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Customers as Resource Integrators: Styles of Cust@nCo-creation

Abstract
Research Paper

Purpose

Drawing from S-D logic this paper builds on the psition of customers as resource
integrators, identifying six styles of customerareation, and linking customer co-
creation styles to outcomes.

Design/methodology/approach

A theoretical framework is proposed linking custoroe-creation styles to outcomes.
The research is based on twenty in-depth interveavasfour focus groups of patients
across a wide range of cancers, gender and lefgiisadbment with oncology patients
at two different clinics.

Findings

Six styles of co-creation are identified. They ‘@eam Manager”, “Isolate
Controller”, “Partner”, “Spiritualist”, “Adaptive Ralist” and “Passive Compliant”.
Individuals who exhibit an “Adaptive Realist” stylend to demonstrate high quality
of life, on psychological, existential and suppdirhensions. In contrast, the lowest
quality of life was evidenced by those exhibitirRgissive Compliant” and “Isolate
Controller” styles.

Practicality
Our findings provide insights into which customerareation styles offer greatest
patient outcomes.

Research limitations/implications
The present research provides a starting poirfuftiher research on modelling the
relationship between customer co-creation stylelscaicomes.

Originality/value

This is the first study to operationalize co-creatirelating co-creation to co-
production, and demonstrating a direct relationfigfveen co-creation activities, co-
creation styles and outcomes. Furthermore, tharelseevelops theory, building on
S-D logic.

Keywords: S-D logic, resource integrators, customer co{evastyles



Customers as Resource Integrators: Styles of Custa@nCo-creation

Introduction
The traditional wisdom is that value is createcaldproducer” and purchased by a
customer for “consumption.” Indeed, the consumdraber literature has focused
more on the consumer’s buying decision than on wWietustomedoes(Xie,
Bagozzi and Troye 2008). More recently, this praumonsumer model has begun to
be replaced by a model of co-creation of valuepdehin which value is created
through the joint activities of providers and cusérs but also the activities of others
in the networks of these parties.

This shift toward a model of the co-creation ofueahas partial roots in the
service-marketing literature, through the idea gratluction and consumption are
“inseparable” (ZBP 1983) and in the “business-tsthess” (B2B) marketing
literature, in which the producer-consumer disiortis clearly inappropriate. But it
also has roots in the mainstream business literasuich as Prahalad and
Ramaswamy’s (2000) work on the subject and To#1€t980) coining of the term
“presumption.” Arguably, there are other roots. Blgenerally, Vargo and Lusch
2004; 2008a) have suggested that the idea of @itoneof value is part of an
evolution toward a general reorientation for marigtvalue creation, and exchange,
which has become known as “service-dominant (Sebicl”

While sharing a common, underlying concept, theceptualizations of the
co-creation associated with these various rooferdiPartly to capture these diverse
meanings, Vargo and Lusch (2008a; see also Varg8)2listinguish broadly
between “co-creation of value” — the unavoidableltiparty nature of value creation
-- and “co-production” — the less-compulsory, meffertful involvement of

customers in provider processes (e.g., designeosenvice delivery, self-service,



etc.). Furthermore, almost all treatments of them@ation of value seem to imply
that it is not a homogeneous process but rathefasnehich there can be multiple
approaches. That is, different individuals mighta$e or have the ability to become
involved in the co-creation process in differentmayet, with some exception (e.g.,
Baron and Harris 2008) these alternative approaches not been studied.

The purpose of the present research is to investegapirically a service
provision process in order to tease apart mulapleroaches to co-creation and
suggest a classification schema, at least in amvecsesetting, as well as to begin to
explore the relationship between co-creative apgresand outcomes (e.g., quality
of life). The service setting is healthcare, spealfy cancer treatment. Healthcare,
and oncology related healthcare specifically, &i@sen because they provide
opportunities for a full range of co-productive aradcreative activities and styles.

To accomplish these purposes, first we reviewitbeature on co-creation of
value, particularly as approached through S-D lagid related literature. Next, we
discus co-creation of value in a healthcare coni# then report the results of an
ontologically based, qualitative study. Finally, discuss the findings and suggest
implications.

