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Abstract 

 

Current literature on value co-creation identifies motives that are fundamental drivers of 

knowledge sharing, service efficiency, and client satisfaction (i.e. patient well-being) during the 

treatment process. These motives include individualising, relating, developmental, 

empowering, ethical and concerted motives.  

 

However, research conducted in different countries points to contradictory findings regarding 

the significance of these motives. Therefore, we argue that studying patients' motives is 

important, as they drive participation in the healthcare treatment process with medical experts. 

 

We expand the predictive value of service-dominant logic by discussing the cultural dimension. 

The aim of this study is to encourage the development of a more efficient, culturally integrative 

healthcare service planning process. We explore how cultural values impact patients' motivation 

to engage in the co-creation of value in healthcare services. We believe this will support 

reducing healthcare costs for service providers and national health systems, as well as 

increasing patient well-being. 
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Introduction 

 

Further global progress is required in implementing Sustainable Development Goal 3 (SDG 3), 

as set out by the United Nations (Glassman & Temin, 2016; Haenssgen, 2023; Sachs & Ban, 

2015; United Nations, 2025). SDG 3 aims to promote healthy lives and well-being for all. SDG 

3 addresses various global health challenges, as diseases and healthcare systems become 

increasingly interconnected, as witnessed during the recent pandemic (Prahalad & Ramaswamy, 

2004; United Nations, 2025; Haenssgen, 2023). Improving patient well-being can significantly 

reduce healthcare costs and the financial burden on global healthcare systems, and value co-

creation can contribute to this. 

 

While previous studies have identified motives for value co-creation in the healthcare service 

sector (Neghina et al., 2014), more recent studies have produced conflicting results regarding 

the importance of customer value co-creation motives in different countries. For example, 

studies by Bhatti et al. (2021) and Chwialkowska et al. (2022) highlight differences in the 

importance of ethical, individualising, and concerted motives, which were found to be 

significant in the US and Pakistan, but not in Germany. Furthermore, contrasting the results of 

Chwialkowska et al. (2022) and Neghina et al. (2017) reveals differences in the significance of 

relational motives and knowledge sharing. The former were not significant in the US sample, 

whereas the latter were significant in a study conducted in the Netherlands. We argue that the 

cultural dimension of power distance significantly influences the dynamics of value co-creation 

between medical experts and patients during the healthcare treatment process. Consequently, 

our research addresses the key research question.  

 

How do cultural factors and the dynamics of the medical expert–patient 

relationship influence co-creation activities and the importance of patients' 

motives in engaging in these activities?  

 

The purpose of this study is to achieve the following major objectives,  

 

(1) to explore the importance of the cultural dimension of power distance in 

shaping patients' motives to co-create, and to propose how these values impact 

medical expert–patient relationship value co-creation dynamics.  

 

(2) To propose practical implications for healthcare providers (e.g. medical 

experts, physicians, hospitals, and pharmaceutical firms) seeking to improve 

patient satisfaction and well-being. 

 

 

The study encourages the development of culturally sensitive healthcare services and treatment 

processes that are more efficient for providers and increase patient well-being. We advocate 

long-lasting development approaches as a means of tackling global health challenges (McKee, 

2021). 

 

 

Value co-creation and service-dominant logic 

 

Value co-creation is a process in which healthcare service providers and patients interact to 

create and develop value through communication, collaboration, understanding, and activity 
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(Prahalad & Ramaswamy, 2004; 2004a). Ideally, this results in positive health outcomes for 

patients (Sweeney et al., 2015; McColl-Kennedy et al., 2017; Manias & Williams, 2008; Michie 

et al., 2003). 

 

Initially, the literature viewed value co-creation in light of Vargo and Lusch (2004, 2008), who 

considered all clients to be value co-creators. However, this perspective has been questioned by 

Gronroos (2012), who distinguishes between buyer value creation, which depends on client 

activities as they represent economic actors, and value co-creation, which requires interaction 

between at least two economic actors (i.e. the patient and the healthcare service provider). 

