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Abstract 
 
This preliminary qualitative triadic study has found that perceptions of service quality were 
influenced by three primary dimensions: Client Orientation; Client Involvement; and Service 
Participant Empowerment. On the basis of this exploratory research and a thorough literature 
review, a conceptual model for the triadic co-creation of perceived service quality of a public 
healthcare service is proposed. The independent variables in the model include: Client 
Orientation with the sub-dimensions Commitment, Benefit, Priorities and Improvement; 
Client Involvement with the sub-dimensions Confidence, Trust, Engagement, and 
Information Exchange; and Empowerment with the sub-dimensions Knowledge, Initiative, 
and Choice. 
 

Background 
 
The unique nature of a healthcare service has been well documented; it requires a significant 
contribution from the client, the service provider and the service manager. Berry and 
Bendapudi (2007) stressed that the characteristics of a healthcare service make it entirely 
different to any other service, a service where increased supply increases demand and one 
where consumers do not know its actual cost. Healthcare services are provided by both the 
public and private sectors and there are considerable differences between these sectors which 
warrant further separation in the research agenda. The public healthcare sector must focus on 
making services equitably available to all within the available budget, and therefore access 
and cost containment are paramount; the private healthcare sector is driven by its need for 
business viability and economic success (Conway & Willcocks, 1997). Further, the 
traditional concept of healthcare relationships is based on three primary assumptions: the 
professional is the expert; the system is the gatekeeper for socially supported services; and 
the ideal patient is compliant and self-reliant (Thorne, Ternulf Nyhlin, & Paterson, 2000).   
 
If a service encounter is based on the interactive process between the service recipient and 
the service provider (Grönroos, 2001), then the current measurement and assessment of 
perceived healthcare service quality, with its focus on the service recipient, has largely 
ignored the co-operative and interactive process that must occur in the creation of the service. 
A key health challenge facing Australia, and other western nations, is that of an ageing 
population; and the Australian government has developed a Transition Care Program to 
assist older people to remain in the community following a hospital stay, supported by State 
co-financed and delivered community-based aged healthcare services in the person’s home.  
A preliminary qualitative study was undertaken aimed at investigating the factors influencing 
the co-creation of quality of a public community-based aged healthcare service through the 
three key levels of service participants: manager; direct service provider; and client.   
 
Client Orientation and Service Quality 
 
Historically the definition and management of healthcare quality has been the responsibility 
of the service provider, and health services have been largely introspective in defining and 
assessing quality, focusing mainly on the provider components. The success of high-contact 
service providers is a direct result of their flexibility, their tolerance for ambiguity, their 
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ability to monitor and change their behaviour during the service encounter and their empathy 
for the client (Heskett, 1986) which can be best achieved through customer orientation. A 
customer orientation enables the organisation to create superior value for its customers 
because their needs are better understood (Narver & Slater, 1990). Brady and Cronin (2001) 
argue that customer orientation influences the consumer’s evaluation of organisational 
performance and ultimately their outcome behaviours. They used the 12 positively worded 
items of the Selling Orientation-Customer Orientation Scale (Saxe & Barton, 1982) and 
identified that perceptions of being customer orientated were directly related to customer 
evaluations of service performance, and indirectly related to service quality and outcome 
behaviours, as well as customer satisfaction and service value. They concluded that the 
interactions with customers largely determine consumers’ perceptions of their service 
experience. In the literature, customer orientation, despite its identified importance, has 
largely been studied as a component of the market orientation construct Hajjatt (2002). 
Daniel and Darby (1997) developed a healthcare specific Customer Orientation Scale, and on 
the basis of their research findings proposed that customer orientation had two dimensions: 
information exchange and professional relationship. Hajjatt (2002) argued the need for 
research into customer orientation, and on the basis of their research developed a Customer 
Orientation Scale (CUSTOR). They reported two customer related factors: intimacy and 
welfare; and two organisation related factors: transparency and continuous improvement. 
This literature offers four common sub-dimensions for the proposed model that can be 
identified in these two validated scales: Commitment; Benefit; Priorities; and Improvement. 
 
