respiratory patients’
awareness of health service change. Health Expectations 14, 321-333.

Kremer, H., Ironson, G., Schneiderman, N., Hautzinger, M., 2007. “It’s my body”: does
patient involvement in decision making reduce decisional conflict? Medical deci-
sion making : an international journal of the Society for Medical Decision Making
27, 522-532.

Kristensson, P., Gustafsson, A., Archer, T., 2004. Harnessing the Creative Potential
among Users. Journal of Product Innovation Management 21, 4-14.

Laffel, G., Blumenthal, D., 1989. The Case for Using Industrial Quality Management
Science in Health-Care Organizations. Jama-Journal of the American Medical As-
sociation 262, 2869-2873.

Léansisalmi, H., Kivimiki, M., Aalto, P., Ruoranen, R., 2006. Innovation in Healthcare:
A Systematic Review of Recent Research. Nurs Sci Q 19, 66-72.

Lee, T.H., 2010. Putting the Value Framework to Work. New England Journal of Medi-
cine 363, 2481-2483.

Little, P., Everitt, H., Williamson, 1., Warner, G., Moore, M., Gould, C., Ferrier, K.,
Payne, S., 2001. Preferences of patients for patient centred approach to consulta-
tion in primary care: observational study. BMJ 322, 468.

Longtin, Y., Sax, H., Leape, L.L., Sheridan, S.E., Donaldson, L., Pittet, D., 2010. Pa-
tient Participation: Current Knowledge and Applicability to Patient Safety. Mayo
Clinic Proceedings 85, 53 —62.

Lusch, R.F., Vargo, S.L., 2006. Service-dominant logic: reactions, reflections and re-
finements. Marketing Theory 6, 281-288.

86



Lusch, R.F., Vargo, S.L., 2014. Service-Dominant Logic: Premises, Perspectives, Pos-
sibilities. Cambridge University Press.

Liithje, C., Herstatt, C., 2004. The Lead User method: an outline of empirical findings
and issues for future research. R&D Management 34, 553-568.

Mackrill, T., 2008. Solicited diary studies of psychotherapy in qualitative research—pros
and cons. European Journal of Psychotherapy & Counselling 10, 5-18.

Makoul, G., Clayman, M.L., 2006. An integrative model of shared decision making in
medical encounters. Patient education and counseling 60, 301-312.

McCarthy, E.J., 1960. Basic Marketing: A Managerial Approach. R.D. Irwin.

McColl-Kennedy, J.R., Vargo, S.L., Dagger, T.S., Sweeney, J.C., Kasteren, Y. van,
2012. Health Care Customer Value Cocreation Practice Styles. Journal of Service
Research 15, 370-389.

McWilliam, C.L., 2009. Patients, persons or partners? Involving those with chronic dis-
ease in their care. Chronic illness 5, 277-292.

Merriam, S.B., 1997. Qualitative Research and Case Study Applications in Education:
Revised and Expanded from Case Study Research in Education, 2nd ed. Jossey-
Bass.

Michel, S., Brown, S.W., Gallan, A.S., 2008. An expanded and strategic view of discon-
tinuous innovations: deploying a service-dominant logic. J. of the Acad. Mark.
Sci. 36, 54-66.

Miles, M.B., Huberman, A.M., 1984. Drawing Valid Meaning from Qualitative Data:
Toward a Shared Craft. Educational Researcher 13, 20-30.

Milligan, C., Bingley, A., Gatrell, A., 2005. Digging deep: Using diary techniques to

explore the place of health and well-being amongst older people. Social Science &
Medicine 61, 1882—-1892. doi:10.1016/j.socscimed.2005.04.002

Montori, V.M., Guyatt, G.H., 2008. Progress in Evidence-Based Medicine. JAMA 300,
1814-1816.

Moumjid, N., Gafni, A., Brémond, A., Carrére, M.-O., 2007. Shared decision making in
the medical encounter: are we all talking about the same thing? Medical decision
making : an international journal of the Society for Medical Decision Making 27,
539-546.

Nambisan, S., 2002. Designing Virtual Customer Environments for New Product De-
velopment: Toward a Theory. Academy of Management Review 27, 392—413.

Narver, J.C., Slater, S.F., MacLachlan, D.L., 2004. Responsive and Proactive Market
Orientation and New-Product Success . Journal of Product Innovation Manage-
ment 21, 334-347.