This study contributes in four important walysst, this study using twenty
interviews and four focus groups represents tls¢ ifrdepth empirical investigation
of multiple approaches to co-creation of value tdgimg a range of activities
(behavioral and cognitive). Second, we discussrthiiple approaches to co-
creation, identifying six styles of customer coatren: “Team Manager”, “Isolate
Controller”, “Partner”, “Spiritualist”, “Adaptive Ralist” and “Passive Compliant”.
Third, we show that these styles appear to appbptb patients undergoing treatment

as well as those in post treatment phases. Fandividuals who exhibit an



“Adaptive Realist” style tend to demonstrate higtalkity of life, on psychological,
existential and support dimensions. In contrast |dlvest quality of life was
evidenced by those with “Passive Compliant” andldte Controller” styles.

We define customer co-creation in healthcareéige as “activities with self or
in collaborationwith members of the service delivery network includsetf, family,
friends, other patients, health professionals &eutside community”. The essential
features are that (1) activities are defined aggoming’ or ‘doing’; (2) these
activities comprise two components (cognitive aabadvioral) and; (3) it involves
effort on the part of the customer. It is importenhote the ‘doing’ of things, not
merely being present at the service delivery pdintthermore, the doing is not “in”
or “on” but “with” self and others in the service network. This @ptaalization of
co-creation is consistent with Payne et al’'s (2G08) Vargo and Lusch’s (2008a)
discussion of the customer value creation processseries of activities performed
by the customer as part of a multiplay of actigtie achieve a particular outcome.
Co-production is the less compulsory, more effditiuolvement of customers in the
process such as in design, self service and oftiex-eurricula activities.

Conceptual Development

The Role of Co-creation

Customers are not merely passive recipients ofceand the associated value.
Indeed, several researchers have identified themof the customer as active
rather than passive recipient of service (c.f. [Boft980; Kotler 1986; Payne et al
2007; Xie, Bagozzi and Troye 2007). Vargo and LU&f08b) argue that the
customer is “endogenous to both its own value meatnd that of the firm” (and
Lusch 2008b, 35). In varying degrees, customieng gn active role in the creation

and provision of service and in the realizationt®benefit (value) (Prahalad and



Ramaswamy, 2000; Vargo and Lusch 2004; Tax, ColgateBowren 2006). Some
customers may be involved with service-provideivétats and be regarded as ‘part
time employees’ of the organization but all invalva integrating the service they
receive with other aspects of their lives to soregrde before there can be benefit .

The concept of customer participation is not paftdady new; what is new is the
recognition that the service providers are onlyjaimg partial inputs into customers’
value-creating processes and thus the importainoeopting and empowering
customers’ co-creator role (Bendapudi and Leon@320argo and Lusch, 2004).
Arguably, this co-creative role of the customeexpanding, enhanced by the
increasing education of customers, the role ofrieldyy in self-service and the
ubiquity of the Internet.

While it is well recognized that co-creation is ionfant from the organization’s
perspective, in so far as it increases “produgti(i€hase, 1978), little empirical
research has addressed ¢hstomer’'sole in value co-creation and its subsequent
effect on important organizational and customecaonnes, such as quality of life.
However, although organizations are seeking tcese customer co-creation, there
is evidence that customers frequently fail to opartheir co-creation role (Chase and
Stewart, 1994; Dellande, Gilly and Graham 2004).dxample, at the most basic
level, the World Health Organisation has highlightiee failure of patients to take
their prescribed medication correctly, often raaglin disastrous outcomes (Tax et
al., 2006).

Resource Integrators
This dual role in value creation requires furtbkboration. In S-D logic, (Vargo
and Lusch 2004; 2008a), co-creation of value i®anatished throughesource

integration More specifically, both what have traditionallgdn referred to as the



firm and the customer are identifiedrasource integratorswith each benefiting
from the service of the other, and the integratibresources from other private (e.qg.,
personal, internal to the firm), public (e.g., adtructure, regulations, etc.), and
market-facing (e.g., other firms) sources. The fi@n can be seen as providing input
into the customer’s own value creating activitielsat is, they areo-creating value
(benefit for the customer). Additionally, the custr can assist the firm in this
service-provision process in varying degrees, thinanformation sharing, self
service (e.g., taking medications), and assistiegnedical staff in the administration
of treatments -- that is, througb-production In S-D logic, in economic exchange,
value is always co-creatdulit co-production may or may not be present. Toos,
production is a relatively optional, and more effal form of the co-creation of
value