Gronroos's approach aligns with the work of Prahalad and Ramaswamy (2000, 2004) and 

Ballantyne and Varey (2006). 

 

Randall et al. (2011) emphasise that commitment, connection, and trust are dimensions of a 

more comprehensive co-creation concept. Yi and Gong (2013) examine the customer viewpoint 

on co-creation, assessing it as a third-order factor consisting of two main dimensions: customer 

citizenship and customer co-creation behaviours. Only a few studies compare co-creation 

(focused on service industries) and co-production (focused on manufacturing industries) (Schau 

et al., 2009; Ple´ and Ca´ceres, 2010; Vargo & Lusch, 2008). 

 

While the existing literature identifies various patient co-creation activities in healthcare 

(Gonzales, 2019; Bashar et al., 2020; McColl-Kennedy et al., 2012; Sweeney et al., 2015), it 

does not acknowledge that the extent of patient involvement is culture-dependent (Hofstede, 

2001; Hofstede, 2010; House et al., 2004). 

 

In summary, the literature on value co-creation in the healthcare industry mainly focuses on 

three major research areas. The first research stream identifies the outcomes of patient 

involvement. These include enhanced well-being and quality of life (McColl-Kennedy et al., 

2017; Sweeney et al., 2015), improved management of chronic pain (Manias & Williams, 

2008), reduced stress levels (Kremer et al., 2007), increased patient satisfaction (Loh et al., 

2007), greater efficiency in treatment, as measured by a reduction in referrals and diagnostic 

tests (Stewart et al., 2000), and fewer conflicts between patients and healthcare providers 

(Kremer et al., 2007). While all these studies highlight the importance of value co-creation in 

the healthcare industry, they fail to discuss the importance of cultural backgrounds during the 

interaction process. 

 

Value co-creation cannot be discussed without mentioning service-dominant logic (SDL), 

which addresses service interaction actors. Ideally, both actors benefit during the service 

treatment process, with the medical expert (service provider) providing benefits to the patient 

through their knowledge, skills, and competencies, resulting in higher service quality, better 

treatment performance, reputation, increased treatment satisfaction, and patient well-being. 

Therefore, S-D logic is based on bilateral relationships, communication, and mutual trust, 

resulting in a win-win situation. Due to its interactive nature and the constant adjustment of the 

actors involved and how they appraise value, each actor is constantly learning how to better 

serve and function within a complex and dynamic healthcare service environment (Joiner & 

Lusch, 2016).  

 

S-D logic provides a framework through which to understand how actors co-create value 

through communication, learning and interaction (Vargo & Lusch, 2004; Vargo et al., 2020). 

According to S-D logic, value is not embedded solely within a single product or service, but is 

co-created 'in use' by the actors involved, which naturally requires patient involvement 

(Prahalad & Ramaswamy, 2004; Ballantyne & Varey, 2006; Grönroos, 2012; Grönroos & 
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Voima, 2013). In line with expectancy theory (Mitchell, 1974; Vroom, 1964), value co-creation 

activities represent expected values derived from interaction and corresponding motives to 

engage in co-creation. Thus, S-D logic emphasises the importance of interaction and the 

exchange of knowledge, skills, and technological innovations. 

 

Considering S-D logic, we integrate insights from the physician-patient relationship model in 

healthcare by Emanuel and Emanuel (1992) to account for how relationship dynamics and 

expectations of patient and expert roles impact patient willingness to engage in value co-

creation processes. The paternalistic relationship mode is expert-centred and characterised by 

top-down decision-making and limited expectations for value co-creation among those 

involved. In contrast, the deliberative relationship model is the most patient-centred, 

characterised by high expectations of value co-creation from both parties (Emanuel & Emanuel, 

1992).  

