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Service quality is a strategic requirement for business success. It plays a critical role in an 

organization’s financial performance and positively correlates with customer satisfaction and 

customer commitment. This is equally applicable to the healthcare sector. 

Despite much interest in service quality and various other service quality measures, 

scholars appear to have overlooked the overall concept of quality. More specifically, previous 

research has yet to integrate the effect of the customer network and customer knowledge into the 

measurement of quality.  

In this work, it is posited that the evaluation of quality is based on both the delivered 

value from the provider as well as the value developed from the relationships among customers 

and between customers and providers. This research examines quality as a broad and complex 

issue, and uses the “Big Quality” concept within the context of routine healthcare service. 

The last few decades have witnessed interest and activities surrounding the subject of 

quality and value co-creation. These are core features of Service-Dominant (S-D) logic theory. In 

this theory, the customer is a collaborative partner who co-creates value with the firm. Customers 

create value through the strength of their relations and network, and they take a central role in 

value actualization as value co-creator. 

I propose to examine the relationship between quality and the constructs of value co-

creation. As well, due to the pivotal role of the decision-making process in customer satisfaction, 

I will also operationalize the value co-creation construct.  



Building upon the “Big Quality” concept, this study suggests a new approach by extending 

the quality concept to include the value-creation concept in Service Dominant Logic. This study 

identifies the associated constructs and determinants of Big Quality in routine healthcare 

management service, and examines the relationship among the associated quality constructs, 

customer satisfaction, and customer commitment.  

This study employed an online survey methodology to collect data. In data analysis, I used 

the variance-based structural equation modeling (PLS-SEM) approach to confirm the factor 

structure, proposed model, and test the research hypotheses. The results show that the customer’s 

participation in in-role and extra-role behaviors are positively associated with their perceived 

quality, satisfaction, and commitment level.  

The major contribution of this study to decision sciences and the service quality literature 

is the development of a comprehensive framework explaining the importance of value co-

creation within the context of healthcare quality. Finally, this work examines perceived service 

quality as a key factor of customer satisfaction and the relationship of Big Quality with 

commitment level in healthcare service management. 
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CHAPTER 1 

INTRODUCTION 

Background 

Perceived quality is one of the most significant factors that affect customer satisfaction 

and behavior intention (Qin & Prybutok, 2013; Qin, Prybutok, Peak, & Boakye, 2014; Zeithaml , 

2000), and many researchers have studied the relationship between perceived quality and 

satisfaction (Golder et al., 2012). In the field of healthcare service, the importance of perceived 

quality as relates to the service provider’s success or failure has been well studied (Choi, Cho, 

Lee, & Kim, 2004; Gooding, 1995; Headley and Miller, 1993; Qin & Prybutok, 2013). Customer 

commitment to a service is a key to customer retention, thus, customer commitment and loyalty 

has been actively studied as one of an important concept in business field (Moliner, 2009). 

Previous research has established that perceived quality is the antecedent of both customer 

loyalty and behavior intention (Moliner, 2009; Qin & Prybutok, 2013).  

Although quality is an important research concept across diverse fields within business 

such as marketing or management science, the research of quality has been limited and remains 

separate within each specific discipline. Golder et al. (2013) point out that different perspectives 

on quality have been studied under diverse views which have been field-specific. However, 

quality is a broader and more complex issue, which is important to business strategy, but very 

complicated (Golder et al., 2013). Quality is a universal issue applicable to all stakeholders, and 

it arises from a network of diverse sources: service provider to customers, or customers to 

customers (Gummersson, 2008). Currently, several approaches have been used to examine 

quality as a whole.  
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During the last decade, one of the actively studied areas in business related to quality has 

been value co-creation in the Service-Dominant (S-D) logic theory. Following Vargo and Lusch 

(2004), the mainstream in marketing has moved from a goods-centered view to a service-

centered view which is a continuous series of social and economic processes; also, value that is 

co-created from these processes should be a core competency in order to make better value 

propositions among competitors. Yi and Gong (2013) point out that the central concept of S-D 

logic is that the customer is presumed to be a co-creator of value. Also, Gummersson (2008) 

insisted that supplier and customer are not separated; therefore, any study of quality should focus 

on the concept of co-creators who generate value in the S-D logic approach.   

Therefore, a new approach to researching quality that adopts a value-related concept and 

that extends to customer satisfaction and commitment is inevitable. Recently, globalization has 

accelerated the complexity of networks and the interaction of business, so a study of the 

comprehensive concept of quality, including customer value co-creation in S-D logic, is needed. 

Healthcare Service and Vaccination 

This study focuses on quality in the context of routine healthcare maintenance, 

specifically, vaccination. Vaccination is the cheapest method of preventing illness and its spread. 

The World Health Organization calls immunization, “one of the safest and most cost-effective 

ways to reduce disease and prevent death” (cited in Center Global Development Report, 2005). 

With economic growth and advances in technology, general interest and spending on individual 

health are growing rapidly. “The healthcare sector in general and the hospital sector in particular, 

are of prime importance in developed economies” (Moliner, 2009, p.77).  Patients’ satisfaction 

and customer loyalty are directly related to the financial benefit of service providers and 

customer retention (Qin & Prybutok, 2013). Along with increasing complex challenges and 
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strong competition, understanding customers and keeping a close relationship with patients is 

very important to hospitals. 

In addition to the obvious social importance of vaccination, the preventative health care 

market is growing rapidly. According to the report of healthcare workers (HCWs) in 2008, US 

vaccines industry has a market share of $10.8 billion. However, the research which examines the 

relationships among service quality, customer satisfaction, and commitment and its antecedents 

in the routine healthcare industry are very limited. Furthermore, extant studies of the routine 

healthcare process are sometimes very limited, so it is difficult to examine the process and 

improve research (Kaplan & Salamone, 2009; Kaplan, Provost, Froehle, & Margolis; 2012). 

Because technological innovation, an aging population, the availability of new treatment, rising 

patient expectations, and increased competition, the study of the healthcare service industry is 

key for both developed and developing countries (Moliner, 2009; Gruber and Frugone, 2011). 

Due to increasingly complex challenges and strong competition facing healthcare providers, 

hospitals must encourage good customer relations and must understand the underpinning of 

patient satisfaction. Therefore, a study applying a holistic approach to measuring patient 

satisfaction and behavior intention is urgently needed.  

Motivation for the Current Study 

First, this study is trying to extend and refine the theory of quality presented in previous 

research.  More specifically, this study applies S-D logic to build a quality measurement model 

which has not been applied in previous research for the quality evaluation process. According to 

Gummersson (2008), suppliers and customers should be co-creators of value in the view of S-D 

logic. This requires a new approach to cover the entire context including customer networks and 

the interaction between customers. A new approach to researching quality requires focus on the 
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entire context of healthcare services including an understanding of the networks between service 

provider and customers as well as customer to customer networks. The new model examines 

aspects of value co-creation, and attempts to identify relevant constructs, or determinants, of 

quality and patient satisfaction, and to develop a new service quality model for the healthcare 

service industry. 

Second, this research will propose and empirically examine a new quality measurement 

model with value co-creation constructs in the healthcare industry using data collected from 

customers of preventive healthcare services. Particularly, this study applies a new quality 

measurement model using the customers’ routine healthcare service experiences and addresses 

the empirical examination of the relationship among perceived quality, value co-creation 

constructs, satisfaction, and customer commitment. This study applies not only to the 

improvement of existing quality evaluation processes, but also to the development of extensive 

approaches for quality evaluation and customer behavior intention.  

Finally, this research makes a managerial suggestion for the question of how improved 

preventive care might improve customer satisfaction and retention. Based on the empirical 

results of the application of this model, the results of this study will contribute to healthcare 

facility management and healthcare quality improvement. Also, since satisfied customers are 

expected to return to the same provider for other healthcare needs, a greater understanding of 

quality will generate more potential profit for healthcare providers. 

Theoretical Foundation and Conceptual Framework 

“Big Q” is a new, wide, and comprehensive concept which covers the all relevant factors 

of quality evaluation (Prybutok, 2012). Following the increasing interest in “Big Quality (Big 

Q)”, this study suggests a new approach to measurement of quality using an extensive quality 
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concept with a value co-creation concept in S- D logic. As a dimension of “Big Q”, this study 

suggests that value co-creation in S-D logic is a significant factor for the holistic approach of 

quality measurement. While many studies have used qualitative methods and grounded theory 

construction to examine value co-creation strategies, there have been few attempts to use 

empirically driven quantitative research methods to uncover the key components of a value co-

creation approach (Yi & Gong, 2013).   

Quality measurement should include both the perceived service quality which is the 

quality determined by the customer about the inherent characteristics of a product or service, and 

value co-creation quality coming from the interaction between consumer and company, or 

consumers and consumers. S-D logic is one of the significant strategies explaining the value co-

creation concept (Yi & Gong, 2013). Scholars’ interest in S-D logic within marketing has 

increased in the last decade. The value co-creation concept from S-D logic is a significant factor 

for the modern “informed, connected, empowered, and active consumer” (Prahalad & 

Ramaswamy, 2004, p 6.). This alone, however, cannot explain quality entirely for the service or 

products provided. Thus, the consideration of the fundamental attributes of quality should be 

considered as much as the value co-creation imbedded in the consumers’ experiences.   

Therefore, this study attempts to identify the associated constructs and determinants of 

the broad concept of quality in routine healthcare management, and examines the relationships 

among this extensive quality concept, customer satisfaction, and commitment.  

Objective of this Study 

This study develops a more comprehensive understanding of “Big Q” by building a 

model including perceived quality, value co-creation factors, customer satisfaction, and customer 

commitment. This dissertation addresses the following research questions: 
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1. What are the specific dimensions of the multidimensional service quality construct that 

influence customer satisfaction and commitment level in a routine healthcare service 

context. 

2. What is the relationship between value co-creation quality and other constructs which 

are studied in existing service quality research. 

3. Does the value co-creation in Service Dominant Logic theory contribute to our 

understanding of “Big quality” in health care service domain? 

More specifically, I examine a new service quality measurement model which includes 

traditional concepts of quality and integrates newer value co-creation concepts. First, this study 

identifies the value co-creation antecedents of quality which are studied in the extant literature. 

After that, I will examine the relationship among related constructs of quality, customer 

perceived quality, customer satisfaction, and customer commitment in the Big Quality 

perspective. Finally, this study applies “Big Quality” model in the health care service context.  

Structure of this Study 

This dissertation is organized into five chapters. The second chapter contains a review of 

the literature pertaining to Big Quality, value co-creation in S-D logic, and related theories. An 

overview of extant literature which forms the understanding of big quality and value co-creation 

is presented. The third chapter discusses the overall research model, and measure. The fourth 

chapter discusses methodology, and presents the results of statistical analysis. Finally, chapter 5 

presents the conclusions by summarizing the contributions of the information presented in the 

findings and proposing the implications and applications and directions for future research. 
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CHAPTER 2 

LITERATURE REVIEW AND THEORETICAL PERSPECTIVE 

Quality and Big Quality 

Big Quality (Big Q) is the macro and extensive concept of quality which covers the entire 

flow of manufacturing/service process (Prybutok, 2012). Prybutok defined the Big Q concept as 

Big Quality “is a macro construct that encompasses other constructs,” and this quality concept 

could be applied across a diverse type of products and service industry (as cited in Evans, 2013, 

p 49). Originally, Big Q signified moving from inspection to a more holistic approach including 

prevention (Evans & Lindsay, 2008). Big Quality in this context reflects the wide and 

comprehensive concept that covers a multitude of factors that are homogenized into the 

evaluation of product and service quality. This study will employ the broad concept of quality to 

signify the importance of quality to the customer. 

Many researchers have developed the study of a broad concept of quality which focuses 

on the integration of different disciplines (Boakye, Kwon, Blankson & Prybutok, 2012). This 

extensive concept of quality can be applied across many industries, and its importance has been 

emphasized for over twenty years. However, in previous research, quality has not been given a 

universal definition because quality has been viewed differently depending on the perspective of 

the researcher (Evans & Lindsay, 2008). Golder et al. (2012) agree that the integration of the 

quality process should be studied, and further they argue that these concepts should be 

broadened. Karmarkar (1995) also insists that integrative research for quality is needed in 

Marketing and Operation Management. Further, Evans and Linsey (2013) has advocated for a 

global view of quality in quality management research. Golder et al. (2012) have noted that the 

study of quality within the production process is a major research area for management science 



8 
 

and operations management, while the study of quality in the consumer quality evaluation 

process is actively studied in marketing.  

In Management Science, quality means “conformance to design specifications” or 

“fitness for intended use” or “superiority or excellence” (Evans & Lindsay, 2008, p13). 

Generally, quality in Management Science is focused on quality assurance which is planning for 

the delivery of products and services of appropriate quality along with the guarantee that those 

products or services will meet customers’ requirements (Evans & Lindsay, 2008). However, 

Evans and Lindsay (2008) stated that quality is not a simple concept because the participant in 

the process chain could define quality differently depending on their role in the value chain 

process. Depending on the perspective, quality is defined as superiority or excellence 

(Judgmental Perspective), higher levels or amounts of product characteristics (Product-Based 

Perspective), fitness for intended use (User-Base Perspective), usefulness or satisfaction to price 

(Value-Based Perspective), and conformance to specifications (Manufacturing-Based 

Perspective)(Evans & Lindsay, 2008; Garvin, 1984). In addition to this traditional perspective on 

quality, the effort to integrate quality into the value chain process is considered as important as 

the control of quality in each separate process because the entire value chain process across 

activities is a combination of diverse routes and driving forces which have their own quality 

perspectives. Therefore, most organizations adapt this convergent quality integration into their 

management system, and this belief is the basis of Total Quality Management (TQM).   