Client Involvement and Service Quality 
 
Research indicates that individuals perceive greater benefits from service providers requiring 
high levels of customer involvement (Kinard & Capella, 2006) and point out that in order to 
customise a service, the client must be willing to share specific information with the service 
provider, which in turn allows the provider to understand the customer and their needs. They 
measured customer involvement using a modified version of Zaichkowsky’s Personal 
Involvement Inventory (1994) and found that consumers perceive greater benefits when 
engaged in a relationship with a high contact customised service. Further, consumer 
confidence is the primary relational benefit influencing relational response behaviours. In the 
health services sector, the terms “involvement” and “participation” are used interchangeably 
(Cahill, 1998) and much of the work reported is on patient participation. Lammers and 
Happell (2003) highlight that there is a clear need to develop mechanisms to support 
consumer involvement and to influence the attitudes of health professionals to more highly 
value a client’s perspective. Both Happell et al (2002) and Kent and Read (1998) have 
separately developed a Consumer Participation Questionnaire to measure client involvement. 
Arnetz et al (2008) highlight that patient involvement is affected by both patient and provider 
behaviour and opinions concerning patient involvement, as well as factors in the service 
delivery environment. Eldh et al (2006) found that conditions for patient participation 
included being informed based on individual needs; being regarded as an individual and 
treated with respect; having knowledge; making decisions based on one’s knowledge and 
needs; and participating in planning one’s care. Entwistle et al (2008) established that 
involvement has a relational dimension as it is a result of subjective perceptions of 
engagement and affinity, as well as having action and information exchange dimensions. In 
addition, Clark and Clark (2007) point out that long term service relationships are more 
highly dependent in their nature, and that the clients will adjust their expectations and 
therefore their assessment of the quality of the service they receive, due to their relationship 
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experience. From this literature, four client sub-dimensions are proposed: Confidence; Trust; 
Engagement; and Information Exchange, and these are applied in the model. 
 
Client and Provider Empowerment 
 
The services literature has focused on empowerment at the service provider level, involving 
both the employee and the organisational context. This research has shown that employee 
empowerment is a component of service orientation (Kandampully & Solnet, 2005) and also 
that there is a link between service orientation and customer perceptions of service quality 
(Schneider, White, & Paul, 1998). Further, there is a wealth of health sector literature that 
focuses on patient empowerment, largely located in the mental health and disabilities area. 
Empowerment is identified as a motivational construct that impacts on outcomes; and a 
number of measurement scales exist, such as the Klakovich Reciprocal Empowerment Scale 
(Baker et al, 2007). A systematic review of this literature by Loukanova et al (2007) 
identified empowerment as an ongoing process that not only relates to patient skills but also 
to factors relating to the healthcare system. They defined empowerment as a continuous 
partnership which enabled patients to become more responsible for and involved in their 
treatment and healthcare. They proposed that patient knowledge, health literacy, initiative 
and service access were empowerment antecedents; supported by information sharing, 
communication, choice, and shared decision making; and these impact on health status, 
satisfaction, self-efficacy and adherence. However patient empowerment cannot occur 
without the service climate supporting empowerment, and Crane-Ross et al (2006) highlight 
that service empowerment is dependent on the collaborative relationship between the service 
provider and the client. The literature provides three service participant sub-dimensions for 
the proposed model: Knowledge; Initiative; and Choice. 
 
Perceived Service Quality 
 
Over the past few decades, much work has been undertaken to evaluate the consumer’s 
perception of service quality, and a number of service models have been developed, with the 
gap model (Parasuraman, Zeithaml, & Berry, 1985) and its accompanying SERVQUAL 
(Parasuraman, Zeithaml, & Berry, 1988) having offered significant advances. More recently, 
Brady and Cronin (2001) advanced the multidimensional hierarchical conceptualisation 
offered by Dabholkar et al (1996) by combining that model with the three factor model of 
Rust and Oliver, and proposed a hierarchical multidimensional model of service quality. 
Based on this work, Dagger et al (2007) have proposed service quality as a multidimensional, 
higher order construct, with four overarching dimensions (interpersonal quality, technical 
quality, environment quality and administrative quality) and nine sub-dimensions. They 
suggest that consumers assess service quality at a global level, a dimensional level and at a 
sub-dimensional level, with each level influencing perceptions at the level above. From their 
work with private oncology patients, Dagger et al (2007) have shown that their model reflects 
the private patient’s service quality perceptions, and they have developed and tested a scale 
for measuring perceived private healthcare service quality. This work has offered significant 
advances in measuring the patient’s perceived service quality of a privately provided health 
service, but as a non-interactive phenomenon.  As a health service is co-created then the 
service quality perceptions of the service manager and the direct service provider are also 
important. The Dagger et al (2007) determinants of interpersonal, technical and 
administrative quality are adopted for the proposed co-creation model, with the exclusion of 
the environment determinant because the service is provided in a client’s place of residence. 
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Health Outcome Behavioural Intention 
 