Prahalad and Ramaswamy (2000) underscore thedrareion of the
customer from “passive” audiences to “active playar the service experience. This
is consistent with Payne et al.’s (2008), S-D ldggsed, conceptual framework which
commences with the criticality of process in coatian. Indeed, they point to the
importance of viewing the relationship betweengaerice provider and the customer
as “a longitudinal, dynamic, interactive set of esences and activities performed by
the providermandthe customer”. Payne et al. (2008) note the intareotedness of
process and the recursive nature of co-creatiameqtualizing separate categories of
activities as “emotion” (feeling), “cognition” (thking) and “behavior” (doing).
Ideally, the customer engages in a learning proaedghe provider also learns more
about the customer, enabling the provider to imerbnve design of the experience and
in turn, enhance co-creation with the customerweicer, little is known about how

customersactuallyengage in co-creation in practise (Payne et &8R0



Co-creation in the Healthcare Literature

The health provider-patient relationship has tradally been asymmetric,
with the power in favor of the provider. Such aiatton has resulted in concerns as to
the correctness of treatment and a trend towandsurnerism in which patients assert
their rights through complaints, and on occasiornanalpractice claims (e.g. Ali
2007; Freman and Freeman, 2007; Diesfield 2003t Bd04). This trend is matched
by the corresponding move from cure to preventdieath and patient self-care that
emphasizes the role of the customer in the mederaice delivery (Roter et al 1988).
Many advantages of inclusion of the customer instir@ice process have been
recognized, such as reduced cost and increasetertfy of the process
(Jayawardehena and Foley 2000) and based on atiriitbheory, the customer taking
some responsibility for the outcome (Auh et al. Z@itner 1990; Dellande, Gilly
and Graham 2004). In the health domain, co-optiegcustomer has been shown to
reduce unnecessary health costs, improve heakhocéacomes and increase trust in
and commitment to the doctor (Veranec 1999; Mc$tra000; Michie, Miles and

Weinman 2003; Ouschan, Sweeney and Johnson 2006).

Despite the recognition of the potential béseff co-creation for both the
individual and the service provider, little is knowf how individuals actually go
aboutdoingthe co-creating (Payne et al 2007), and the natiahthere may be
different styles of co-creation and that differstyies may lead to different outcomes
has not been explored. Healthcare service, patlgiongoing healthcare iliness
where there is no cure, offers an excellent setonghis investigation since the
patient may undertake a range of behaviors rarfgomy non-compliance through

minimal compliance to active participation withlretconsultation phase alone



(Ouschan, Sweeney and Johnson 2006). Less comyputsoitributory behaviors may
also take place. Patients are generally free tagam activities that can potentially
improve their quality of life and the take up oé#le activities and the way patients
integrate these resources varies.

Where there is no cure, such as is the case aitbet, the goal is to achieve
the best quality of life for patients (Cohen, MauBtuera, Provost, Rowe and Tong
1997). Thus, we expect that customers may co-cesateo-produce in different
ways, as individuals differ in their skills, valuasd expected outcomes, such as in

their quest for the best possible quality of life.

Several themes in the health literature supparirgarest in co-creation. First,
a stream of research has investigated how pafpantipate in the decision making
processthat is when the health problem is shared betwaé&rmnis and service
providers who both consider patient preferencesoammcbme probabilities to reach a
health care position based on mutual agreemens¢frand Kaplan 1999). This
research has indicated that participation in tmmfof shared decision making leads
to improved psychological well-being, improved neadistatus and a greater
satisfaction with their physician (e.g., Ashcrafginster and Slade 1986; Fallowfield
et al. 1994). However, several studies have sugddbat leaving decisions to
patients increases anxiety at the time of treatrdeaision (Ashcroft, Leinster and
Slade 1986; Levy et al 1989) or at most improveglipslogical wellbeing in the first

few months of treatment only (Pozo et al. 1992; idcand Royle 1987).