On the marketing side, quality is defined as the element of customer perception or 

satisfaction. (Zeithaml, Bitner & Gremler, 2006).  Lots of conceptual studies for developing and 

understanding service encounter constructs have been conducted. Also, research into how these 

constructs are related to each other in an active and vibrant research field within services 
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marketing. (Cronin, Brady, & Hult, 2000). Many marketing researchers study deep into the 

relationship among “antecedent, mediating, and consequent variables” (Cronin et al., 2000, 

p.195) in the service process. Also, research into the relationships among service quality, service

value, and satisfaction are a dominant issue in the services literature. 

Many service researchers have examined the relationship between service quality, the 

Baldridge Award, TQM and customer satisfaction. Quality has been considered an important 

antecedent variable in this relationship over the past decades. (Parasuraman & Zeithaml, 1988; 

Zeithaml, Berr, & Parasuraman, 1996; and Fornell et al., 1996). Recently, much research has 

been conducted on an expanded concept of the factors and antecedents of quality, including 

customer value and knowledge creation, which predict traditional consequent variables such as 

customer satisfaction or behavior intention.  However, the concept of quality has a very broad 

spectrum and it is defined in diverse ways dependent on discipline. Thus, the effort to reveal an 

expanded concept of the service process including a broad concept of quality has remained 

merely conceptual. 

Quality is regarded as the level of agreement depending on the different perspective in 

the middle of service process. From the perspective of product or service production, quality is 

measured by the level of agreement between performance and specification. Also, from a user-

based perspective, quality is considered to be the level of agreement between consumers’ 

expectations and their perception when a product is delivered. However, this concept of quality 

is a very complicated and sophisticated concept to measure because there are too many points of 

contact between processes and different person depending on the perspectives from which 

quality is viewed.  
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In addition, with the development of the Internet and social media, customers can now be 

involved in a wide range of different consumption experiences such as information searching, 

comparing a product with alternatives, sharing information and reviews, and building 

knowledge. This phenomenon of customer involvement goes by various names depending on the 

researchers’ perspective; the process may be called a customer co-creation experience, consumer 

engagement, customer knowledge, customer network, or customer value co-creation process. 

Whatever name is used, value co-creation is an important factor in the quality experience and 

evaluation process.  

Service Quality 

Quality in service is distinguished from product quality due to their inherent 

characteristics; “intangibility, heterogeneity, and inseparability” (Parasuraman & Zeithaml, 

1985). Service Quality is defined as the consumer’s judgment about a service providers overall 

level of excellence (Parasuraman & Zeithaml, 1988). 

In the past few decades, service quality has been actively studied, and many researchers 

have examined various constructs and measurements for service quality (Cronin et al., 2000). 

Although there are various approaches to defining and measuring the service quality concept, a 

large number of researchers have supported the use of perception-based measurement as 

suggested by Parasuraman, Zeithaml, and Berry (Cronin et al., 2000). These researchers have 

claimed that service quality is the perceived level of difference between customer’s expectation 

and service performance, and have suggested the multiple-item service quality measurement 

scale which is called SERVEQUAL. Cronin and Taylor (1992), by contrast, pointed out the 

inadequacy of a measure based on a gap between expectation and performance, and suggest a 

performance-based measure of service quality, “SERVPERF”.  
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Service-Dominant Logic 

Service-Dominant Logic is the currently dominant view in marketing. S-D Logic is a new 

and comprehensive conceptual framework for an alternative to the goods-centric view of 

marketing (Gummesson, 2008; Shaw, Bailey & willams, 2011; Spohrer & Marglio, 2008; Vargo 

& Lusch, 2004; Lusch & Vargo, 2006). 

  According to Vargo and Lusch (2004), “Service provision rather than goods is 

fundamental to economic exchange” and S-D logic is defined as “revised logic focused on 

intangible resources, the co-creation of value and relationships” (p.1).  They define “services as 

the application of specialized competences (knowledge and skills) through deeds, processes, and 

performances for the benefit of another entity or the entity itself” (Vargo & Lusch, 2004, p.2).    

In this context, S-D logic focus on the view as the customer is not only an operant resource, but 

also a collaborative partner who co-creates value with the firm (Lusch, Vargo and O’brien, 2007) 

In the late 19th and early 20th century, the main focus of research within business was 

productivity improvement. By the 1950s, the interest in productivity had shifted to product 

quality. In marketing, the study of commodities distribution and exchange had started following 

this trend, and research interests shifted to customer needs and satisfaction with marketing mix 

or the 4P’s (Vargo & Lusch, 2004). In 1980s and 1990s, central research interests again shifted, 

this time to a microeconomic paradigm instead of a wide approach for mass customer groups’ 

needs. In the early 21st century, the focus of trade has changed from a goods-focused approach 

to a service- and interaction-focused approach because a goods-dominant view is limited in its 

ability to adapt to a dynamic exchange relationship. Following this trend, Lusch and Vargo have 
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introduced S-D Logic as a new dominant logic which is applied in order to explain numerous 

concepts and theories.  

The primary concept of S-D logic is that “the customer is always a co-creator of value” 

(Vargo & Lusch, 2008b, p3; Payne, Storbacka & Frow, 2008; Yi & Gong, 2013). These 

researcher posit that the customer should participate the value-creation process as the value co-

creator. In a service-centric perspective, the customer and relationship based interaction, 

integration, customization and co-production are essential characteristics (Vargo & Lusch, 

2004). In this context, environments, customers and partners are considered as operant resources 

to create competitive advantage of firms (Lusch, 2007; Li & Petrick, 2008; Shaw et al., 2011; 

Spohrer, Pass, & Ager, 2008).  

Value-Co-Creation 

Value co-creation is defined as collaboration between a firm-provider and its customers 

to jointly create value (Prahalad & Ramaswami, 2004; Payne et al., 2007; Vargo & Lusch, 2004, 

2008 a, 2008 b). “Instead of producing two distinct types of output – goods (things) or services 

(activities) – a company creates a value proposition, which is increasingly dependent on input 

from customers. Customers create the value actualization, sometimes in contact with suppliers 

but often on their own and in individual way” (Gurmmerson, 2008, p.143).  

Various researchers have highlighted the perspectives of the process of value co-creation 

as: a) collaboration, which refers to the firm relating to its customer as an equal and joint partner 

in the co-creation process (Lusch et al., 2007); b) dialogical interaction, which refers to 

interactivity, deep engagement, and the ability and willingness to act by both firm-provider and 

customer (Prahalad & Ramaswami, 2004); and c) learning processes for both the firm-provider 
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and the customer (Payne et al., 2008). All these different perspective studies reveal the 

complexity and dynamism inherent to value co-creation. 

Vargo and Lusch’s initial value co-creation studies highlight two key activities: 

collaboration and dialogical interaction (2004; 2008 a).  Collaborating to engage in value co-

creation means joint and equal partnership between the service provider and customer (Vargo & 

Lusch, 2004). The service provider obtains access to the market knowledge and networks of the 

customer, and the service provider provides relevant expert resources to the customer as part of 

their value proposition, and the provider guides the value co-creation process. Forsström (2005) 

insisted that collaboration involves many of elements in social exchange concepts such as trust, 

commitment, social bonds, communication, and even friendship.  

Dialogical interactions are essential tool to listen to the customer invisible needs and 

wants (Ballantyne & Varey, 2008). Through dialogical interaction, service provider and 

customer are continuously able to share and exchange the knowledge and needs. (Prahalad & 

Ramaswami, 2004) Both the firm and the customer do the asking, listening, observing and 

experimenting (Jaworski and Kohli 2006). Jaworski and Kohli (2006) suggest that the purpose of 

dialogical interaction is not merely to exchange information, but rather to explore and jointly 

create new knowledge. 

In addition, during value co-creation, all points of interaction between the firm-provider 

and the customer are considered opportunities for learning (Prahalad & Ramaswamy, 2004). 

Various studies have explained how learning occurs during value co-creation. Value encounter 

processes facilitate the learning process (Grönroos, 2006). Encounter processes relate to 

practices of interaction and knowledge exchange that take place between the service provider 

and its customer, which needs to be properly managed for successful value co-creation. These 
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processes involve a series of transactions, activities and experiences performed by both the firm-

provider and customer (Payne et al., 2007). 

Value Co-Creation and Service Quality 

Quality is not a simple construct from just one source, but a complex concept arising 

from many dimensions (Golder et al., 2012). Gummersson (2008) states that both quality and 

customer satisfaction are considered together as generators of the concept of value for the 

customer. Perceived value is the inclusive judgement about the balance between what is 

rewarded and what is sacrificed during customer consumption experience, and Customer value 

focuses on both perceived monetary and non-monetary price (Zeithaml et al., 2006). In 

Marketing, much research have studied to examine the measurement and determinants of 

customer value (Sweeney & Soutar, 2001).  

Customers create value from their relationships and networks, and they take on the 

important role of value actualization as value co-creator.  Also, Chan, Yim, and Lam (2010) 

point out that the creation of relational value is a significant factor that affects customer 

satisfaction. Therefore, value co-creation is an important factor to the quality experience and 

evaluation process. Bitner, Booms, and Tetreault(1990) posited that human interaction construct 

is significant important factors in the evaluation of customer satisfaction/dissatisfaction.  

Although numerous researchers have studied the connection between value and customer 

satisfaction, there is little service quality research that examines the effect of value co-creation.  

However, value co-creation is one of the major factors influencing overall satisfaction. In extant 

literature, relationships and networks which is considered to be important factor in value co-

creation has positive relationship with perceived service satisfaction. Thus, in this study, the 
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relationship between value co-creation and satisfaction is examined using both perceived service 

quality.  

Service Quality and Customer Satisfaction  

Over the past two decades, service literature has examined the relationship between 

service quality and satisfaction in different industry settings (Cronin et al., 2000; Oliver, 1999). 

Satisfaction is an important construct because customer satisfaction is related to behavior 

intention and this behavior intention makes a positive effect on the actual purchase of goods and 

services, and on customer retention (Cronin et al., 2000). Also, the literature shows that customer 

satisfaction and financial performance are positively related. (Anderson, Fornell &Lehmann, 

1994; Homburg, Koschate & Hoyer, 2005). 

Satisfaction is defined as “an evaluation of the surprise inherent in a product acquisition 

and/or consumption experience” (Oliver, 1981, p. 27). In other words, the definition of 

satisfaction is a consumer’s “pleasurable fulfillment” generated from the consumption 

experience (Oliver, 1999, p. 34; Westbrook & Oliver, 1991).  In addition, service satisfaction is 

defined as “Satisfaction with performance… is a post consumption evaluation of perceived 

quality relative to pre-purchase performance expectations about quality” (Homburg et al., 2005, 

p. 85). In healthcare service research, satisfaction is defined as “the patient’s sense that the 

hospital provides outcomes against a standard of pleasure versus displeasure” (Moliner, 2009, p. 

80). 

Although the most common consensus regarding service quality and customer 

satisfaction is that these are distinct constructs (Cronin and Tyler, 1992), many studies are still 

being conducted to clarify and examine the relationship between these two concepts (Cronin and 

Tyler, 1992). Service quality is an attitude, and satisfaction is an emotionally based concept 
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(Parasuraman, Zeithaml, & Berry, 1988; Bitner et al., 1990; Cronin & Tyler, 1992; 1994). Also, 

service quality is a measurement of the agreement between performance level and a customer’s 

sense of what he “deserves to get,” while satisfaction level is a measurement of the difference 

between what a customer got and what he “would like to get” in his own mind (Parasuraman et 

al., 1990; Cronin & Tyler, 1992). 

In summary, even though both constructs are measured using an expectancy-

disconfirmation paradigm, these two concepts are clearly separated according to subject. Service 

quality is the degree to which perceived performance conforms to prior expectations. In contrast, 

satisfaction is an emotionally based response: pleasure and displeasure. Many previous studies 

have actively examined the relationship between customer satisfaction, service quality, and 

purchase intention. Service quality is an antecedent of customer satisfaction (Bitner and Hubbert, 

1994; Cronin and Tylor, 1992; 1994, 2000; Qin & Prybutok, 2013; Qin et al., 2014; Ryu, Lee, & 

Kim, 2012). 

Many studies empirically test the relationship between service quality and customer 

satisfaction in various service industry settings.  In a healthcare setting, Choi et al., (2004) 

introduced a complex model to explain patients’ behavior intentions. In this model, Choi showed 

that service quality is considered an antecedent of value, satisfaction, and intention, while value 

is considered an antecedent of satisfaction and behavior intention. The precursors of intention 

are, therefore, satisfaction, value, and service quality. Kettinger and Lee (1994) examined the 

relationship of service quality and satisfaction in information services function, showing that 

information service quality positively influences user satisfaction.  
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Customer Satisfaction and Customer Commitment 

Customer satisfaction in a service encounter directly affects consumer commitment. 