 

While the literature provides a value co-creation framework (Gronroos & Voima, 2013), further 

questions must be addressed to improve our understanding of how to achieve a more systematic, 

fine-grained, and efficient value co-creation process that gives patients the utmost satisfaction 

in the context of their cultural and national backgrounds. Consequently, as discussed in the 

following sub-chapter, we argue that it is necessary to combine the paternalistic and deliberative 

relationship modes with the cultural dimension of power distance (Hofstede, 2001; Emanuel & 

Emanuel, 1992).   

 

 

 

The influence of culture on healthcare treatment relationship dynamics 

 

As one of the cultural value orientations, power distance (PD) reflects societal attitudes towards 

inequality, authority, and experts (Hofstede, 2001). It is defined as 'the extent to which the less 

powerful members of institutions and organisations within a country expect and accept that 

power is distributed unequally' (Hofstede et al., 2010, p. 61). High-PD cultures accept 

inequality as the natural order of the world, whereas low-PD cultures seek equality (House et 

al., 2004). These two extremes represent a spectrum of societies with varying degrees of 

acceptance of inequality (Hofstede, 2001). For instance, individuals in high-PD cultures 

anticipate top-down decision-making and do not expect to be consulted or asked for their 

opinions. Conversely, in low PD cultures, even relationships between supervisors and 

subordinates, or parents and children, are based on equality and interdependence. This results 

in people in these cultures expecting collaborative decision-making processes (House et al., 

2004; Hofstede et al., 2010).  

 

PD is relevant to this study because this cultural value affects relationships between medical 

experts and patients, as well as their mutual expectations during healthcare treatment (value co-

creation) (Chwialkowska et al., 2022; Hofstede, 2001; Hofstede et al., 2010). Therefore, it 

impacts the expected roles in the interaction and treatment motivations. In high PD cultures, 

medical experts spend less time with each patient, as both parties perceive significant 

hierarchical distance (Goodyear-Smith & Buetow, 2001). They share less information with 

patients than in low PD cultures (Meeuwesen et al., 2009). The medical expert controls the 

interaction and is treated as superior and the owner of knowledge. The patient is expected to 

follow instructions without question, just as a subordinate would follow a manager in a 

company (Hofstede et al., 2010).  
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Patients in high PD cultures do not expect consultation time to be spent building rapport or an 

emotional connection between the parties involved (Meeuwesen et al., 2009; Goodyear-Smith 

& Buetow, 2001). Conversely, in low PD cultures, the two parties are considered equals 

(Hofstede, 2001). More time is spent on consultations and medical experts share more 

information with their patients (Meeuwesen et al., 2009). Patients are expected to actively 

participate in communication, consultations, treatment, and the feedback process (Mead & 

Bower, 2000; Hofstede et al., 2010) (see Figure 1).  

  

 

   == Please insert Figure 1 here ==  

 

 

Therefore, the degree of PD impacts the preferred communication and relationship dynamics 

between medical experts and patients (Hofstede, 2001). Emanuel and Emanuel's (1992) 

paternalistic relationship dynamics align with patients' expectations in high PD cultures, as 

these cultures rely on authority, expert opinion, and top-down decision-making. Conversely, 

deliberative relationship dynamics are most prevalent in low PD cultures, where decisions are 

made collaboratively and both the patient and the medical expert are responsible for the patient's 

well-being and the success of the treatment. Consequently, the extent to which the two parties 

engage in value co-creation activities corresponds to lower levels of power distance.  

As power distance affects the expectations and preferred relationship dynamics between the 

medical expert and the patient (service recipient), we propose the following: 

 

Proposition 1: Patients in cultures with high power distance expect and prefer 

more paternalistic relationship dynamics with medical experts 

in healthcare services. 

 

Proposition 2: Patients in cultures with low power distance, however, expect 

and prefer more deliberative relationship dynamics with the   

medical expert. 