A second stream of research has addressedatiotis for patient involvement in
health care management, e.g., getting medical cips¢lsmoking cessation, and other

preventative health behaviors that require thentiesnergies and participation for



self-help (Reeder 1972). These health related hetsawmclude intentional behavioral
change to reduce cancer risks, cardiovascularanskdiabetes prevention. Various
successful motivations of health behaviors have l@entified such as interventions,
and using a ‘customer approach’. For example plarsiempathy, reassurance and
support has been shown to improve health behasimoutcomes (Beck,
Daughtbridge and Sloane 2002) while defining custaoles including training
patients in understanding their medical record @athing patients to ask questions
has been shown to be associated with involvemethiein healthcare and their health
behaviors (Dellande, Gilly and Graham 2004; Gresdfet al. 1985; Fattal et al
2005). Interestingly, evidence suggests ther® iagreement as to whether
physicians’ knowledge and skills, their attitudelweir interactions with their team is
a more important to patients in long term healtag¢@rol 2002). However, there is
some recognition that a combination of approacb@sast effective in generating
preventative health care behaviors (Grol 2002)altHébehaviors have been shown to
lead to mainly positive outcomes, for example reduanxiety, faster recovery, and
reduced blood pressure; as well as greater sdtmfiagith the physician (Eisenthal

and Lazare 1976; Haynes et al 1976; Brody et a949®89b).

A third stream investigates patient complianceictvinefers to patient actions
complying with their doctor’s recommendations amcludes compliance with
medication regime, compliance with follow up appoiants and following various
doctors’ recommendations (Fattal, Lampe, Barceldhgina 2005). In effect this
research is a particular form of health care mamage but at a minimum level, since
compliance refers to the most basic level of ssléenanagement as it involves
complying with the instructions of the healthcarevader, such as visiting the clinic

as instructed, following the provider’s instructsoand keeping a daily journal of their
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health. In other words, it is what the patient dimekulfil their part of the bargain in
their health provision (Dellande, Gilly and Grah2604). Compliance has been
shown to result in improved patient self reportstwir health status, perceptions of
goal attainment (success) and again satisfactitintive health service (Fattal et al.
2005; Dellande, Gilly and Graham 2004). Given this,expect that patients who
engage in activities beyond mere compliance wgbréerelatively high quality of life.
Clearly from the above, the patient may merely glyrwith what the medical staff
direct them to do, or not comply, or they make takaore active role in their health
care, and this is particularly relevant in a settivhere patients need to manage

ongoing diseases such as cancer, diabetes andesdilar disease.

We argue that customer co-creation is more exteriean the activities associated
with participation in decision making, and adheeoc compliance with prescribed
behaviors. Customer co-creation in this study féd thus as “activities with self or
in collaboration with members of the service delveetwork including family,
friends, other patients, health professionals &eutside community” and involves
a variety of activities that customers carry outtecreate service value; these range
from simple activities to enable the core servacbe provided, such as described
above, through to proactive activities that arepesformed only during the service
provision, but also beyond the confines of the iserprovision and include making

choices that lead to enhanced psychological weltpei

Furthermore, the more effortful, less compulsartyvéties, such as a patient
guestioning a doctor about alternative therapyatgept administering treatment
between visits to a health care clinic; a patievaloping their own exercise regime;

and a patient managing a support team around thiémough may be regarded
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broadly as co-creation activities are more strid#tyined as “co-production” (Vargo

and Lusch 2008a).

Method

Our interpretive analysis draws from variogsttial forms collected in two phases
over two years across two oncology day clinics magor capital city. Both clinics
were managed by the same organization. We firstuidwed the CEO and Director
of Nursing, four oncologists, as well as the twpeswisors of the clinic receptionists.
Subsequently, we undertook participant observatiadies at the two clinics, making
extensive field notes in the process. This dat@adethness to the findings of the
four focus groups and twenty in-depth interviewat tve undertook with patients
across the range of cancer types and stages thaea
Focus Groups

Four focus group sessions were undertakero diithe focus groups were
conducted with patients who were relatively newh oncology service experience,
while two sessions were conducted with patients whie experienced with service
production and consumption in this setting. Pasierew to the service experience
were defined as those patients who had been atigtitk clinic for less than six
months. Patients experienced in service provisiere defined as having attended
the clinic for more than six months. Each focusugrwas approximately two hours.
This enabled the facilitator sufficient time toadtsh rapport with the participants
and fully explore the research issues of inteseilie ensuring that participants did
not become fatigued (Carson et al. 2001; MorgaryL99The aim of the focus groups
was to help us understand the patients’ experiemgeancer patients. They were

asked to talk about the service they were receifrmg the clinics, their perceived
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guality of life and health outcomes. Standard pdoices of transcribing, coding and
identifying themes were following using both manthematic analysis and Nudist.
Purposeful sampling was used to increaseichaess of the information obtained

in the focus group sessions and the depth intes/{®dorgan 1997; Stewart and
Shamdasani 1990). The number of focus groups asedoon achieving good
coverage of the research issues being investigitee@ger 1988; Patton 1990;
Stewart and Shamdasani 1990). As such, interweasve conducted until
information redundancy was achieved (Lincoln ant&1L985).
Depth Interviews