Commitments are associated with the intention to maintain relationships and /or pursue goals 

over the long term (Arriaga & Agnew, 2001; Rusbult & Buunk, 1993). Researchers in both 

organizational behavior (Meyer and Allen, 1990) and marketing (Kumar, Scheer, and 

Steenkamp, (1995) have conceptualized commitment as having three distinct components. They 

are: (1) affective commitment (2) continuance commitment, and (3) obligation (normative) 

commitment. Affective commitment is defined as the degree to which one feels an emotional 

attachment either in a relational or non-relational context. Continuance commitment refers to the 

extent to which one feels the need to continue a relationship. Obligation (normative) 

commitment refers to the extent to which one feels that he or she is obligated or ‘ought’ to 

continue the relationship.  

Meyer, Allen, and Smith (1993) theorize that individuals with strong affective 

commitment remain in a relationship because they want to; those with a strong continuance 

commitment remain because they need to; and those with a strong obligation commitment 

remain because they feel they ought to. However, most research has focused on only two of the 

three commitments (affective and continuance) based on the significant relationship found in the 

results of Allen & Meyer (1990) and the insignificant association between normative 

commitment and behavioral intentions (Barksdale, Johnson, & Shin, 1997; Price, Arnould & 

Tierney, 1995). 

The literature posits that customer satisfaction is an antecedent of commitment (Moliner, 

2009; Cater & Zabkar, 2009). Cater & Zabkar test the relationship between customer 

satisfaction, commitment, and loyalty targeting marketing research clients, and show that there 
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are positive links among satisfaction, commitment, and customer loyalty. Also, Moliner (2009) 

has shown that the perceived quality of hospital positively influence the patient’s satisfaction and 

commitment level. Also, Liljander and Strandvik (2005) showed that Emotional factors have 

close relationship with service satisfaction. 

In the research regarding the relationship between service quality and satisfaction, there 

are many discussions on the relationship between service quality and satisfaction. The common 

agreement is that service quality is an antecedent of consumer satisfaction, and many researchers 

support this connection.  Researchers in marketing generally agree that satisfaction and 

perceived quality are highly interrelated (Bitner & Hubbert, 1994) and assert that quality is one 

of the core determinants of overall satisfaction (Fornell, et al., 1996; Oliver, 1999; Spreng & 

Mackoy, 1996). Also, previous studies show that customer satisfaction is an important construct 

of customer commitment.  Commitment is known to be affected by customer satisfaction (Farrell 

and Rusbult & Buunk 1993; Oliver 1990, Ping 1993, Le and Agnew, 2003; Cater & Zabkar, 

2009; Bügel, Buunk, and Verhoef, 2010). 

To that end, the first objective of this research is to examine the explanatory factors of 

value co-creation on satisfaction, and the second objective for this study is to examine the 

relationship between customer satisfaction and commitment using the theoretical model of value 

co-creation quality in S-D logic and other related variables in the context of routine healthcare 

management. 
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CHAPTER 3 

RESEARCH MODEL AND HYPOTHESES 

Proposed Model 

Despite the numerous attempts at theorizing the role of service quality within the context 

of consumer decision making process, researchers have shown the concurrent viewpoints of the 

casual relationship among the service quality, satisfaction, and commitment.  

I proposed principal model for casual relationship among perceived quality, satisfaction, 

and commitment as primary constructs. In addition to the basic underlying theoretical 

framework, I added value co-creation quality construct as primary construct in a chain of this 

causal relationship. The main focus of this research is the examination of effect of co-creation 

value quality towards customer’s satisfaction and commitment level in “Big Quality” context. 

Thus, I supposed as value co-creation quality is another significant factor forming service 

quality.  

 

In the research of service quality and satisfaction relationship, there are lots of 

discussions the relationship between service quality and satisfaction, the common agreement is 

that service quality is an antecedent of consumer satisfaction and many researchers support this 

Figure 3-1 Proposed Research Model 
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connection.  Researchers in marketing generally agree that satisfaction and perceived quality are 

positively related (Bitner & Hubbert, 1994; Bei & Chiao, 2001) and showed that the quality is 

one of the significant factor of overall evaluation of satisfaction (Fornell, et al., 1996; Oliver, 

1999; Spreng & Mackoy, 1996). Also, previous studies show that the customer satisfaction is 

important construct of customer commitment level.  Commitment is known to be affected by 

customer satisfaction, (Farrell and Rusbult 1981; Oliver 1999, Ping 1993, Le and Agnew, 2003; 

Cater & Zabkar, 2009; Bügel, Buunk, and Verhoef, 2010) 

Therefore, in this study, the relationship between quality of product or service and 

satisfaction is extended to include quality of value co-creation. The through literature review 

leads the following proposition:  

Hypothesis 1: A higher level of perceived service quality leads to a higher level of 

customer satisfaction. 

Hypothesis 2: A higher level of perceived service quality leads to a higher level of 

customer affective commitment. 

Hypothesis 3: A higher level of customer satisfaction leads to a higher level of customer 

commitment. 

Hypothesis 4-a: A higher level of customer in-role behavior leads to a higher level of 

perceived service quality. 

Hypothesis 4-b: A higher level of customer extra-role behavior leads to a higher level of 

perceived service quality. 
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Value Co-Creation Construct 

Participation 

Customer participation in the service delivery process is considered an important factor in 

value co-creation. In this study, customer participation, defined as “the degree to which the 

customer is involved in producing or delivering [a] service” (Dabholkar 1990, redefined by 

Vivek et al., 2012). In other studies, participation and involvement have been conflated, but these 

two concepts are completely distinct (Barki and Hartwick, 1994). Barki and Hartwick (1994) 

define involvement as a “subjective psychological state reflecting… importance and personal 

relevance,” whereas participation is defined as “activities and behaviors” performed by the main 

agent during the service process.  

Customer participation is considered to be one of the important constructs in S-D logic. 

Vargo and Lusch (2004) state that, “[c]ustomers are active participants in relational exchanges 

and coproduction.” (p.7)  Previous research has shown that a customer who has a greater desire 

for participation also desires a higher level of engagement in both interaction and brand 

community involvement (Vivek et al., 2012). Customer participation takes on an important role 

in the co-created service recovery process (Dong et al., 2006). Chan et al. (2010) has shown how 

customer participation leads to customer value creation and their satisfaction. Also, Auh, Bell, 

Mcleod, and Shin (2007) has found that the level of a customer’s participation influences their 

level of co-production and satisfaction in the financial and healthcare service experience. Five 

items of participation are modified from the literature (Chan et al., 2010), and it is shown in the 

Appendix B. 



22 
 

Interaction 

Interaction is assumed to be the basic prerequisite for a relationship (Forsström, 2005). 

Relationships between customer and customer, and customer with service provider in the service 

industry have been researched for over a decade (Guenzi & Pelloni, 2004; Nicholls, 2010). 

Although the concept of customer relationships covers a diverse range of interactions depending 

on the situational context, this research focuses on only two kinds of interaction: a) customer to 

service provider in the service escape (C to B) and b) customer to customer interaction in a 

physical service setting (C to C). Customer interaction is defined as “interpersonal interaction 

between the customer and other individuals (salespeople, front-line employees or other 

customers in the service environment)” (Guenzi & Pelloni, 2004).     

The importance of interaction in S-D logic is emphasized in the literature. Vargo and 

Lusch (2004; 2006; 2008) repeat the importance of networks and interaction on value-creation in 

the S-D logic theory. Because customers are operant resources of value creation and “the 

customer is always a co-creator of value,” customers take an active role in participation and 

interaction (Vargo & Lusch, 2004; Vargo & Lusch, 2008a; 2008b). The role of the customer in 

S-D logic is clearly stated in the foundational premises of S-D logic theory.  

Guenzi and Pelloni (2004) have examined the effect of C to B and C to C closeness on 

overall customer satisfaction and customer behavior loyalty. Moore, Moore, and Capella (2005) 

have also shown that C to C interactions have a positive effect on customer satisfaction, 

(behavior) loyalty, and word of mouth.  

Thus, this research hypothesizes that the existence of a high level of interaction between 

a customer and service provider or a customer and another customer in a service setting will have 

a positive influence on perceived co-creation value. Four items for interaction between customer 



23 
 

and service provider (Guenzi & Pelloni, 2004) and four items for interaction between customer 

and customer (Moore et al., 2005) are used (see Appendix B).  

 

Communication 

“Communications effectiveness refers to the formal as well as informal sharing of 

meaningful and timely information between a client and adviser in an empathetic manner,” 

(Sharma & Patterson, 1999, p.158). As goods-centric dominant logic became service-centered 

dominant logic, communication between service provider and customer also shifted from one-

way mass communication to dialogical communication in order to meet diverse demand needs 

(Vargo & Lusch, 2004, 2008 a; 2008 b). Therefore, communication effectiveness is a significant 

factor in the achievement of core competence. In the consumer-oriented view, dynamic 

communication leads to active consumer participation and interaction, and customers can 

accumulate knowledge through collaboration and learning based on communication (Vargo & 

Lusch, 2004). 

Numerous research points out that the flow of communication is an essential factor in 

building strong relationships between customers and service providers because communication is 

a basic tool for exchanging customer concerns and for finding solutions in the service escape. 

(Sharma & Patterson 1999; Auh et al., 2007).  

Sharma and Patterson (1999) have shown that communication effectiveness is an 

important antecedent to customers’ perceived quality and level of trust. They also found a 

positive correlation between Communication Effectiveness and Relationship Commitment 

between customer and service provider. In addition, Auh et al. (2007) has shown that good 

client-advisor communication relates positively to increased co-production level in the finance 
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and health-care service context. Based on this data, we see that communication effectiveness is a 

strong factor in the development of value co-creation in the service encounter.  

Six items of communication are adapted and modified for healthcare service setting from 

two different sources (Auh et al., 2007, DeVoe et al, 2009), as is shown in the Appendix B. 

Interactional Justice 

Interactional Justice refers to the extent to which customers are treated fairly in their 

interactions with service employees in the service delivery process (Blodgett, Hill, & Tax, 1997; 

Tax et al., 1998; Voorhees & Brady, 2005). Interactional justice concerns the extent to which the 

service customers are served with politeness, dignity and respect by service provider (Yi & 

Gong, 2006). In interpersonal relationship theory, customers’ perception of interactional justice 

has an effect on their attitude and behavior toward the service provider. (Masterson et al. 2000). 

Also, following social exchange theory (Blau 1964), the degree of fairness which a customer 

perceives in a service encounter influences their level of cooperative behavior intention.  

Interactional justice is important in the value co-creation process. When customers feel 

they are treated fairly, they are able to be involved in spontaneous co-work with a service 

provider. Yi and Gong (2006, 2013) have shown that positive perceived interactional justice and 

commitment increases customer citizenship behavior which is related to a customer’s extra-role 

behavior in the service setting. Auh et.al. (2007) have found that interactional justice influences 

the customer’s co-production level in a high-context service setting such as finance consulting 

and healthcare service.  

Five items to measure interactional justice in this study are adapted from Auh et al. 

(2007) and Yi and Gong’s (2013) and revised (see Appendix B). 
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Social Bonds 

The definition of Social bonds is “the degree of mutual personal friendship and liking 

shared by the buyer and seller” (Wilson, 1995, p.339). Social bonds contain familiarity, 

friendship, and personal confidence developed during the exchange process. Vargo & Lusch 

(2004) posit that in the service-oriented view of marketing, a service provider can retain a 

competitive advantage and better value proposition through a continuous social and economic 

interchange processes with their customers. Thus, building positive social bonds with customers 

enhances the value co-creation work and attracts voluntary participation from customers.   

Although some researchers built a wider concept of social bonds including attachment, 

commitment, and trustworthiness (Cater and Zabkar, 2009), in this research, social bonding is 

considered the strength of a personal relationship and the link between the customer and service 

provider in the service encounter following Wilson’s (1995) definition. Carter and Zabkar (2009) 

have examined the relationship between social bonds and three different commitment levels. 

Their research indicated that a customer’s perceived social bonds made a positive effect on their 

calculative and affective commitment towards the service provider. Thus, I posit that social 

bonds will prove to be an important factor in value co-creation.  

The three items to measure social bonds are used in this research (see Appendix B).  

Trust 

Trust is defined as to a willingness to rely on an exchange partner in whom one has 

confidence” Trust is an essential construct in relationship quality models (Jap, Manolis, and 

Weitz, 1999) and has often been considered a belief, feeling, or expectation that one relationship 

partner will act in the best interest of the other (Wilson 1995; Carter and Zabkar, 2009). 

Relationship and network management studies show that trust is an influential factor in value co-
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creation (Ballantyne & Varey, 2006). Fryberg & Juriado (2009) posit that trust is a significant 

factor in maintaining relationships and enhancing interaction in networks among customers and 

between customers and service providers.  

At a general level, it is accepted that customer trust is composed of two major 

dimensions: 1) honesty or credibility, which is the customer’s belief that the service partner has 

sufficient expertise to perform the job at hand and sufficient honesty and integrity to keep their 

promise; 2) and benevolence, which is the customer’s belief that the service partner is interested 

in the customer’s well-being (Moorman, Zaltman & Deshpande, 1992; Morgan and Hunt, 1994; 

Kumar et al., 1995; Doney and Cannon, 1997; Singh & Sirdeshmukh, 2000; Atuahene-Gima and 

Li, 2012). 

The literature reviewed that trust is an antecedent of commitment, satisfaction and 

customer loyalty (Holdford and White, 1997; Singh & Sirdeshmukh, 2000; Tellefsen & Thomas, 

2005; Moliner, 2009). In this research, seven items to measurer trust from the Moliner’s 

healthcare research and revised (2009).  