Nelson, E.C., Batalden, P.B., Godfrey, M.M., 2011. Quality By Design: A Clinical Mi-
crosystems Approach. John Wiley & Sons.

Nelson, E.C., Batalden, P.B., Huber, T. p., Mohr, J.J., Godfrey, M.M., Headrick, L.A.,
Wasson, J.H., 2002. Microsystems in Health Care: Part 1. Learning from

HighPerforming Front-Line Clinical Units. Joint Commission Journal on Quality
and Patient Safety 28, 472—493.

87



Nelson, E.C., Mohr, J.J., Batalden, P.B., Plume, S.K., 1996. Improving health care, Part
1: The clinical value compass. Jt Comm J Qual Improv 22, 243-258.

Nordgren, L., 2008. The performativity of the service management discourse: “Value
creating customers” in health care. Journal of Health Organisation and Manage-
ment 22, 510-528.

Nordgren, L., 2009. Value creation in health care services - developing service produc-
tivity: Experiences from Sweden. International Journal of Public Sector Manage-
ment 22, 114-127.

Normann, R., Ramirez, R., 1993. From value chain to value constellation: designing
interactive strategy. Harv Bus Rev 71, 65-77.

Ordanini, A., Parasuraman, A., 2011. Service Innovation Viewed Through a Service-
Dominant Logic Lens: A Conceptual Framework and Empirical Analysis. Journal
of Service Research 14, 3-23.

Orizio, G., Schulz, P., Gasparotti, C., Caimi, L., Gelatti, U., 2010. The World of e-
Patients: A Content Analysis of Online Social Networks Focusing on Diseases.
Telemedicine and e-Health 16, 1060—1066.

Ostrom, A.L., Bitner, M.J., Brown, S.W., Burkhard, K.A., Goul, M., Smith-Daniels, V.,
Demirkan, H., Rabinovich, E., 2010. Moving Forward and Making a Difference:
Research Priorities for the Science of Service. Journal of Service Research 13, 4 —
36.

Ottenbacher, M.C., Harrington, R.J., 2010. Strategies for achieving success for innova-
tive versus incremental new services. Journal of Services Marketing 24, 3—15.

Ozanne, J.L., Anderson, L., 2010. Community Action Research. Journal of Public Poli-
cy & Marketing 29, 123-137.

Parasuraman, A., Zeithaml, V., Berry, L., 1985. A Conceptual Model of Service Quality
and Its Implications for Future Research. The Journal of Marketing 49, 41-50.

Parasuraman, A., Zeithaml, V.A., Berry, L.L., 1988. SERVQUAL: A multiple-item
scale for measuring consumer perceptions of service quality. Journal of Retailing
64, 12-40.

Perry, C., Gummesson, E., 2004. Action research in marketing. European Journal of
Marketing 38, 310-320.

Piller, F.T., Walcher, D., 2006. Toolkits for idea competitions: a novel method to inte-
grate users in new product development. R&D Management 36, 307-318.

Pitta, D., Franzak, F., Pitta, D., 1997. Boundary spanning product development in con-
sumer markets: learning organization insights. Journal of Product & Brand Man-
agement 6, 235-249.

Poksinska, B., Engstrom, J., 2013. Value in Lean Healthcare — a critical appraisal from
a service perspective.

Poksinska, B., Witell, L., Engstrom, J., Elg, M., Snyder, H., 2014. The Influence of
Disease and Context on Patient Participation in Healthcare Service Development,
in: Forthcoming Helix Anthology.

Pope, C., van Royen, P., Baker, R., 2002. Qualitative methods in research on healthcare
quality. Quality and Safety in Health Care 11, 148 —152.

88



Pope, C., Ziebland, S., Mays, N., 2000. Analysing qualitative data. BMJ 320, 114-116.

Porter, M.E., 2010. What Is Value in Health Care? New England Journal of Medicine
363, 2477-2481.

Prahalad, C.K., Bettis, R.A., 1986. The dominant logic: A new linkage between diversi-
ty and performance. Strategic Management Journal 7, 485-501.

Robinson, A., Stern, S., 1998. Corporate Creativity [WWW Document]. CERN Docu-
ment Server. URL http://cds.cern.ch/record/1486035 (accessed 1.14.14).

Robinson, J.H., Callister, L.C., Berry, J.A., Dearing, K.A., 2008. Patient-centered care
and adherence: Definitions and applications to improve outcomes. Journal of the
American Academy of Nurse Practitioners 20, 600—-607.