Drawing from the same cohort as the focus grespondents, interview
respondents were interviewed either at the clinio éheir home, wherever they felt
most comfortable. Participants were asked to stinaie oncology service experience.
They were asked to tell their own story. The miewver commenced by asking the
respondents to talk about when they were firstritbagd and how they felt at that
time. They went on to talk about the type of canedrat treatments they had or were
still receiving (such as surgery, chemotherapyiuradl Deeper questions asked about
their experiences at the various stages and typigaherated considerable discussion
as to their thoughts and activities, which in ott&ses was gently probed. (e.g. how
do you get through those times? What sort of thiregge you changed in your life?)
Discussions flowed like a conversation. The int&ms ranged from 50 minutes to 90
minutes. The aim of the interviews was to invesggahat patients actualtjo to co-
create value, and to identify co-creation and amdpction activities and styles.

All twenty interviews were transcribed, comprgs175 single spaced pages of text.
Four of the authors read the transcripts indepehdendevelop an overall view of

each respondent’s co-creation activities. Our pretative analysis was based on
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narratives. These narratives are topic centeraainags that are tied together by
theme rather than time (Reissman 1993). Two reBees¢hen developed themes that
underlay co-creation, following Lincoln and Gubél985) Constant Comparative
Method, in which themes are developed on a matdicantrast basis. First, the
transcripts were analyzed in terms of main ideds astivities underlying co-

creation. Then each researcher inductively deleteatitegories that accounted for the
majority of items. Thus the items were groupedamefvalue. Subsequently
definitions and inclusion rules were developed. e researchers then agreed on
categories and revised and negotiated differemctdeeir themes. Ten different
themes were identified reflecting the differentdgpo-creation activities observed in

the data. These activities range from behaviotogmitions (thinking).

We identified eight types of behaviors and tyees of thinking activities that
patients used when co-creating value. Behaviotaliies included information use
actions relating to core service, additional heatttivities, distracting with activities,
organizing/managing the practicalities of life, ragimg physical identity,
development of relationships and regulating ematievhile the research also
revealed some core cognitive activities that réfléco-creation included positive
thinking and being philosophical. These themesot$ome key medical and
consumer behavior literature. For example, inforamasharing reflects information
giving seeking information and actively sharingoimhation with the medical
provider (Bitner et al. 1997; Harris, Harris and@a2001; Hsieh and Yen, 2005),
while praying is consistent with the coping litena in psychology (Carver, Scheier
and Weintraub 1989) and distracting with activityhathe coping literature in

marketing (Duhacek 2005). The findings based oersg¢wf these themes suggested
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that co-creation is reflected in degrees in somb@themes, for example within
information use, activity ranged from merely logkiat information provided by the
clinic compared to actively discussing and shanfigrmation with the physician;

and within actions relating to core service, atyivanged from a basic compulsory
compliance that reflected a sense of doing whexjpected by the service provider to
taking charge of the treatment plan including caamtdoctor.

A second stage of analysis involved identifythe different co-creation styles.
This was assisted by the development of themesysked above, which ensured that
the research team did not get lost in the largeusutnof text within each transcript
and maintained a focus on the meaning of the &tker than the context. Two
authors independently read the transcripts at thasé¢ times. Each listed the separate
activities. Initial profiles were identified andr@gment reached among the
researchers.

Co-Creation Styles

Six distinct styles were identified. These ‘@ream Manager”, “Isolate
Controller”, “Partner”, “Spiritualist”, “Adaptive Ralist” and “Passive Compliant”.
While all six styles exhibit co-creation activitjesome including “Partner” and
“Isolate Controller” styles exhibit co-productiontiities.