Tolerance 

Tolerance is defined as “customer willingness to be patient” under the circumstance of a 

gap between customer expectation and service delivery (Lengnick-Hall, Claycomb & Lnks., 

2000; Yi & Gong, 2013). In other words, when service delivery does not meet the customer’s 

expectations, customers may make complaints or refuse service delivery if the negative effects of 

the service gap exceed the customer’s tolerance level which is called the “zone of tolerance” 

(Tronvoll, 2007). Yi and Gong (2013) have shown that there is a significant relationship between 

customers’ tolerance level and their customer citizenship behavior which is closely related to 

customer value co-creation behavior. A service encounter failure is a primary cause for a 



27 
 

customer’s decision to switch providers (Yi & Gong, 2013), and this failure consequently 

inhibits customers from building positive networks with service providers. Thus, in this study, I 

propose that a customer’s tolerance level is an antecedent of value co-creation quality.  

Helping 

This study suggests that helping behavior is proposed elements of value co-creation 

quality. Helping is defined vary across the discipline or subject of the research (Bendapudi, 

Singh, and Bendaudi, 1996). In economics context, helping is defined as “costs of the behavior 

exceed the benefit” (Bendapudi et al., 1996, p34) and helping behavior refers to providing aid or 

benefit without reward to increase welfare to needed recipient (Bendapudi et al., 1996). In 

customer citizenship behavior context, helping behavior is defined as “customer behavior aimed 

at assisting other customers” (Yi & Gong, 2013). Groth (2005) posit that customers usually 

prefer to help other customers rather than service provider in a service co-creation process 

because other customer may need others’ help to keep consistent with their expected role.  Yi 

and Gong (2013) show that helping behavior is positively related with the customer citizenship 

behavior construct in their customer citizenship scale development research.  

This customers’ helping behavior to other customers in a service encounter or the community for 

mutual exchange of information leads to the customer’s volunteer participation and enhances 

their network building, so I suggest that customer’s helping behavior is antecedent for value co-

creation quality. Yi and Gong’s helping behavior measure (2013) are applied for this study (see 

Appendix B).  

Advocacy 

In the context of value co-creation, advocacy is defined as the amicable (positive) 

representation of a company including the service firm or individual employees to others in a 
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customer’s network (Yi & Gong, 2013; Seiling, 2008). This partnership helps to build deeper 

customer trust, commitment, and customer loyalty (Lawer & Knox, 2006). Customers are able to 

exchange their evaluations and information with friends, family members, and co-workers. With 

the development of IT and social media, customers can join various communities depending on 

their interests in order to share their experiences with others.  Lawer and Knox (2006) show that 

customer advocacy intensifies positive or negative responses among customers. Consequently, 

customer advocacy could strengthen or weaken the relationship between customer and service 

provider. In prior research, customer advocacy has been closely connected to customers’ 

behavior motivation (Lawer & Knox, 2006), customer relationship, customer service loyalty 

(Butcher et al., 2001), and customer citizenship behavior (Yi & Gong, 2013). Three items from 

Yi and Gong’s (2013) value co-creation behavior measure is used for this research and it is 

shown in Appendix B. 

Motivation for Learning 

While some customers may purchase whatever brand of product is close at hand, others 

will perform extensive research comparing various brands and service providers. The motivation 

for such product research (i.e. learning) is divided into two categories: Extrinsic and Intrinsic.  

Extrinsic motivation in learning is defined as acquisition of specialized skill or expertise in order 

to expect getting some types of reward. Intrinsic Motivation - When an individual engages in an 

activity with no apparent reward except for the activity itself (Deci & Ryan, 1985). Four items 

are applied from Hogg (2008) and modified for healthcare service setting (see Appendix B) .  

Knowledge 

Knowledge (also called Expertise) represents a customer’s accrued knowledge about how 

a product should perform and his or her general understanding of the average performance of 
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similar brands in a product category (Sharma and Patterson 2000). Once information is acquired, 

the ability to act on that information is then referred to as knowledge or expertise (Lim et at, 

1999).  

 A customer’s knowledge, skill, expertise, capacity, and time are considered operant 

resources for value co-creation (Vargo & Lusch, 2008a) and can be an important source of a 

company’s competitive advantage (Prahalad & Ramaswamy, 2004). Also, Shaw et al. (2011) 

suggest that consumers’ likelihood of participation depends on expertise. 

The types of knowledge that an organization should manage include: a knowledge of 

suppliers, products, customers, industry employees, operations, and competitors etc. (García-

Murillo and Annabi, 2002; Joshi & Sharma, 2004). However, the study of knowledge in the area 

of quality management is limited on the supply side and is primarily focused on controlling costs 

overall. However, in marketing, the study of knowledge is actively pursued for new product 

development, customer relationship management, and customer loyalty.  

In particular, Gebert, Geib, Kolbe and Brenner (2003) have shown that the management 

of knowledge in customer relationship management (CRM) processes is a critical factor for 

success and in the relational intellectual capital of a firm. Furthermore, customer knowledge 

management (CKM) has received new attention as the next step in CRM. In CKM, the 

(knowledge sharing process) is defined as a customer’s cooperation in sharing their knowledge 

through the organization, and through the cooperation profit is obtained for both sides. CKM has 

not yet reached a mature stage, and within this area of study there are many underdeveloped 

theories in need of practical application. Four items of expertise measurement are adapted from 

literature (Auh, 2007) applied and modified for this research (see Appendix B).  
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Feedback 

Feedback is defined as the customer’s voluntary or involuntary responses to the service 

provider which assists service provider’s continuous improvement of service conditions. (Groth, 

2005; Yi & Gong, 2013). The continuous feedback process between the service provider and 

customer has an important role in customer knowledge revealing process, and it helps a 

knowledge gain based on the personal interactions (Garcia-Murillo and Annabi, 2010). Yi and 

Gong (2013) examined this feedback is a significant factor of customer’s citizenship behavior 

which is positively related to the customer value co-creation behavior.  

Thus, this study will employ a three items of feedback, adapted from Yi and Gong’s (2013) 

customer value co-creation behavior research.  

Information Access Ability 

Following the rapid development of IT, devices and applications, healthcare service 

customer can access the information that they need to know. In healthcare service, patients 

become acquiring and sharing the health and medical information via an online search engine or 

healthcare web forum, and they focus on their health conditions more. Also, healthcare service 

consumer could access not only traditional published information sources such as books, 

magazines, and periodical publications, but also web-based information sources including a 

specialized healthcare information website, a patient on-line forum, and healthcare provider 

review site. Thus, the ability of IT access ability is a critical issue for customers' information 

acquisition and knowledge sharing. 

In many of IT research, skill refers to "the Web consumer's capacity for action during the 

online navigation process," and much research showed that this IT skill is positively related to 
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the customer's experience in the use of web-based service (Azjen 1988; Novak, Hoffman 

&Yung, 2000). 

Therefore, in this research, for items of Information Access Ability are modified from the 

literature in Information Technology (Novak et al., 2000).  

Table 3-1 shows the summary of measurement of proposed value co-creation construct to 

operationalize the research model to examine its impact on perceived quality, customer 

satisfaction, and customer commitment.  

 

Table 3-1 Summary of Measures 
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Chapter 4  

Data analysis and results 

Data Collection 

After survey questions were developed for fourteen proposed constructed from the 

literature. A Pilot Study was conducted with twelve doctoral students and one master’s students 

who are studying in Decision Science, Management Information System, and Marketing, 

because various types of measurement errors could involve in social science research (Hair, Hult, 

Ringle, & Sarstedt, 2013). The primary objective of pilot test was to confirm that the proposed 

constructs were not overlapped and clearly defined. Also, it should ensure that all items 

adequately measure a target construct.  

For initial setup, there are too many constructs are contained for proposed model and the 

measure for some proposed constructs are overlapped. Involvement was considered proposed 

construct in the initial stages. However, using involvement as a considerable factor to measure of 

service quality is arguable. In marketing literature, the level of involvement, was under the 

discussion. Therefore, in this research, involvement was not considered as the anticipants of 

value-co-creation quality. After the pilot study, scales were modified following expert opinion 

and revised with clear explanations on the suggestion of a linguistic expert.    

The final scale contains 113 questions for thirteen proposed factors of value co-creation, 

customer satisfaction, and customer commitment in the context of routine healthcare service. An 

Online survey method with Quadrics was employed.  

The study population consisted of undergraduate, graduate, and doctoral students, 

enrolled in the College of Business at a major southwestern university in the United States. 

Professors in the College of Business who were willing to participate forwarded an email to the 
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students in their class. The email contained a link to the survey, instructions, and their consent 

forms. All research participation was voluntary. The questionnaire and consent information was 

delivered to the students, and all of their rights and a detailed description of the research was 

described in the consent form. Participants were asked to answer a series of questions about their 

recent routine healthcare experiences such as flu shot or epidemic meningitis. 

Demographics 

The survey was conducted three times: Fall 2013, Spring 2014, and Spring 2015. Three 

large classeswith participation around 200 students and four classeswith participation between 20 

and  30 students were used.The survey questionnaire was distributed to 617 undergraduate and 

graduate students who enrolled in a business course in the College of Business at universities in 

the southwest region of the United States. The electronic version of the survey was delivered 

using Quadrics. The first study was used to analyze the base structure of the value co-creation 

service quality construct. After that, the second study combined determinants for a value co-

creation model, the SERVQUAL constructs, and other relavant constructs for customer 

satisfiaction.  

The study collected a total of 481 responses. The response rate was 78%. Extra credit was 

awarded to the students who participated in the research in order to increase the response rate. 

Surveysthat were missing more than 25% of their answers,and those which showed constant 

responseswere eliminated. After the data cleaning and elimination process, the final data set 

included 459 responses for analysis.  

Demographicdata was analyzed with descriptive statistics using IBM SPSS Statistics 22 

software. The results showed that 53.8% of respondents were male, and 46.2% were female 

students. The ratio between male and female students was close to even. 195 respondants were 
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between the ages of 21 and 25, making this group the largest cohort, with 42.5%.The second 

largest cohortwas between 18 and 20 years of age.With 164 students, this group made up 35.7% 

of total participants. These two groupsmade up (comprise) close to 80% of study participants 

(78.2%). This group was followed by the 26 to 30 cohort (11.3%), the over 41cohort (4.6%), and 

the 31 to 35 cohort (4.4%). Of the total participants, 1.5%  were between 36 and 40. 

Of the total 459 participants,  87.37% were Sophomore or Junior level students., 8.5% were 

doctoral, 3.5% were Freshman, 0.44% were senior, 0.22 were master’s program students. The 

ethnic distribution of this study was: 54.7% Caucasian, 11.5% African-American, 7.6% Asian, 

22.2% Hispanic, and 3.9% other. This ethnic distibution reflects the the ethinic distibution of the 

United States. Summary of demographics is shown in Table 4-1. 

 

Table 4-1 Demographic Data 
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Validation of Measure 

I evaluated the reliability and validity of the proposed value co-creation quality 

measurement using both Exploratory Factor Analysis (EFA) and Comfirmatory Factor Analysis 

(CFA). EFA was applied to identify the underlying factor structure and assess the overall fit. 

CFA was then applied to validate the findings of the EFA.  

Reliability refers to the degree of generalizability of the research measure. (Hair, Black, 

Babin, Anderson & Tatham, 2006). In other words, a more reliable measure shows more 

consistent results when applied to the evaluation of the same concept. Cronbach’s alpha was 

often used to evaluate reliability (Hair et al., 2006), and it was applied to evaluate reliability.  

Validity refers to how well the instrument measures the concept that it is intended to 

measure (Hair et al., 2006). In this research, three types of validity were examined: Content 

validity, convergent validity, and discriminant validity. The content validity was evaluated via 

literature review and pilot study. The constructs and corresponding measures were evaluated by 

two faculty members and ten doctoral students. Convergent validity refers to the degree to which 

different items of the same constructs are correlated. Discriminant validity refers to the degree to 

which the measurement items of the different constructs are not correlated (Hair et al., 2006). 

Both convergent validity and discriminant validity were evaluated using correlation between 

factors, factor loading, the average variance extracted (AVE), and composite reliability in EFA 

and CFA.   

Bartlett test of Sphericity and Communality 

During the EFA, the intercorrelation of overall measures was examined through the 

Bartlett test of sphericity. The Bartlett test of shpericity was used to reject the null hypothesis: 

The correlation matrix among variables is an identity matrix. The Bartlett test of shpericity 
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“provides the statistical significance that the correlation matrix has significant correlations 

among at least some of the variables” (Hair et al., 2006, p.114). The Bartlett test of shpericity is a 

statistical test for the presence of correlations among the variables (Hair et al., 2006). In addition, 

this analysis examined the communality for each item of measurement to satisfy the common 

variance assumption in factor analysis. The communality score of each item indicates the 

common variance which is explained by the derived factors. The items with a communality score 

lower than 0.5 were poorly accounted for by the factor solution, and these items should be 

eliminated even though they have a high factor loading (Hair et al., 2006). 

Exploratory Factor Analysis (EFA) 

This researchperformed an EFA, which is a multivariate technique used to identify latent 

relationships in the proposed model. The goal of EFA is to define the inter-correlations between 

a large number of proposed variables, to reduce a large number of variables to a small number of 

groups of highly intercorrelated variables (Hair et al., 2006). Each of group is called a factor. 

EFA is also used to examine the reliability and validity of the survey instrument.  