Many public healthcare services are concerned with the patient’s ongoing contribution to the 
service through their adoption and continuance of behavioural changes, as these directly 
impact on the long term service outcome. In the services marketing literature, behavioural 
intention has been largely studied as the customer’s willingness to return and to recommend 
the service to others (Zeithaml, Berry, & Parasuraman, 1996). Service quality perceptions 
have also been shown to be positively linked to intentions to stay in a relationship (Venetis & 
Ghauri, 2004). Dagger et al (2006) concluded that overall service quality perceptions play an 
important role in determining behavioural intentions and the service outcomes achieved.  The 
literature shows better health outcomes and significant reductions in the total cost of care 
when the quality of the service improve, with the dynamics of poor service often involving 
wasted effort, repetition, and misuse of skilled employees (Kenagy, Berwick, & Shore, 
1999).  Health behaviour theories explain how individuals adopt health supporting 
behaviours, and suggest that probably the best predictor of an individual’s subsequent 
behaviour is their intention to change (Schwarzer, 1999). The Health Action Process 
Approach proposed by Schwarzer (1999) proffers a two dimensional model of behaviour 
change: preintentional motivation and postintention volition. Sniehotta et al (2005) and 
Schwarzer and Renner (2000) found that self-efficacy (a person’s belief in their ability to 
accomplish a certain task by their own actions and resources) and outcome expectancies (a 
person’s beliefs about the outcomes of alternative behaviours) were the most influential 
predictors of the motivational phase of behavioural intentions. They point out that the 
volition process is comprised of the adoption and continuance of new behaviours. Health 
Behavioural Intention is included in the proposed model as the outcome measure and utilises 
the variables identified in the literature: Expectancies; Self-Efficacy; Adoption; and 
Continuance. 
 
Preliminary Study Design and Results 
 
A small exploratory study was conducted to qualitatively identify the co-creation factors 
influencing perceived service quality.  Participants were purposively recruited through the 
Research Manager of a large publicly funded community-based aged healthcare service 
organisation, and data were obtained from a single service unit. (The stated aim of this 
organisation was to enable its clients to remain living in their own home, and to avoid their 
unnecessary admission to hospital or permanent nursing home placement.)  The clients 
interviewed were experienced service users, who required multiple healthcare services, and 
were aged over 65. Two managers, three care workers (service providers) and a total of seven 
clients were interviewed. Each interview was recorded and transcribed and data were 
sequentially analysed after each interview using a manual content system, with significant 
transcript highlighted, and then categorised into responses reflecting the key components of 
the co-creation of healthcare service quality. The study found four domains shared by the 
three groups of participants that directly influenced their perceptions of quality: the client 
orientation of the service; the service provider empowerment; the involvement of the client; 
and client empowerment. Client orientation was identified in the organisation’s charter which 
focused on holistically improving the lives of older people, and was evidenced in the 
interviews with the two managers through their selection of their care workers “finding the 
right staff”, their interactions with their workers “providing advice and support” as well as 
the availability of physical resources that they controlled “ensure necessary equipment is in 
stock”. Further, the client orientation was reinforced by all three care workers who spoke of, 
“build a relationship” and “meet their needs”. Client involvement was highlighted in the 
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interviews as all seven clients spoke of “work together” and “sharing information”.  The 
three care worker interviews provided evidence of service provider empowerment through 
“deal with situations that arise” and “knowing when to call in the manager”; as well as client 
empowerment, with all clients interviewed referring to “answers my questions” and “respects 
my preferences”. 
 
A Proposed Model for the Co-creation of Public Healthcare Service Quality 
 
On the basis that a service is co-created across the three levels of service participants, an 
initial conceptual model of public community-based healthcare service quality is proposed 
(Figure 1). This model views the client as a collaborative partner, a resource who can 
influence other resources in the service delivery process, and who co-creates the value of the 
service. Within this model, a health service is depicted as utilising the sum of the available 
resources such as competencies (skills and knowledge) that are capable of acting and 
producing effects in other resources for the benefit of the client. The rationale for the model 
is based on the premise that a healthcare service requires a very high level of client 
contribution and involvement, frequently with long-term behaviour change. The model 
suggests that the perception of the quality of a public community-based healthcare service is 
influenced by the client orientation of the service and the involvement of a client in the 
service creation, along with the empowerment of the service participants to collaboratively 
create the service. Further, it is suggested that the resulting perception of service quality will 
directly influence the service-reinforcing health behaviours that the patient adopts.  