Team Manager

This profile is typified by Linda. Linda believasa team approach whiche
coordinates. She says “you do it”, you don't ledwe to fate, God or the doctors.
Rather, she with her team will make it happen.ddiion to the doctors and other
medical professionals, she has a circle of suggeple and is very open in her
communication with her team. For example:

“You do it on your own and there is no other warifdo be and you have to do
it on your own, | think you have to. It is not jutout inner strength, | feel | am

15



getting strength from another source when | saygs.. | have a support
team...my husband and my sister are really the ceftary support then it goes
out in concentric circles, then there is my chifdre.then the Bahai community
and of course my parents... | discuss everything exryone.” (Linda, 52
years)
Passive Compliant
In stark contrast to the “Team Manager”, is thes$hae Compliant”. The “Passive
Compliant” first and foremost follows orders. Thee accepting of what the doctors
tell them. They do not tend to question the doctdhey believe that they are not in
control. They tend not to take initiatives, suctsaarching the Internet for more
information, going to a gym, changing their dieheT'Passive Compliant” often will
stay close to home as they feel safe there. Theelite if any choices. For instance,
Mary is accepting of what the doctors say:
“l am fairly accepting ...there are not many choigesno, the only real choice
was do you want your chemo this week or would yamtio put it off a
week...but otherwise no... and | am reasonably compéarn just said (to the
doctor) you know best....I prefer to be at home... .otktgr in my garden. You
have to be pleasant and accepting of what they gpatve® do and you have to
get yourself there on time even though you migkeha wait. So just being

compliant.” (Mary, 60 years)

| solate Controller

The “Isolate Controller” keeps themselves awaynfidose family members and
chose to work with only certain medical staff. THég to be alone and not to share
their feelings and problems with others. They resthe amount of details they tell
others about the illness, symptoms and problemsareexperiencing. They would
rather do things themselves, such as taking vitanaiaing exercise, diet, being
generally healthy. This style is displayed by Cimis (Spring Hill).
Christine points out:
I make their job easier to make sure that | ameadtiy as can be apart from
what we have to deal with as far as cancer goesggileng her mother,

Christine said], | had to be very careful whatitiga her because it would get
broadcast that night, email right around, rightuzueh, and then | would get

16



emails the next day, and | would just have to an®m®ils...so | have sort of
kept them at a distance.”
This style exhibits some similarities to that tddm manager” as it involves a team,
but the communication style, unlike that of theaftemanager” is not open. In
contrast, it is very controlled.
Partner
The fourth profile, “Partner”, is displayeé Khristine (New Farm). These people
see themselves as partners primarily with the dects well as other service
providers in their treatment process. Christineakpeabout “working with” her
doctor, being engaged in the process, “becausa partnership”, “I'm working with
her (doctor)” and “pulling my share of the weigh&s she states in the interview:
“I possibly wouldn't be as questioning as | am, atidnk it is the knowledge ,
I'm learning and I'm getting a lot stronger... | caw think, | can get the
doctor's report, radiology report, get on the Wieth bcan look up stuff, ...if |
don't like something | ask, | went into day with mgn and paper to take no, |
said to my doctor | want you to listen becauséhefechemotherapy has
screwed up my brain bit, | can't remember thing$went in there, and so is
the first time | really feel in control, ...being aontrol, yes it is, to be
engaged, because it's a partnership, because fleebam of more benefit to
her as the patient as well, the relationship tasmaeore equal, in that, | am not
a victim. | have never been a victim with a diggas but now | am capable
of working with her and pulling my share of the glei’ (Christine, New
Farm, 56 years)
These are patients who need good communicatiommdfective working
relationship with their doctors in order to fedlarmed and respected. This effective
working relationship is the prime driver of thelraice, although technical expertise is
important, it is mostly a good partnership theyche&hey want to feel actively
involved in what is happening largely through efifez communications.
Spiritualist
The spiritual person has strong religious beliefd almost to fate or destiny and

external locus of control. This style was evideimcpeople in treatment and post
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treatment. Yvonne for example felt that it was Inet fate to get breast cancer and

prayed until she knew that it was her fate, and #tee accepted it with some

equanimity.
“I'm a woman of prayer, a woman who believes indG@nd so | said about
that journey too | mean it happens in the spirgtfiyou know that | believe
in, faith and the spirit so I've set around thatrjeey first. ... | had a biopsy
straight away and yes, it was cancer and then gosae the specialist ...I
think I'd prayed every scripture in the bible [ckies] and that's the end of
that. God knows best, he does know best and wd@t't go to theatre in fear
or in pain and | have conquered faith... becauselldtaepted it. (Yvonne, 49
years)