Rogers, E.M., 2010. Diffusion of Innovations, 4th Edition. Simon and Schuster.

Rosenbaum, M.S., Corus, C., Ostrom, A.L., Anderson, L., Fisk, R.P., Gallan, A.S., Gi-
raldo, M., Mende, M., Mulder, M., Rayburn, S.W., others, 2011. Conceptualiza-
tion and aspirations of transformative service research. Journal of Research for
Consumers 19, 1-6.

Rosenbaum, M.S., Smallwood, J., 2013. Cancer resource centers as third places. Journal
of Services Marketing 27, 472-484.

Ryan, R.M., Deci, E.L., 2000. Intrinsic and Extrinsic Motivations: Classic Definitions
and New Directions. Contemporary Educational Psychology 25, 54-67.

Saba, G.W., Wong, S.T., Schillinger, D., Fernandez, A., Somkin, C.P., Wilson, C.C.,
Grumbach, K., 2006. Shared decision making and the experience of partnership in
primary care. Annals of family medicine 4, 54-62.

Sackett, D.L., Rosenberg, W.M.C., Gray, J.A.M., Haynes, R.B., Richardson, W.S.,
1996. Evidence based medicine: what it is and what it isn’t. BMJ 312, 71 -72.

Sacristan, J.A., 2013. Patient-centered medicine and patient-oriented research: improv-
ing health outcomes for individual patients. BMC Medical Informatics and Deci-
sion Making 13, 6.

Salmon, P., Hall, G.M., 2003. Patient empowerment and control: a psychological dis-
course in the service of medicine. Social Science & Medicine 57, 1969-1980.

Schuhmacher, M.C., Kuester, S., 2012. Identification of Lead User Characteristics Driv-
ing the Quality of Service Innovation Ideas. Creativity and Innovation Manage-
ment 21, 427442,

Segelstrom, F., 2013. Stakeholder Engagement for Service Design: How service design-
ers identify and communicate insights. Linkdping University Electronic Press.

Shorter, E., 1985. Doctors and Their Patients: A Social History. Transaction Publishers.

Smyth, J.M., Smyth, J.M., 2003. Ecological Momentary Assessment Research in Be-
havioral medicine. Journal of Happiness Studies 4, 35-52.

Snyder, H., 2014. Patient involvement - a service perspective (Licentiate thesis). Linko-
ping University.

Snyder, H., Engstrom, J., 2014. The Antecedents and Consequences of Patient In-
volvement — A Systematic Review and Thematic Analysis. Appended article to
the thesis. Submitted to journal.

89



Soto, N.I., Bazyler, L.R., O’Toole, M.L., Brownson, C.A., Pezzullo, J.C., 2007. Starting
a Diabetes Self-Management Program in a Free Clinic. The Diabetes educator 33,
166S-1718S.

Spring, B., 2008. Health decision making: lynchpin of evidence-based practice. Med
Decis Making 28, 866-874.

Srivastava, R.K., Shervani, T.A., Fahey, L., 1998. Market-Based Assets and Sharehold-
er Value: A Framework for Analysis. Journal of Marketing 62, 2—18.

Stewart, M., 2001. Towards a global definition of patient centred care. British Medical
Journal 322, 444.

Stewart, M., 2003. Patient-centered medicine: transforming the clinical method. Rad-
cliffe Medical Press, Abingdon, U.K.

Sundbo, J., 1998. The Theory of Innovation: Enterpreneurs, Technology and Strategy.
Edward Elgar Publishing.

Toivonen, M., Tuominen, T., 2009. Emergence of innovations in services. The Service
Industries Journal 29, 887-902.

Tranfield, D., Denyer, D., Smart, P., 2003. Towards a Methodology for Developing
Evidence-Informed Management Knowledge by Means of Systematic Review.
British Journal of Management 14, 207-222.

Vargo, S., Lusch, R., 2004. Evolving to a New Dominant Logic for Marketing. Journal
of Marketing 68, 1-17. doi:Article

Vargo, S., Lusch, R., 2008. Service-dominant logic: continuing the evolution. Journal of
the Academy of Marketing Science 36, 1-10.

Vargo, S.L., Lusch, R.F., 2004. Evolving to a New Dominant Logic for Marketing.
Journal of Marketing 68, 1-17.