 
Figure 1. TRIADIC PUBLIC HEALTHCARE SERVICE QUALITY CO-CREATION MODEL 

 
 
Next Steps 
 
More extensive qualitative research is proposed at other geographical locations of the service 
provider organisation from which interviews and data were drawn, as well as with at least 
one other public community-based aged healthcare provider organisation. This research will 
focus on the further investigation, development and refinement of the primary determinants 
and key sub-determinants for the proposed model of the triadic co-creation of perceived 
public healthcare service quality. A measure will then be developed to quantitatively test the 
model. This proposed triadic model offers the opportunity to evaluate the co-creation of 
service quality in the public healthcare sector, with a view to improving service delivery, 
achieving improved outcomes, and simultaneously reducing costs.

Outcome 
Behavioural 

Intention 
 

Motivational  
• Expectancies 
• Self Efficacy 
 
Volitional 
• Adoption 
• Continuance 

Client Involvement 
Confidence 
Trust 
Engagement 
Information 
Exchange 

 

Perceived Service 
Quality 

 
Interpersonal 
• Interaction 
• Relationship 
 
Technical  
• Outcome 
• Expertise 
 
Administrative  
• Timeliness 
• Operation 
• Support Client Empowerment 

Knowledge 
Initiative 
Choice 

 

Provider Empowerment 
Knowledge 
Initiative 
Choice 

 

Client Orientation 
Commitment 
Benefit 
Priorities 
Improvement 

 



 6 

References 
 
Arnetz, J. E., Höglund, A. T., Arnetz, B. B., & Winblad, U. (2008). Staff views and 

behaviour regarding patient involvement in myocardial infarction care: 
Development and evaluation of a questionnaire. European Journal of 
Cardiovascular Nursing, 7(1), 27-35. 

 

Baker, C. M., McDaniel, A. M., Fredrickson, K. C., & Gallegos, E. C. (2007). 
Empowerment among Latina nurses in Mexico, New York and Indiana. 
International Nursing Review, 54, 124-129. 

 

Berry, L. L., & Bendapudi, N. (2007). Health Care: A Fertile Field for Service 
Research. Journal of Service Research, 10(2), 111-122. 

 

Brady, M. K., & Cronin, J. J., Jr. (2001). Customer Orientation: Effects on Customer 
Service Perceptions and Outcome Behaviors. Journal of Service Research, 
3(3), 241-251. 

 

Brady, M. K., & Cronin, J. J. J. (2001). Some new thoughts on conceptualizing 
perceived service quality: A hierarchical approach. Journal of Marketing, 
65(3), 34-49. 

 

Cahill, J. (1998). Patient participation - a review of the literature. Journal of Clinical 
Nursing, 7(2), 119-128. 

 

Clark, W. R., & Clark, L. A. (2007). Measuring Functional Service Quality Using 
SERVQUAL in a High-Dependence Health Service Relationship. Health Care 
Manager, 26(4), 306-317. 

 

Conway, T., & Willcocks, S. (1997). The role of expectations in the perception of 
health care quality: developing a conceptual model. International Journal of 
Health Care Quality Assurance, 10(3), 131-140. 

 

Crane-Ross, D., Lutz, W. J., & Dee, R. (2006). Consumer and Case Manager 
Perspectives of Service Empowerment: Relationship to Mental Health 
Recovery. Journal of Behavioral Health Services & Research, 33(2), 142-155. 

 

Dabholkar, P. A., Thorpe, D. I., & Rentz, J. Q. (1996). A measure of service quality 
for retail stores. Journal of the Academy of Marketing Science, 24(1), 3-16. 

 



 7 

Dagger, T. S., & Sweeney, J. C. (2006). The Effects of Service Evaluations on 
Behavioural Intentions and Quality of Life. Journal of Service Research., 9(1), 
3-18. 

 

Dagger, T. S., Sweeney, J. C., & Johnson, L. W. (2007). A Hierarchical Model of 
Health Service Quality: Scale Development and Investigation of an Integrated 
Model. Journal of Service Research, 10(2), 123-142. 

 

Daniel, K., & Darby, D. N. (1997). A dual perspective of customer orientation: a 
modification, extension and application of the SOCO scale. International 
Journal of Service Industry Management, 8(2), 131-146. 

 

Eldh, A. C., Ekman, I., & Ehnfors, M. (2006). Conditions for Patient Participation and 
Non-Participation in Health Care. Nursing Ethics, 13(5), 503-514. 