For the EFA, all items on the survey instrument were coded. EFA using Principal Factor 

Analysis and Varimax Rotation was performed on the collected data.  Reliability and validity of 

measurement was examined. The number of factors extracted was based on eigenvalue, and each 

of their selection criteria was greater than 1.0. The items which showed factor loading scores 

over 0.50were considered satisfactory measures of the specific construct (Hair et al., 2006).  

In the initial stage, EFA was performed on all proposed constructs for value co-creation 

together. These variables included the dimensions of value co-creation quality: Participation, 

Communication, Interactional justice, Trust, Tolerance, Interaction, Social bonds, Helping, 

Learning motivation, Knowledge, Feedback, Information access ability, and Advocacy.  
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The constructs of Perceived quality, Customer satisfaction, and Customer commitment were 

examined in single factor analysis with SPSS software 22. 

In the first EFA attempt, all 59 items of the value co-creation quality measurement were 

loaded into 10 factors. These ten factors were well-defined and shown to be present with 

eigenvalues greater than the cut-off value of 1.0 (Hair et al., 2006). The results of the Factor 

Analysis with Varimax Rotation are presented in Table 4-2. 
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Table 4-2 Rotated Component Matrix 1 – EFA 
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However, the results show that the following items did not meet the factor loading 

selection criteria, 0.5, and did not fully load: Social Bonding 1 and Feedback 1. Also, both 

Advocacy 2 and Interaction 3 showed more than one significant loading although these items’ 

factor loading were over 0.5. The results showed that both Social Bonding 1 and Feedback 1 also 

had a cross-loading problem. In addition, both Social Bonding 2 and Information Access Ability 

3did not meet the cut-off point (0.5) of communality: Communality for Social Bonding 2 was 

0.331, and for Information Access Ability 3 was 0.446. Thus, these two items which had 

communality issues, and the two items which did not fully load were eliminated for the second 

EFA. 

The results or second EFA show that all fifty-five items except Feedback 3have a factor 

loading higher than 0.50. Feedback 3 was removed, and the EFA was re-run. The results also 

show a cross-loading problem for Advocacy 1 and Interaction 3; further, these two items’ factor 

loading were lower than 0.50. 

After Feedback 3 was removed, the results of the EFA showed that a new factor loading 

problem had arisen in Feedback 2 and it did not fully load. Also, both Interaction 3 and 

Advocacy 1 were cross loaded with Factor 1. Thus, Feedback 2 and Interaction 3 items were 

eliminated in sequence. 

After removing these two items, the remaining fifty-two items loaded into ten factors, as 

shown in Table 4-3 below. The resulting factors were as follows:  

Factor 1: Communication, Trust, and Interactional Justice;  

Factor 2: Interaction between Customer and Customer;  

Factor 3: Helping;  

Factor 4: Participation;  
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Factor 5: Knowledge;  

Factor 6: Information Access Ability;  

Factor 7: Learning Motivation;  

Factor 8: Tolerance;  

Factor 9: Advocacy;  

Factor 10: Interaction between Customer and Service Provider.  

 

The factors having eigenvalues greater than 1 are considered significant. Although 

Advocacy 1 cross loaded with Factors 1 and 10,  Advocacy 1 was not deleted because it did load 

well in Factor 10, and its factor loading in Factor 1 was marginally above the cut-off point of 0.5. 
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Table 4-3 Rotated Component Matrix 2 – EFA 
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The test statistic of the Bartlett test of sphericity is relatively high (20880.718) and its 

significance level is 0.000. Therefore, the results of the Bartlett test of sphericity show that 

common correlations are detected among the items, so the reduction of factors through factor 

analysis is valuable. Communality of all fifty-two items exceeded the 0.5 cut-off point. The 

factor mean, standard deviation, factor loading, cumulative percentage of variance, and 

reliability are presented in Table 4-4. 
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Table 4-4 Summary of EFA of the Sub-Dimensions of Value Co-Creation 
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The ten factors explained 75.24% of cumulative variance. The reliability of measurement 

was examined using Cronbach’s alpha with a cut-off value of 0.70; this shows the reliability of 

the value co-creation measurement (Hair et al., 2006).  

Following the EFA results, this study did not consider Social Bonds as a proposed 

construct, because it is not clearly separate from the other constucts. Social Bonding 2 does not 

meet the communality requirement (0.6). Social Bonding 1 shows significant loading in Factor 1 

(Overall Communication) and Factor 2 (Interaction between customer and customer). Only 

Social Bonding 3 shows a significant factor loading in Factor 2 (Communication Customer to 

Customer). Also, the Feedback construct would not be considered an antecedent of value co-

creation quality because all three items of the Feedback construct either did not load sufficiently 

and/or were cross loaded. Item Feedback 1 was cross loaded with the Helping, Participation, and 

Advocacy factors. Item Feedback 2 is cross loaded with Advocacy, Knowledge, and Helping. 

The results show that the Interaction construct is separated into two parts: Factor 2 

(Interaction between Customer and Customer) and Factor 10 (Interaction between Customer and 

Service Provider). The seven items of the Interaction construct loaded on these two factors. The 

measurements of interaction were combined into two different types of interaction depending on 

the source of relationship, so these EFA results satisfactorily explain the two different types of 

interactions.  

Individual Factor analysis 

The first factor in the EFA results contains three proposed constructs together: 

Communication, Trust, and Interactional Justice. Although these three constructs were confirmed 

to be a unidimensional factor, this study focused on this factor using a single EFA. This focus 

was due to the fact that Communication, Interactional Justice and Trust have been well studied in 
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previous research as independent dimensions which affect a customer’s service consumption 

experience.     

After first EFA for this dimension, all eighteen items had factor loadings higher than 

0.50. However, all five items for Interactional Justice had cross-loadings higher than 0.40. Also, 

Justice 2, and 4 items had lower communalities scores than the cut-off score of 0.60: The 

communality score for IJ2 is 0.590, and for IJ5 is 0.540.  

After all Interactional Justice items were eliminated, the second EFA was conducted with 

the remaining items of Trust and Communication. All 12 items had loadings higher than the cut-

off point of 0.05 and had cross loadings of less than 0.50, showing the convergent and 

discriminant validity of the scales (Hair et al., 2006). All items loaded on two factors for Trust 

and Communication. Also, all items’ communality scores were above 0.60 (see Table 4-5).  

 

Table 4-5 Individual EFA Results – Trust and Communication 

Previous research (Auh, 2012) has shown that Interactional Justice makes a significant 

impact on customer satisfaction. Therefore, this research examined the effect of Interactional 

Justice on customer perceived quality and satisfaction. For this reason, the construct of 

Interactional Justice was analyzed with single factor analysis. All 5 items that make up 
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Interactional Justice have loadings higher than the cut-off point of 0.05, and communality scores 

above 0.60. All items loaded on Interactional Justice (see Table 4-6).   

 

Table 4-6 Individual EFA Results – Interactional Justice 

 

The results of individual EFA for Perceive Quality, Customer Satisfaction, and Customer 

Commitment is as far below (see Table 4-7, 4-8, and 4-9); 

 

Table 4-7 Individual EFA Results – Perceived Quality 

 

Table 4-8 Individual EFA Results – Customer Satisfaction 
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Table 4-9 Individual EFA Results – Customer Commitment 

 

Structural Equation Modeling 

Why PLS-SEM model and SMARTPLS 

In this research, Partial Least Square Structural Equation Modeling (PLS-SEM) with 

Smart PLS software is used to examine the reliability and validity of a measurement model and 

to test a hypothesized structural model. This technique is called PLS path modeling and this PLS 

path modeling is widely used to develop theories in exploratory research (Hair et al., 2013).  

Smart PLS software simultaneously examines both the measurement model and the structural 

model (Hair et al., 2013). Both the factor loading of measurement items and the hypothesized 

relationship between constructs in a proposed model are evaluated at the same time with Smart-

PLS software. 

Confirmatory Factor Analysis (CFA) 

The direct measurement of the abstract or complex hypothesized constructs is very 

difficult, and these constructs are also not directly observable. Thus, these constructs are termed 

latent variables (or latent constructs) in the PLS-SEM model. Instead of direct measurement, we 

are using a set of indicators (or items) that are composed of abstract concepts or factors. Each 

separate item which serves as a proxy variable represents a single separate aspect of a larger 

dimension or concept. To forming a scale with a combination of several items (Hair et al., 2013), 

we can measure the latent construct indirectly. In this research, composite reliability and 
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Cronbach α were used to examine the reliability. The factor loading, t-value, and average 

variance extracted (AVE) are used to evaluate the construct reliability.  

Bootstrapping to Assess Significance 

Bootstrapping is a re-sampling technique. “In bootstrapping, a large number of 

subsamples (i.e., boot-strap samples) are obtained from the original sample with replacements” 

(Hair et al., 2013). With the development of IT technology, a large number of bootstrap samples 

can be easily generated and examined within a short time. In PLS-SEM, the normal distribution 

assumption for data is not applied, and PLS-SEM is applied as a nonparametric bootstrap 

procedure in order to examine the significance test for path coefficient. (Division & Hinckley, 

1997; Hair et al., 2013)  

The number of bootstrap samples must be at least equal to the number of valid 

observation in the data set, however a higher the number of samples is advisable. “As a general 

rule, 5,000 bootstrap samples are recommended” (Hair et al., 2013). In the bootstrapping 

process, the sampling distribution of boot-strap samples forms the sampling distribution in order 

to examine the significance of the path coefficient, and the empirical t-test. Therefore, if the 

calculated value of the t-test statistics is above the critical value of the t-test at a certain level of 

significance, we can make the conclusion that the path coefficient is significantly different than 0 

at a given significance level. (Hair et al., 2013). Then, this path coefficient would be able to 

show the strength of the relationship between two constructs.  

 



49 
 

Hierarchical Research Model 

Structural model of three research models 

In the first structural model, I developed the base structural model as a reflective-

reflective inner model. First, each proposed latent construct applied in the first-order model with 

their measurement items. After that, I developed second-order model with latent constructs of 

value co-creation and perceived quality. In this research we posit a model that includes a 

comprehensive view of quality that includes ideas of value co-creation quality. Perceived quality 

with value co-creation construct is considered to be customer’s perceived quality, so I 

constructed the reflective constructs which is proposed as value co-creation quality construct 

based on the relationship between the twelve proposed anticipants of value co-creation quality 

and customer’s perceived quality in routine healthcare service experience. We evaluated the 

measurement model (outer model) first with CFA and reviewed the relationship among 

perceived quality and customers’ satisfaction and commitment level the structural model (inner 

model). 

In addition to the base model, I developed a third-order model. The two reflective 

determinants of value co-creation quality constructs based on the classification of value co-

creation behavior classification Yi and Gong (2013). The assignment of constructs are based on 

this classification and interrelation among these constructs in CFA analysis.  

First, In-role value creation behavior construct was constructed by related to the blocks of 

eight constructs: Participation, Communication, Interactional Justice, Knowledge, Trust, 

Interaction between Customer and Service Provider, Learning Motivation, and Information 

Access Ability. After that, Extra-role value creation behavior construct was constructed by 

related to the blocks of five constructs: Interaction between Customer and Customer, Helping, 
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Advocacy, Tolerance, and Trust. These two latent variable is able to take a role as both the 

endogenous and the exogenous latent variables.  

After examining second structural model, the results of second research model showed 

that two latent variables of value co-creation behavior had high correlation. Thus, I developed 

the third research model in order to examine the relationship of this path.  

 

Figure 4-1 PLS-SEM Diagram - Research Model 1, 2, and 3 
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Research Model 1 

The first research model was evaluated with Smart PLS software. A path model diagram which 

demonstrated the hypothesized relationship between proposed constructs was created with Smart 

PLS software. This model appears in Figure 4-2. I developed a second-order model. The twelve 

reflective constructs were measured with their items, and perceived quality was related to the 

blocks of Participation, Communication, Interactional justice, Knowledge, Trust, Interaction 

between customer and customer, Interaction between customer and service provider, Helping, 

Advocacy, Tolerance, Learning Motivation and Information access ability. After that, the 

structural model was estimated using Smart PLS software with a bootstrapped sample of 5000.  

 

 

Figure 4-2 Research Model 1 
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Confirmatory Factor Analysis for Research Model 1 

Confirmatory factor analysis (CFA) was conducted on the measurement model to assess 

reliability and construct validity. Following the results of EFA, the proposed constructs of Social 

Bonding and Feedback were not included for CFA. The results of the application of the PLS 

algorithm to the Value Co-creation model are shown in Table 4-10 and Table 4-11. 

Convergent validity is supported when each item has high outer loading. Generally, 

indicators of outer loading over 0.708 meet convergent validity criteria (Hair et al., 2013). 

Convergent validity on the construct level is also examined with an AVE value. “Average 

variance extracted (AVE) is defined as the grand mean value of the squared loading of the 

indicators associated with the construct” and it should be examined for each reflectively- 

measured construct (Hair et al., 2013, p103). The AVE cut-off value for convergent validity on 

the construct is 0.50. This value indicates that 50% of the variance within the construct is 

explained by its indicators.  

Table 4-12 shows that most of the indicators’ outer loading was over 0.708. With a range of 0.60 

to 0.96, outer loading meets the convergent validity criteria. However, Social bonding 3, 

Motivation 4, and Tolerance 1 items did not meet the outer loading cut-off of 0.708.  

Thus, these four items were deleted for the path model analysis.  