 

 

 

 

Discussion, conclusion, and outlook   

 

While existing value co-creation studies in the healthcare sector have made significant 

contributions to our knowledge, there are still several gaps in our understanding. The first calls 

were made to consider the role of cultural values in the co-creation process and their impact on 

patient motives for co-creation (e.g. Bhatti et al., 2021; Chwialkowska, 2022). However, the 

majority of existing research focuses on the outcomes of patient value co-creation (e.g. Kremer 

et al., 2007; Loh et al., 2007; McColl-Kennedy et al., 2017; Manias & Williams, 2008; Stewart 

et al., 2000; Sweeney et al., 2015), yet does not consider the importance of patients' cultural 

backgrounds. This needs to be improved because culture, as expressed through communication 

styles, behaviours and attitudes, has a significant effect on interactions between medical experts 

and patients (Hofstede et al., 2001; Hofstede et al., 2010). 

 

S-D logic (Vargo & Lusch, 2004) provides valuable insights into value co-creation behaviour 

during healthcare treatment processes (Karpen et al., 2012; Neghina et al., 2014; Tommasetti et 

al., 2017). Although S-D motivations have been well established in the literature as critical 

drivers of value co-creation behaviours, emerging research in the healthcare sector suggests that 
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S-D logic fails to account for the complexity of the co-creation experience in a cross-cultural 

context.  

 

Building on the work of Chwialkowska et al. (2022), who argue that improving patient well-

being and healthcare service efficiency requires an understanding of attitudes towards authority 

and communication dynamics through the lens of the cultural value dimension of power 

distance (Hofstede, 2001), we explore the impact of cultural values on healthcare interactions. 

 

Finally, we draw researchers' attention to patients' (service recipients') expectations regarding 

relationship dynamics, shaped by their cultural values and attitudes towards inequality and 

authority. For instance, patients in cultures with high power distance (PD) are more likely to 

expect a paternalistic relationship and top-down decision-making. In contrast, cultures 

characterised by low PD expect a more deliberative relationship model and actively seek to 

engage in value co-creation. This patient engagement is expressed by asking questions of the 

medical expert rather than remaining silent and waiting for instructions, as is typical in cultures 

with high PD (paternalistic) cultures.  

 

Patients from low PD (deliberate) cultures want to understand the reasons behind and the 

processes of medical treatments, taking into account potential negative side effects, among 

other things. Transparency, communication, and understanding are all crucial in low PD 

cultures. Once informed and convinced of the treatment, patients are ready to actively 

participate in the treatment and the value co-creation process, and are more willing to adjust 

their attitudes and behaviour. Patients in high PD cultures expect to be instructed and do not 

question the treatment process or the expertise of the medical expert. Hospitals that hire medical 

experts and hospital staff from abroad, especially from countries with different PD levels, 

should educate and train their employees to prioritise patient well-being.        

 

Our study advances the value of co-creation literature in terms of the impact of culture, thereby 

increasing the predictive power of the S-D logic. Additionally, we shed light on potential 

reasons for contradictory findings in academic healthcare research by Bhatti et al. (2021) and 

Chwialkowska et al. (2022).  

 

We propose that future research tests the model of cultural influences on value co-creation in 

relation to healthcare services and patient well-being experience through qualitative and 

quantitative empirical studies in countries representing different levels not only concerning 

power distance but also uncertainty avoidance, and individualism-collectivism. We 

acknowledge that Hofstede's cultural dimensions, on which our integrative model is based, have 

been subject to conceptual criticism. We encourage scholars to explore alternative cultural 

models (e.g. GLOBE, Trompenaars, and Schwartz) in relation to S-D logic and value co-

creation processes within the healthcare industry. Further developed propositions also have 

important implications for promoting value co-creation in different cultural consumer 

segments. 
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Figure 1. Patient-Physician Relationship Dynamics   

Source: Chwialkowska et al., (2022) 

 

 

 

 

 

 