 

Entwistle, V., Prior, M., Skea, Z. C., & Francis, J. J. (2008). Involvement in treatment 
decision-making: Its meaning to people with diabetes and implications for 
conceptualisation. Social Science & Medicine, 66(2), 362-375. 

 

Grönroos, C. (2001). The perceived service quality concept - a mistake? Managing 
Service Quality, 11(3), 150-152. 

 

Hajjat, M. M. (2002). Customer orientation: construction and validation of the 
CUSTOR scale. Marketing Intelligence & Planning, 20(7), 428-441. 

 

Happell, B., Pinikahana, J., & Roper, C. (2002). Attitudes of postgraduate nursing 
students towards consumer participation in mental health services and the role 
of the consumer academic. International Journal of Mental Health Nursing, 
11(4), 240-250. 

 

Heskett, J. L. (1986). Managing in the Service Economy. Boston: Harvard Business 
School Press. 

 

Kandampully, J., & Solnet, D. (2005). Service orientation as a strategic initiative: A 
conceptual model with examplars. Alliance Journal of Business Research, 
1(2), 1-20. 

 

Kenagy, J. W., Berwick, D. M., & Shore, M. F. (1999). Service Quality in Health 
Care. Journal of the American Medical Association, 281(7), 661-665. 

 



 8 

Kent, H., & Read, J. (1998). Measuring consumer participation  in mental health 
services: Are professional attitudes related to professional orientation? 
Internations Journal of Social Psychiatry, 44(4), 295-310. 

 

Kinard, B. R., & Capella, M. L. (2006). Relationship marketing: the influence of 
consumer involvement on perceived service benefits. Journal of Services 
Marketing, 20(6/7), 359-368. 

 

Lammers, J., & Happell, B. (2003). Consumer participation in mental health services: 
looking from a consumer perspective. Journal of Psychiatric and Mental 
Health Nursing, 10(4), 385-392. 

 

Loukanova, S., Molnar, R., & Bridges, J. F. (2007). Promoting patient empowerment 
in the healthcare system: highlighting the nedd for patient-centred drug policy. 
Expert Review Pharmacoeconomics Outcomes Research, 7(3), 281-289. 

 

Narver, J. C., & Slater, S. F. (1990). The Effect of a Market Orientation on Business 
Profitability. Journal of Marketing, 54(4), 20-35. 

 

Parasuraman, A., Zeithaml, V. A., & Berry, L. L. (1985). A Conceptual Model of 
Service Quality and Its Implications for Future Research. Journal of 
Marketing, 49(4), 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(1), 12-40. 

 

Saxe, R., & Barton, A. W. (1982). The SOCO Scale: A Measure of the Customer 
Orientation of Salespeople. Journal of Marketing Research, 19(3), 343-351. 

 

Schneider, B., White, S. S., & Paul, M. C. (1998). Linking Service Climate and 
Customer Perceptions of Service Quality: Test of a Causal Model. Journal of 
Applied Psychology, 83(2), 150-163. 

 

Schwarzer, R. (1999). Self-regulatory processes in the adoption and maintenance of 
health behaviors: The role of optimism, goals, and threats. Journal of Health 
Psychology, 4(2), 115-127. 

 

Schwarzer, R., & Renner, B. (2000). Social-cognitive predictors of health behavior: 
Action self-efficacy and coping self-efficacy. Health Psychology, 19(5), 487-
495. 



 9 

 

Sniehotta, F. F., Scholz, U., & Schwarzer, R. (2005). Bridging the intention-behaviour 
gap: Planning, self-efficacy, and action control in the adoption and 
maintenance of physical exercise. Psychology & Health, 20(2), 143 - 160. 

 

Thorne, S. E., Ternulf Nyhlin, K., & Paterson, B. L. (2000). Attitudes toward patient 
expertise in chronic illness. International Journal of Nursing Studies, 37(4), 
303-311. 

 

Venetis, K., A., & Ghauri, P., N. (2004). Service quality and customer retention: 
building long-term relationships. European Journal of Marketing, 38(11/12), 
1577- 1598. 

 

Zaichkowsky, J. L. (1994). Research Notes: The Personal Involvement Inventory: 
Reduction, Revision, and Application to Advertising. Journal of Advertising, 
23(4), 59-70. 

 

Zeithaml, V. A., Berry, L. L., & Parasuraman, A. (1996). The behavioral 
consequences of service quality. Journal of Marketing, 60(2), 31-46. 

 
 
 