Also, the results showed that AVE values for all fifteen constructs were higher than 0.50 (Fornell 

and Lacker, 1981) and all proposed constructs were significant.  
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Table 4-10 Summary 1 of Results- Research Model 1 (Measurement Model) 
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Table 4-11 Summary 2 of Results - Research Model 1 (Measurement Model) 
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Discriminant validity demonstrated that items measuring different constructs do not have 

high correlations with other constructs (Hair et al., 2013). One conservative method to examine 

discriminant validity is the Fornell-Larcker criterion. Following this approach, when the square 

root of AVE is higher than its highest correlation with any other construct, it satisfies the 

condition of discriminant validity. Table 4-12 shows evidence of discriminant validity. The 

square root of each construct’s AVE is placed along the diagonal in Table 4-12. Each value of 

square root of the AVE for all fifteen constructs was higher than its highest correlation with any 

other construct in the proposed model.  

Composite Reliability, which shows the internal consistency of the measurements, was 

also evaluated using CFA. The EFA results showed that the Cronbach α of all constructs met the 

reliability criteria of 0.70. The CFA results for composite reliabiliy confirmed that the reliability 

evaluation was satisfactory. According to Nunally and Bernstein (1994), a Composit Reliability 

value of over 0.70 meets the internal consistency of the measurements. The composite reliability 

value of all constructs was above this cut-off point of 0.70 (see Table 4-11). 

The 𝑅𝑅2 value of the endogenous latent variables ranged between 0 and 1, showing the 

predictive accuracy of the dependent variables. The 𝑅𝑅2 values for Satisfaction (0.64), and 

Commitment (0.23) were considered moderate (Hair et. al, 2013). In consumer behavior 

research, a 𝑅𝑅2 value of 0.2 is acceptable (Hair et al., 2013). After removing of unrelated 

constructs, the 𝑅𝑅2  value should increase.  
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Table 4-12:  Intercorrelation of the Latent Variables – Research Model 1: Square root of the AVE on the diagonal 
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Bootstrapping for Research Model 1 

 

Table 4-13 Significance Test of the Research Model 1 (Structural Model)   

 

Path coefficients of the exogenous drive constructs show their relative importance on 

Perceived Quality. Trust (0.75) was the most important construct, followed by Interactional 

justice (0.74), Communication (0.70), Advocacy (0.59) and Interaction between customer and 

service provider (0.55).  

Following Hair et al. (2013), a path coefficient lower than 0.2 is not significant, so 

Interaction between customer and customer, and Helping behavior were not significant factors 

on value co-creation service quality in a routine healthcare context, even though these two paths 

had significant t-value at a significance level of 0.01.  

In the second-order model, the path coefficient between lower-order and high-order latent 

variables is considered to be the outer loading of the higher-order latent variables (Wetzels et al. 

2009), so exogenous drive constructs which are lower than the cut-off point of outer loading 

(0.6) are not considered significant constructs in the second-order model. 
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Participation (0.32), Knowledge (0.39), Learning Motivation (0.38), Tolerance (0.30), 

and Information access ability (0.48) are not significant factors on consumer’s perceived quality.  

Table 4-13 shows the second-order loading. Trust had the highest second-order factor loading 

(0.75), followed by interactional justice (0.74), communication (0.70), advocacy (0.59) and 

interaction between customer and service provider (0.55).  

Communication, Trust, and Interactional Justice only met the factor loading cut-off point 

of 0.708 in second-order model. However, in much exploratory research, 0.60 is also used as the 

criterion of factor loading (Qin & Prybutok, 2013), therefore, we can conclude that Trust, 

Interactional Justice, Communication, and Advocacy are significant dimensions of value co-

creation quality in a routine health care setting. Also, Participation, Knowledge, Learning 

Motivation, Interaction between customer and service provider, Tolerance and Information 

access ability are not considered relevant constructs on perceived value co-creation quality.  

 

Hypothesis Test for Research Model 1 

In the base model, Perceived Quality is a significant factor on both customers’ service 

satisfaction and their commitment level in routine health care service. Also, customer satisfaction 

makes a positive impact on customers’ commitment level.   

Hypothesis H1, which examined whether or not a higher level of customers’ perceived 

quality leads to a higher level of customer satisfaction is, in fact, supported. The path coefficient 

of this relationship is 0.81 with a t-value of 106.84, p<0.001 and this relationship is strong (Hair 

et al., 2013). 

Hypothesis H2 which posited that the greater a customer’s perceived quality the greater 

that customer’s commitment would be also demonstrated a significant relationship. The path 
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coefficient of this link is 0.21 with a t-value of 9.11, p<0.01. However, the path coefficient of 

this link is relatively low and close to the marginal acceptance level (0.20), and the strength of 

this relationship is relatively lower than the effect of perceived service quality on customer 

satisfaction (0.81).  

Hypothesis H3, which examined the relationship between customer satisfaction and 

customer commitment level is also supported. The path coefficient between these constructs is 0. 

29 with a t-value of 13.10, p<0.01. Thus, this result confirmed that higher customer satisfaction 

leads to higher customer commitment.  

 

Table 4-14 Hypothesis Tests for Research Model 1 
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Figure 4-3 Research Model 1 (Structural Model) - Hypothesis tests 
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Research Model 2  

Analysis of Structural Model 2 follows similar procedures. Similarly, both the 

measurement and the structural model were evaluated using CFA and the bootstrapping 

technique. The reliability and validity of the measurement model was examined. After that, the 

second structural model was analyzed using Smart PLS software with a bootstrapped sample of 

5000.  

In addition to the base model, I added two latent variables called “In-Role Behavior” and 

“Extra-Role Behavior” in accordance with Yi and Gong’s customer’s value co-creation behavior 

classification (2013). In this model, the second order latent variables are able to take a role as 

both the endogenous and the exogenous latent variables. Based on the results of the CFA for 

Structural model 1, I classified the twelve proposed constructs for value co-creation into two 

groups based on their relationship to these two latent variables of In-Role and Extra-Role 

Behavior. 

The correlation matrix of the CFA for the base model showed that Participation, 

Communication, Interactional Justice, Knowledge, Interaction between Customer and Service 

Provider, Trust, Learning Motivation and Information Access Ability had a close relationship, 

which had an inter-correlation value over 0.50. Thus, these constructs were grouped together and 

linked to In-Role Behavior. On the other hand, Interaction between Customer and Customer, 

Helping, Advocacy, Tolerance, and Trust showed high inter-correlation, so these constructs were 

linked to Extra-Role Behavior.  

Trust is found in both In-Role behavior and Extra-Role behavior because this construct 

showed high inter-correlation with most of the proposed constructs for value co-creation. Thus, 

Trust was considered to be a factor variable for both In-Role behavior and Extra-Role behavior. 
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As mentioned in Chapter 2, the role of Trust has actively been studied, and its exact role as factor 

or outcome variable, its relationship among other variables and so on have still not clearly been 

defined.  

In summary, In-Role Behavior was related to the blocks of Participation, 

Communication, Interactional Justice, Knowledge, Interaction between Customer and Service 

Provider, Trust, Learning Motivation, and Information Access Ability. Also, Extra-Role 

Behavior was related to the blocks of Interaction between Customer and Customer, Helping, 

Advocacy, Trust, and Tolerance. Trust showed high inter-correlation, so this construct was 

linked to both In-Role and Extra-Role Behavior. After that, the structural model was analyzed 

using Smart PLS software with a bootstrapped sample of 5000. 
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Figure 4-4 Research Model 2 
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Confirmatory Factor Analysis for Research Model 2 

Reliability and construct validity was examined with CFA. The results of the application 

of the initial PLS algorithm to the second model are shown in Table 4-15 and Table 4-16. 

Convergent validity is supported when each item has high outer loading, over 0.708. (Hair et al., 

2013). Convergent validity on the construct level is also examined with an AVE value, over 

0.50. However, in the initial analysis for the second model, the summary Table 4-15 showed that 

the AVE score for both In-role behavior and Extra-role behavior did not exceed 0.50. 

Also, the outer loading for many items of these latent variables is below the factor loading cut-

off point of 0.7. 

In addition to the violation of the convergent validity check, the analysis also showed a 

discriminant validity violation issue. Following the Fornell-Lacker criterion, the square root of 

the AVE should be higher than its highest correlation with any other construct in order to satisfy 

the condition of discriminant validity. However, the square root of the AVE for both In-Role and 

Extra-Role behavior showed relatively lower values and discriminant validity was not fully 

satisfied (see Table 4-17).  The square root of the AVE for In-Role behavior is 0.67, lower than 

the correlation with Extra-Role behavior (0.81), Communication (0.90), Interactional justice 

(0.90), Interaction between Customer and Customer (0.75), Perceived Quality (0.77), 

Satisfaction (0.77), and Trust (0.90). Also, the square root of the AVE for Extra-Role behavior is 

0.60, lower than the correlation with Extra-Role behavior (0.81), Commitment (0.57), 

Communication (0.70), Interactional justice (0.68), Interaction Customer and Customer (0.62), 

Perceived Quality (0.67), Satisfaction (0.67), and Trust (0.78). Therefore, I removed the items 

which were not qualified by the convergent validity cut-off criteria and re-ran the CFA. 
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Table 4-15 Summary 1 of Results - Research Model 2 (Measurement Model) - Initial 
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Table 4-16 Summary 2 of Results - Research Model 2 (Measurement Model) - Initial 
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Table 4-17:  Intercorrelation of the Latent Variables – Research Model 2 - Initial: Square root of the AVE on the diagonal 
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The AVE of all constructs was higher than 0.50 with a range of 0.64 to 0.84 as shown in 

Table 4-18. Table 4-19 also shows that most of the indicators’ outer loading was over 0.708. 

With a range of 0.57 to 0.89, outer loading meets the convergent validity criteria. Only the outer 

loadings for the Interaction construct are below 0.708, but these three values are over or close to 

0.60: Interaction 1 is 0.60; Interaction 2 is 0.64; and Interaction 4 is 0.57. Because the cut-off 

point of 0.60 is acceptable in exploratory research (Qin & Prybutok, 2013), Interaction between 

Customer and Service Provider is considered a significant factor in this model. Thus, convergent 

validity is supported for the second measurement model.  

The discriminant validity for the second measurement model was also evaluated using 

CFA with the Fornell-Larcker criterion (see Table 4-20). The results still showed a discriminant 

validity violation issue. The square root of the AVE for both In-Role behavior and Extra-Role 

behavior increased from the initial analysis: In-Role behavior increased from 0.67 to 0.80, and 

Extra-Role behavior increase from 0.60 to 0.83. The In-Role behavior construct showed a high 

correlation with Extra-Role behavior, Communication, Interactional Justice and Trust, and the 

Extra-Role behavior construct showed a high correlation with In-Role behavior and Trust.  

One possible reason for this violation is that Trust is highly related to the other proposed 

constructs which are considered determinants of both In-Role and Extra-Role constructs. Trust 

was also linked to both In-Role and Extra-Role behavior in the second research model. Thus, I 

propose a third model in the next part of this chapter.  

Composite Reliability and 𝑅𝑅2 were examined. A Composite Reliability value of over 0.70 

meets the internal consistency of the measurements, and the Composite Reliability value of all 

constructs was above this cut-off point of 0.70 (see Table 4-18). The 𝑅𝑅2 values for Perceived 
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Quality (0.63) Satisfaction (0.65), and Commitment (0.23) were considered moderate (Hair et al., 

2014).  

 

Table 4-18 Summary 1 of Results - Research Model 2 (Measurement Model) – Final 

 

Table 4-19 Summary 2 of Results - Research Model 2 (Measurement Model) – Final 
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Table 4-20:  Intercorrelation of the Latent Variables – Research Model 2 – Final: Square root of the AVE on the diagonal 
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Bootstrapping for Research Model 2 

 

Table 4-21: Significance Test 1 of the Research Model 2 (Structural Model – Second-Order) 

 

 

Table 4-22: Significance Test 2 of the Research Model 2 (Structural Model – Third-Order) 

 

In the second-order model, path coefficients of the exogenous drive constructs show their 

relative importance on both In-Role behavior and Extra-Role behavior. Trust was the most 

important construct for In-Role behavior, followed by Communication, Interactional justice, and 

Interaction between Customer and Service Provider. Trust also was the most important construct 

for Extra-Role Behavior with Advocacy being the next most important. Also, all paths had a 

significant t-value at a significance level of 0.01 (see Table 4-21).  
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Leaving this brief discussion of Trust behind, we can conclude that Communication, 

Interactional Justice, Interaction between Customer and Service Provider, and Trust are 

significant dimensions of In-Role behavior. Also, Advocacy and Trust are considered significant 

dimensions of Extra-Role behavior. Participation, Knowledge, Learning Motivation, Interaction 

between Customer and Customer, Tolerance, Helping, and Information Access Ability were not 

determined to be relevant constructs of either In-Role or Extra Role behavior in the second 

research model.   

In the third-order model, In-Role behavior (0.526) was the most important construct for 

Perceived Quality, with Extra-Role behavior being the next most important. Both paths had a 

significant t-value with a 0.01 significance level (see Table 4-22). 

  

Hypothesis Tests for Research Model 2 

In the second model, the results showed that Perceived Quality is a significant factor in 

customer service satisfaction in routine health care. Also, Perceived Quality have a direct 

predictive effect on customer commitment level. The model showed that customer satisfaction 

does in fact lead to customers’ commitment. Thus, Perceived Quality will have an indirect effect 

on Customer Commitment via Customer Satisfaction.  In addition, the results found that both In-

Role behavior and Extra-Role behavior are significant factors in Perceived Quality (see Table 4-

23). 