Volvo Cars, 2003. Press release 1232 [WWW Document]. volvocars.com. URL me-
dia.volvocars.com/download/media/articles/doc/1232 2 1.aspx (accessed
12.3.12).

Von Hippel, E., 1986. Lead Users: A Source of Novel Product Concepts. Management
Science 32, 791-805.

Wang, C., Abbott, L., 1998. Development of a community-based diabetes and hyperten-
sion preventive program. Public Health Nursing 15, 406-414.

Wiley, J., 1998. Expertise as mental set: the effects of domain knowledge in creative
problem solving. Mem Cognit 26, 716-730.

Wills, C.E., Holmes-Rovner, M., 2003. Patient comprehension of information for
shared treatment decision making: state of the art and future directions. Patient
education and counseling 50, 285-290.

Wilson, A., Zeithaml, V., Bitner, M.J., Germier, D., 2008. Services Marketing. Mcgraw
Hill Higher Education.

Witell, L., Gustafsson, A., Michael D, J., n.d. The effect of customer information during
new product development on profits from goods and services. European Journal
of Marketing Forthcoming 2014.

90



Witell, L., Kristensson, P., Gustafsson, A., Lofgren, M., 2011. Idea generation: custom-
er co-creation versus traditional market research techniques. Journal of Service
Management 22, 140-159.

Yin, R.K., 2009. Case study research: design and methods. Sage Publications.

91






Articles

The articles associated with this thesis have been removed for copyright
reasons. For more details about these see:
http://urn.kb.se/resolve?urn=urn:nbn:se:liu:diva-106661



http://urn.kb.se/resolve?urn=urn:nbn:se:liu:diva-106661

	ABSTRACT
	SAMMANFATTNING
	ACKNOWLEDGEMENTS
	PREFACE
	LIST OF ARTICLES
	MY CONTRIBUTIONS
	TABLES AND FIGURES
	CONTENTS
	1 INTRODUCTION
	2 THEORETICAL FRAMEWORK
	3 RESEARCH METHODOLOGY
	4 SUMMARIES OF APPENDED ARTICLES
	5 DISCUSSION
	6 CONCLUSIONS, CONTRIBUTIONS AND FUTURE RESEARCH
	REFERENCES


 
 
    
   HistoryItem_V1
   TrimAndShift
        
     Range: all pages
     Trim: fix size 6.890 x 9.843 inches / 175.0 x 250.0 mm
     Shift: none
     Normalise (advanced option): 'original'
      

        
     32
            
       D:20070320125831
       708.6614
       S5-utfall
       Blank
       496.0630
          

     Tall
     0
     0
     No
     635
     395
     None
     Up
     0.0000
     0.0000
            
                
         Both
         AllDoc
              

       PDDoc
          

     Uniform
     0.0000
     Top
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     117
     116
     117
      

   1
  

    
   HistoryItem_V1
   DefineBleed
        
     Range: all pages
     Request: bleed all round 14.17 points
     Bleed area is outside visible: no
      

        
     0.0000
     0
     0.0000
     14.1732
     0
     0
     581
     343
     0.0000
     Fixed
            
                
         Both
         AllDoc
              

       PDDoc
          

     0.0000
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

        
     117
     116
     117
      

   1
  

    
   HistoryItem_V1
   StepAndRepeat
        
     Trim unused space from sheets: no
     Allow pages to be scaled: no
     Margins: left 0.00, top 0.00, right 0.00, bottom 0.00 points
     Horizontal spacing (points): 0 
     Vertical spacing (points): 0 
     Crop style 1, width 0.30, length 5.67, distance 14.17 (points)
     Add frames around each page: no
     Sheet size: 8.268 x 11.693 inches / 210.0 x 297.0 mm
     Sheet orientation: tall
     Layout: rows 0 down, columns 0 across
     Align: centre
      

        
     0.0000
     14.1732
     5.6693
     1
     Corners
     0.2999
     ToFit
     0
     0
     0.7000
     0
     0 
     0
     0.0000
     0
            
       D:20071003103129
       841.8898
       a4
       Blank
       595.2756
          

     Tall
     589
     352
     0.0000
     C
     0
            
      
       PDDoc
          

     0.0000
     0
     2
     1
     0
     0 
      

        
     QITE_QuiteImposingPlus2
     Quite Imposing Plus 2.9b
     Quite Imposing Plus 2
     1
      

   1
  

 HistoryList_V1
 qi2base