Hypothesis H1, which examined whether or not a higher level of customers’ perceived 

quality leads to a higher level of customer satisfaction is supported. The path coefficient of this 

relationship is 0.81 with a t-value of 112.23, p<0.001 and this relationship is strong (Hair et al., 

2013). 
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Hypothesis H2, which suggested that the greater a customer’s perceived quality the 

greater that customer’s commitment would be was marginally supported by the second model. 

The path coefficient of this relationship is 0.21 and this is close to the marginal acceptance level 

(0.20), the cut-off point of significant path coefficient (Hair et al., 2013).  

Hypothesis H3, which posited that greater customer satisfaction would lead to greater 

customer commitment is supported. The path coefficient between these constructs is 0.29 with a 

t-value of 12.37, p<0.01.   

Hypothesis H4-a, which predicted that the greater a customer’s In-Role participation 

behavior the greater that customer’s perceived quality would be was also supported. The path 

coefficient of this link is 0.53 with a t-value of 18.10, p<0.01.  

Hypothesis H4-b, which posits that the greater a customer’s Extra-Role participation 

behavior the greater that customer’s perceived quality will be was marginally supported. The 

path coefficient of this link is 0.28 with a t-value of 9.58, p<0.01. However, the path coefficient 

of this link is relatively low and close to the marginal acceptance level (0.20). The strength of 

this relationship is relatively speaking lower than the effect of In-Role behavior on perceived 

service quality (0.53). 

 

Table 4-23 Hypothesis Tests for Research Model 2 
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Figure 4-5 Research Model 2 (Structural Model) - Hypothesis tests 

 

Research Model 3  

The third research model used a similar structure to the second research model which had 

two latent variables, In-Role behavior and Extra-Role behavior in accordance with Yi and 

Gong’s (2013) customer value co-creation behavior classification. The difference between 

Research Models 2 and 3, is that in the third model, Trust is only linked to the block of In-Role 

behavior in order to avoid a strong relationship between In-Role behavior and Extra-Role 

behavior. In addition, these two constructs showed high correlation in Research Model 2, so I 

examined the relationship between these two constructs in order to identify the probable 

relationship between these two latent variables.  

In summary, In-Role Behavior was related to the blocks of Participation, 

Communication, Interactional Justice, Knowledge, Interaction between Customer and Service 

Provider, Trust, Learning Motivation, and Information Access Ability. Also, Extra-Role 

Behavior was related to the blocks of Interaction between Customer and Customer, Helping, 

Advocacy, and Tolerance. In Research Model 3, Trust was only linked to In-Role Behavior.  
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The analysis of Research Model 3 follows similar procedures to Models 1 and 2. 

Similarly, both the measurement and the structural model were evaluated using CFA and 

bootstrapping. The reliability and validity of the measurement model was examined. After that, 

the structural model was analyzed using Smart PLS software with a bootstrapped sample of 

5000.  

 

Figure 4-6 Research Model 3 

Confirmatory Factor Analysis – Research Model 3 

Reliability and construct validity was examined with CFA. In the initial analysis for the 

third research model, the results showed that many items were not qualified with the outer 

loading cut-off point of 0.708. Also the AVE values of both In-Role behavior and Extra-Role 

behavior did not meet the cut-off point of 0.50. Also, the results of the measurement model 

analysis showed the violation of the convergent validity with the Fornell-Lacker criterion. 

Therefore, I removed the items which were not qualified by the convergent validity cut-off 

criteria and re-ran the CFA. 
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The final results of the third research model using CFA are shown in Table 4-24 and 4-

25. The AVE of all constructs was higher than 0.50 with a range of 0.64 to 0.89 as shown in 

Table 4-24. Table 4-25 also shows that most of the indicators’ outer loading was over 0.708. 

With a range of 0.58 to 0.87, outer loading meets the convergent validity criteria. As was the 

case in the second research model, only the outer loadings for the Interaction construct were 

below 0.708, but these three values were over or close to 0.60: Interaction 1 is 0.60; Interaction 2 

is 0.64; and Interaction 4 is 0.58. Because the cut-off point of 0.60 is acceptable in exploratory 

research (Qin & Prybutok, 2013), Interaction between Customer and Service Provider is 

considered a significant factor in this model. Thus, convergent validity is supported for the 

second measurement model.  

The discriminant validity for the second measurement model was also evaluated using 

CFA with the Fornell-Larcker criterion (see Table 4-26). The results still showed a discriminant 

validity violation issue for third-order variables. The square root of the AVE for In-Role 

behavior is 0.80, and for Extra-Role behavior is 0.81. The In-Role behavior construct showed a 

high correlation with Communication, Interactional Justice and Trust, and the Extra-Role 

behavior construct showed a high correlation with Helping and Interaction between Customer 

and Customer. Although the square root of the AVE for these third-order latent variables was 

lower than the inter-correlation between other second-order constructs, the AVE value of these 

third-order constructs exceeds the cut-off value of 0.50 and thus proved these third-order 

variables were well explained with the relevant second-order variables. Also, the second-order 

variables did not show any discriminant validity violation issue.  

Composite Reliability and 𝑅𝑅2 were examined. A Composite Reliability value of over 0.70 

meets the internal consistency of the measurements, and the Composite Reliability value of all 
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constructs was above this cut-off point of 0.70 (see Table 24). The 𝑅𝑅2 values for Perceived 

Quality (0.62) Satisfaction (0.65), and Commitment (0.23) were considered moderate (Hair et al., 

2013).  

 

Table 4-24 Summary 1 of Results - Research Model 3 (Measurement Model) 

 

Table 4-25 Summary 2 of Results - Research Model 3 (Measurement Model) 
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Table 4-26:  Intercorrelation of the Latent Variables – Research Model 3: Square root of the AVE on the diagonal 
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Bootstrapping for Research Model 3 

 

Table 4-27 Significance Test 1 of the Research Model 3 (Structural Model – Second-Order) 

 

 

Table 4-28 Significance Test 2 of the Research Model 3 (Structural Model – Third-Order) 

 

In the second-order model, path coefficients of the exogenous drive constructs show their 

relative importance on both In-Role behavior and Extra-Role behavior. Trust (0.928) was the 

most important construct for In-Role behavior, followed by Communication (0.926), 

Interactional Justice (0.926), and Interaction between Customer and Service Provider (0.693) 

(see Table 4-27).  
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Unlike the results of the second research model, Helping and Interaction between 

Customer and Customer in the third model proved to be important factors of Extra Role 

behavior, and Advocacy was not considered the determining factor of Extra Role Behavior in 

Research Model 3. Helping (0.887) was the most important construct for Extra-Role Behavior 

with Interaction between Customer and Customer (0.865) being the next most important. Also, 

all paths had a significant t-value at a significance level of 0.01.  

Therefore, we can conclude that Communication, Interactional Justice, Interaction 

between Customer and Service Provider, and Trust are significant dimensions of In-Role 

behavior. Also, Helping and Interaction between Customer and Customer are considered 

significant dimensions of Extra-Role behavior. Participation, Knowledge, Learning Motivation, 

Tolerance, Advocacy, and Information Access Ability were not determined to be relevant 

constructs of either In-Role or Extra Role behavior in the third research model.   

In the third-order model (see Table 4-28), In-Role behavior (0.786) was the most 

important construct for Perceived Quality, with Extra-Role behavior (0.018) being the next most 

important. Both paths had a significant t-values with a 0.01 significance level. However, the path 

coefficient between Extra-Role behavior and Perceived Quality is lower than the threshold point 

of path coefficient (0.20), so this path is not significant. Also, the path coefficient of the path 

between In- Role behavior and Extra-Role behavior is also lower than the cut-off point of 0.2. 

Thus, the relationship between In-Role behavior and Extra-Role behavior is not significant.  

Hypothesis Tests for Research Model 3 

In the third research model, the results showed that Perceived Quality is a significant 

factor in both customer service satisfaction and customer commitment in a routine health care 
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service setting.  However, the results found that only In-Role behavior is a significant factor in 

Perceived Quality (see Table 4-29).  

Hypothesis H1, which examined whether or not a higher level of customers’ perceived 

quality leads to a higher level of customer satisfaction is supported. The path coefficient of this 

relationship is 0.805 with a t-value of 107.38, p<0.001 and this relationship is strong (Hair et al., 

2013). 

Hypothesis H2, which suggested that the greater a customer’s perceived quality the 

greater that customer’s commitment would be was also supported by the third research model. 

The path coefficient of this relationship is 0.212 and this is close to the 0.2, the cut-off point of 

significant path coefficient, and marginally accepted (Hair et al., 2013).  

Hypothesis H3, which posited that greater customer satisfaction would lead to greater customer 

commitment is supported. The path coefficient between these constructs is 0.29 with a t-value of 

13.74, p<0.01.   

Hypothesis H4-a, which predicted that the greater a customer’s In-Role participation 

behavior the greater that customer’s perceived quality would be was also supported. The path 

coefficient of this link is 0.786 with a t-value of 102.41, p<0.01, and this relationship is 

considered to strong relationship (Hair et al., 2013). 

Hypothesis H4-b, which posits that the greater a customer’s Extra-Role participation 

behavior the greater that customer’s perceived quality will be was not supported. The path 

coefficient of this link is 0.018 with a t-value of 2.023, p<0.05. However, the path coefficient of 

this link is relatively low and close to the marginal acceptance level (0.20). The summary of 

hypotheses test for three research models is shown in Table 4-30. 
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Table 4-29 Hypothesis Tests for Research Model 3 

 

 

 

 

Figure 4-7 Research Model 3 (Structural Model) - Hypothesis tests. 
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Table 4-30 Summary of Hypothesis Tests for Three Research Models 
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CHAPTER 5 

DISCUSSION AND CONCLUSIONS 

This research examined an overall model measuring a wide concept of service quality 

(Big Q) in routine health care. This model contained diverse determinants which are studied in 

the business area related to value co-creation, and empirically tested the relationship between 

these constructs and customer perceived service quality. Also, this model examined the link 

between perceived service quality and customer satisfaction and customer commitment in 

routine health care management. In this chapter, I will discuss my findings based on the 

statistical analysis from the previous chapter, and the managerial and theoretical contribution of 

this research. Also, this chapter will discuss the limitations of this research and future research 

directions.  

 

Research Findings 

This paper creates a theoretical framework for the evaluation of perceived service quality 

using value co-creation factors. I also studies the impact of value co-creation on customers’ 

quality perception as well as this perception’s influence on customer satisfaction and 

commitment level in the context of routine health care service. This research proposes three 

models which examine the significant value co-creation factors leading to customer perceived 

quality. I also empirically tested the relationship between perceived quality and customer 

satisfaction and commitment in a health care service setting.  

Social bonds and Feedback which are suggested as value co-creation factors were not included in 

all three models because the measurement items for these two constructs showed the presence of 

cross-loadings in the EFA, so these constructs are not clearly separate from the other constructs. 
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The results of the first research model showed that only five of the proposed value co-

creation constructs could be considered determinants of Perceived Quality in routine healthcare: 

Trust, Interactional Justice, Communication, Advocacy, and Interaction between Consumer and 

Service Provider. Also, through the examination of the structural model, I found that perceived 

quality makes a strong positive effect on the customer’s service satisfaction. This outcome 

supports the belief that a customer’s positive evaluation of services rendered is based on their 

perception of service quality. However, the effect of perceived service quality on customer 

commitment is relatively weaker than the effect of perceived service quality on customer 

satisfaction. Also, the results of the first model showed that customer satisfaction does not 

strongly affect customer commitment level within routine healthcare. Therefore, within 

healthcare, customer affective commitment to the service provider could be influenced by other 

factors alongside perceived quality and customer satisfaction, which are not included in this 

model. 

In the second research model, this dissertation integrates a hierarchical model of 

customer perceived quality with the customer value co-creation behavior model developed by Yi 

and Gong (2013). Following the results of the measurement model tested in the second research 

model, Communication, Interactional Justice, Interaction between Customer and Service 

Provider, and Trust were seen to be significant determinants of In-Role Behavior. Also, the 

results showed that Advocacy and Trust are important factors of Extra-Role Behavior. Like the 

results of first research model, it was seen that good service quality can lead to positive customer 

satisfaction and commitment, and customer’s perceived quality make a stronger impact on 

customer satisfaction than on customer commitment. It was also seen that higher customer 

satisfaction leads to higher customer commitment. In addition, the results of the second research 
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model concluded that customers tended to evaluate service quality more highly when they were 

more involved in In-Role behavior during the routine healthcare service experience. Also, the 

importance of Extra-Role behavioral participation was seen to be relatively lower than the 

importance of In-Role behavior participation. This second research model explained 65% of the 

variance in customer satisfaction towards a service provider, and 23% of the variance in 

customer commitment was explained by perceived quality and customer satisfaction.  

The third research model began with the hierarchical model from the second research 

model but here, Trust was only linked to In-Role behavior. This third model showed slightly 

different results from those of the second research model. The determinants of In-Role behavior 

(Communication, Interactional Justice, Interaction between Customer and Service Provider) 

were the same as the results of the second research model. However, the significant determinants 

of Extra-Role behavior were found to be different: Interaction between Customer and Customer, 

and Helping. Similarly, the results of the structural model analysis for the third research model 

support most of the research hypotheses, but the customer's Extra-Role behavior was found to 

not make a significant impact on customer's perceived quality. Also, the results showed that the 

customer's In-Role behavior does not affect their level of Extra-Role participation.  

 

Theoretical and Methodological Contribution 

This research contributes to the service quality literature by conceptualizing and 

modeling factors of value co-creation with a hierarchical construct model in the context of 

healthcare service. Also, this is the first research to integrate customer value co-creation behavior 

and a broad quality framework within a routine healthcare service context.  
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In addition, this research examined the degree to which attributes of service quality will 

influence customer satisfaction and affective commitment towards a service provider. This 

integrated work contributes to quality theory development by positing that quality is a larger 

construct (Big Q) than was previously conceptualized in the service science literature. 

Through this study, perceived quality was developed as a multidimensional construct with 1) 

twelve sub-dimensions in the first model, 2) two primary dimension and thirteen sub-dimensions 

in the second model, and 3) two primary dimension and twelve sub-dimensions in the third 

model. This work also validated the existing customer value co-creation measures in the 

literature with empirical studies. These three research models showed that these hierarchical 

constructs (perceived quality) made a significant effect on consumer satisfaction and 

commitment.  

Therefore, this research supports that a new approach utilizing a hierarchical / 

multidimensional value co-creation quality framework will be meaningful for the evaluation of 

perceived service quality, further, this approach can make up for the weak points within previous 

service quality research which used classical service quality measures such as SERVEQUAL. 

 

Managerial Implication 

Based on the findings of this research, it is recommended that healthcare service 

organizations focus on improving their service relationships with customers. Customer 

participation and value co-creation are very important factors in increasing service consumption 

and generating profit for an organization.  
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The constructs of Trust, Interactional Justice, Communication, Interaction between 

Customer and Service Provider, and Advocacy are the relevant determinants for customer value 

co-creation.  

This research highlights the significant dimensions of value co-created service quality 

within the context of routine healthcare services so that healthcare service organizations can 

develop strategies to improve their services utilizing those dimensions. 

The results of all three research models showed that Trust is the most important factor in 

the consumer value creation process, and Trust makes a strong impact on customer service 

quality evaluation. Much research has shown that Trust is the most important construct in 

relationship quality, and it has a positive relationship with customer satisfaction and customer 

loyalty. The results of this study agree with those prior results and show that Trust between 

patients and healthcare workers is the influential factor for quality evaluation in this context. 

Also, this research shows that Trust is a significant factor for both In-Role and Extra-

Role behavior. In other words, the level of Trust positively affects a customer’s active 

participation in both customer co-production and voluntary work. Therefore, employers in 

healthcare facilities should make concerted efforts to increase customer trust in the service 

delivery process.  

Interactional Justice is the second important factor for customers’ perceived quality in 

routine healthcare service. The degree to which a patient feels he was fairly treated during the 

service process is a very important factor in their quality evaluation. Information sharing through 

effective and efficient communication is also important in healthcare quality evaluation. 

Therefore, the health service provider must give sufficient information about symptoms and 

treatment processes in order to improve communication with patients. Interaction between 
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Customer and Service Provider is also a significant factor in building a strong customer quality 

evaluation. Thus, service providers should build positive friendships with their patients and show 

their continuous interest in the patient’s overall health even lifestyle and other factors may or 

may not relate to the disease symptoms presented.  

Advocacy is also an important factor in the value co-creation process. If a healthcare 

service provider is able to build a strong positive relationship with trust, communication, and 

interaction with their customers, the customer will in turn help to create a good reputation for the 

provider and will reduce the risk of negative reports due to unexpected situations.  

Compared to patients who are seeking treatment for active disease, consumers of routine 

or preventative healthcare services take on a relatively passive role. Research has shown that the 

most significant determinants of service quality are linked to In-Role behavior. Determinants 

such as Interaction between Customer and Customer, and Helping, which are linked to Extra-

Role behavior, were significant, but, in this case, Extra-Role behavior is not a significant factor 

in the customer quality evaluation. In other words, consumers of healthcare services want to be 

involved in the activities directly required for their treatment (i.e. In-Role behavior), but they do 

not actively participate in voluntary work (i.e. Extra-Role behavior). The consequences of 

noncompliance with most preventative healthcare measures will not be fatal, and further, most 

treatments follow a pre-determined procedure (for example, in the case of vaccinations). Thus, 

patients do not have high expectations for special treatment, and they typically do not actively 

search for information on service providers, nor do they share their experiences regarding a 

given service provider with other customers. Instead, patients receiving routine healthcare are 

more interested the reputation of the facility and procedural fairness. Therefore, a routine 
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healthcare service provider should first focus on the customer co-participation process, and then 

consider ways of improving patient participation in the voluntary work of value co-creation.  

 

Limitation and Future Research 

This research studied consumers’ value co-creation behaviors and their quality evaluation 

process in healthcare service. Due to privacy law regarding healthcare service, obtaining 

abundant research data can be difficult. Thus, research is limited to the evaluation of customer 

experience in a healthcare service setting. Also, sample sizes can be limited.  

Where research subjects are limited to students residing within a specific region, generalizability 

issues can arise. This study was conducted only on university students in the southwestern 

United States. Also, the majority of respondents were limited to the undergraduate cohort. This 

cohort may have a specific pattern of experience. Students typically visit a school-based 

healthcare facility instead of visiting off-campus facilities due to monetary constraints.   

In future research, the studies of more specialized healthcare service experiences can be 

examined, and larger sample sets can be obtained. These studies may solve the issues of 

generalizability. 

This study is the first attempt to integrate frameworks of both value co-creation and 

service quality. Although the measurement items were developed based on the extant literature, 

some of the proposed constructs are in the process of conceptualization and overlap. Thus, more 

study is needed in order to clarify the proposed constructs and their measurement. Also, this 

research developed a hierarchical research model according to extant literature, but other 

relevant variables such as emotion, alternatives, and price linked to the service quality, customer 
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satisfaction, and customer commitment should be considered in future research. Thus, future 

research may establish a more precise research model and improve prediction accuracy. 
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Dear Participant, 

This study involves a survey designed to understand the key factors affecting the value 

co-creation process and its relationship with customer satisfaction and loyalty in healthcare 

services. Participants are asked to answer a series of questions about their healthcare service 

experience. 

The survey typically takes 25 minutes. Your responses are anonymous and your name or 

other individual identifying information will not be collected. In addition, all data will be pooled 

and aggregated results will be published. 

Participation is voluntary. No deception is involved, and the study involves no risk to 

participants. Refusal to take part in the study involves no penalty or loss of benefits to which 

participants are otherwise entitled, and participants may withdraw from the study at any time 

without penalty regarding your course. 

Participants will receive extra course credit for completing the questionnaire. Also, if you 

do not participate in this research, your instructor will provide another assignments that takes 

equivalent time to obtain the same extra credit. Your voluntary participation will help us to 

address the research questions of this study and will help us better understand consumer 

behavior. 

The study is being conducted by Junhyuk Kwon, Ph.D. student in ITDS, and Professor 

Victor R. Prybutok, ITDS department of the University of North Texas. This research has been 

approved by the University of North Texas Institutional Review Board. Contact the UNT IRB at 

940-565-3940 with any questions regarding your rights as a research subject. 

Your consent is provided by proceeding with this survey; please print this page, if you 

wish to retain a copy of this consent notice for your records. 

 

Junhyuk Kwon 
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Learning Motivation 

• Moti 1: I enjoy learning about something related to my health concerns. 

• Moti 2: I can put off doing other things to study health related information. 

• Moti 3: I am ready to participate in learning that helps me improve my health. 

• Moti 4: I can manage and learn about many of my health needs without going to a 

healthcare provider. 

 

Customer Participation  

• Part 1: I spent a lot of time sharing information about my needs and opinions with the 

staff during the healthcare service process. 

• Part 2: I put a lot of effort into expressing my personal needs to the staff during the 

healthcare service process. 

• Part 3: I always provide suggestions to the staff for improving the healthcare service 

outcome. 

• Part 4: I have a high level of participation in the healthcare service process. 

• Part 5: I am very much involved in deciding how the healthcare services should be 

provided. 

 

Interaction between Customer and Service Provider. 

• Inter 1: The medical staff knows a lot about my needs. 

• Inter 2: The medical staff and I have developed a good rapport. 

• Inter 3: The medical staff are friendly with me. 

• Inter 4: The medical staff and I seem to find plenty to talk about. 

 

Interaction between Customer and Customer. 

• Inter 5: I have developed friendships with other patients I met at the healthcare facility. 

• Inter 6: I enjoy spending time with other patients at the healthcare facility. 

• Inter 7: The other patients in the healthcare facility make my time their more enjoyable. 

• Inter 8: There is a good chance I will run into one of my friends at the healthcare facility. 
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Communication 

• Com 1: The medical staff in this healthcare service provider keeps me very well informed 

about what is going on with my health. 

• Com 2: The medical staff in this healthcare service provider explains medical and 

treatment options in a meaningful way. 

• Com 3: The medical staff in this healthcare service provider always offers me as much 

information as I need. 

• Com 4: The medical staff in this healthcare service provider always explains to me the 

pros and cons of a particular treatment he/she recommends to me. 

• Com 5: The medical staff in this healthcare service provider always listened carefully. 

• Com 6: The medical staff in this healthcare service provider always spent enough time 

with me. 

 

Interactional Justice 

• IJ 1: The length of time taken to resolve any concerns I have is adequate. 

• IJ 2: The medical staff at this healthcare service provider is flexible when dealing with 

my concerns. 

• IJ 3: The medical staff at this healthcare service provider takes my concerns seriously.  

• IJ 4: The medical staff at this healthcare service provider puts the appropriate amount of 

effort into resolving my concerns. 

• IJ 5: The medical staff of this healthcare service provider communicate with me in a 

respectful manner. 

 

Social Bonds 

• SB1: The medical staff at this healthcare service provider and I are able to talk openly as 

friends. 

• SB2: The medical staff at this healthcare service provider and I talk only about business 

matters (R). 

• SB3: I know some of the staff at my preferred healthcare service provider outside of their 

facility.  
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Trust 

• Tru 1: The medical staffs at this healthcare service provider are trustworthy.

• Tru 2: The medical staffs at this healthcare service provider are honest.

• Tru 3: The medical staffs at this healthcare service provider have integrity.

• Tru 4: This healthcare service provider has a good reputation.

• Tru 5: The medical staffs at this healthcare service provider were concerned for my well-

being.

• Tru 6: The medical staffs at this healthcare service provider appeared concerned about

me.

• Tru 7: I’m sure the medical staff at this healthcare service provider always want the best

for me.

Knowledge 

• Know 1: I possess good knowledge about medical and health-related issues.

• Know 2: I am experienced in doctor–patient consultations.

• Know 3: I can understand my doctor’s techniques and treatments.

• Know 4: I understand almost all aspects of the services provided by my doctor.

Information Access Ability 

• InfoA 1: I am skilled at using the Web.

• InfoA 2: I consider myself knowledgeable about good search techniques on the Web.

• InfoA 3: I know somewhat less than most users about using the Web.

• InfoA 4: I know how to find what I am looking for on the Web.

Feedback 

• Feed 1: If I have a useful idea on how to improve service, I let the medical staff know.

• Feed 2: When I receive good service from the medical staff, I comment about it.

• Feed 3: When I experience a problem, I let the medical staff know about it.
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Advocacy 

• Advo 1: I said positive things about my healthcare service provider and medical staff to 

others. 

• Advo 2: I recommended my healthcare service provider and medical staff to others. 

• Advo 3: I encouraged friends and relatives to visit my healthcare service provider. 

 

Helping 

• Help 1: I assist with other patients I met at the healthcare facility when they need my 

help. 

• Help 2: I help with other patients I met at the healthcare facility when they seem to have 

problems. 

• Help 3: I provide advice to with other patients I met at the healthcare facility to use the 

service correctly 

• Help 4: I give advice to with other patients I met at the healthcare facility. 

 

Tolerance 

• Tol 1: If a service was not delivered as expected, I would be willing to put up with it. 

• Tol 2: If the medical staff make a mistake during service delivery, I would be willing to 

be patient.  

• Tol 3: If I have to wait longer than I normally expected to receive the service, I would be 

willing to adapt. 

 

 

 

 

 

 

 

 

 



107 

Perceived Quality 

• PQ 1: The service from this healthcare service provider is well organized.

• PQ 2: The service quality of this healthcare service provider was maintained throughout

the contact.

• PQ 3: This healthcare service provider has an acceptable level of service quality in

comparison to others.

• PQ 4: The medical staff are always kind and friendly.

• PQ 5: The medical staff gets the diagnosis and treatment right.

Customer Satisfaction 

• Sats 1: Your overall experience with this healthcare service provider was content.

• Sats 2: Your overall experience with this healthcare service provider was pleasant.

• Sats 3: Your overall experience with this healthcare service provider was delightful.

• Sats 4: Your overall experience with this healthcare service provider was satisfying.

• Sats 5: Your decision to visit this healthcare service provider was a wise decision.

Customer Commitment 

• Cm 1: I feel like part of the family at this medical service facility when I visit.

• Cm 2: The medical service facility I go to has a great deal of personal meaning for me.

• Cm 3: I feel emotionally attached to this healthcare service medical staff.

• Cm 4: I will continue to see this healthcare service medical staff for my medical needs in

the future.