Adaptive Realist (life goes on, but differently)

Exemplified by Sherryl, these individuals get otlex shock and move on with the
changed circumstances adapting their life to thve ciecumstances as they go along.
Sherryl once over the initial shock seemed to lvequaarly adaptive to the changed
circumstances. She moved to another town, mowengdn from school on two
occasions, she had to give up two jobs but thenesh@vto another job to support her
son. She was able to draw support from a cancerosugroup, and she was able to
give back to their cancer support group by raisimaney afterwards, she never felt
the need to hide herself from others and neveagtamed of who she had become.
For example Sherryl says:

“Right now, and when | was diagnosed with cancgas a single mum. My son just
turned 10, it was just he and | in the house onowun. ...it was only 48 hours from
when | was diagnosed to when | had surgery....thévatain to keep on going was
my ten year old. | had to do all of these things$hsa | could be around, to see him
grow up.”

“I lost my hair the day after the second lot oéto...That didn’t bother me. That's
just one of those things that happens with chemanlyt put a hat on, | didn’t wear a
wig. | only put a hat on or a scarf when | washa sun so my head wouldn’t get
burned.” (Sherryl, 52 years)

Discussion

First, we review the limited literature on cation, and specifically investigate

directions in the medical literature that relate@tr marketing paradigm of customer
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co-creation. We found that conceptualizations maigtio co-creation that exist in the
medical literature are limited largely to two cdnemes, that of health behaviors
including compliance which concerns complying wiie recommendations of the
healthcare professional (e.g. Dellande et al., 2@6d involvement in decision
making which concerns the patient’s active roldegision such as treatment
(e.g..,Ashcroft, Leinster and Slade 1986; Falloldfiet al. 1990a 1994). Furthermore,
the majority of studies focus on psychological oates such as risk, stress,
depression and anxiety ((e.g..,Ashcroft, Leinster 8lade 1986; Fallowfield et al.
1994); or technical outcomes that may be achieMegries et al. 1976).

We argue that customer co-creation is far neatensive than these two
conceptualizations (e.g. range is greater than c@rliance with some overlap
with shared decision making but not extensive). idsearch clearly demonstrates the
multiple approaches to co-creation, such that,reaton is pluralistic.

We define customer co-creation in healthcare seragc“activities with self or in
collaborationwith members of the service delivery network includsetf, family,
friends, other patients, health professionals &eutside community”. The essential
features are that (1) activities are defined aopming or doing; (2) the doing has
two components (cognitive and behavioral doing)ndas represented by various
activities and (4) practices involve effort on theat of the customer.

This conceptualization of co-creation is cetesit with Payne et al’'s (2008) and
Vargo and Lusch’s (2008a) discussion of the custorakie creation process as a
series of activities performed by the customeras @ a multiplay of activities to
achieve a particular outcome. Co-production ideése compulsory, more effortful
involvement of customers in the process such dgsmn, self service and other

extra-curricula activities.
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Our findings extend Vargo and Lusch (2004) S-Ddamn the centrality of
customer co-creation by providing definitions ostamer co-creation and co-
production. Our conceptualization is also consistath Payne et al.’s (2008)
conceptual framework which recognizes the custasnalue creating process as a
series of activities which may involve thinkingefimg and doing. Our focus in the
present paper has been the thinking and doingitesivas we view the majority of
primary emotions to be beyond the direct contrahefcustomer and thus are likely
to be antecedent or an outcome of thinking or dofaung 1981).

Third, we identify ten themes from our qualitatresearch, which comprise
behavioral (doing) and cognitive (thinking) actieg. The broad themes include
behavioral activities including information ysetions relating to core service,
additional health activities, distracting with adies, organizing/managing
practicalities of life, managing physical identitgveloping relationships and
regulating emotions; and two core cognitive adegitof positive thinking and being
philosophical. Within each of these are potentiditeemes. These themes may form
the basis of a customer co-creation measure ihgh#hcare context.

Fourth, our understanding of customer co-awaas enhanced by identifying six
different styles of co-creating in this healthcaomtext. These are “Team Manager”,
“Isolate Controller”, “Partner”, “Spiritualist”, “Alaptive Realist” and “Passive
Compliant”. We show that these styles appear tdyapoth patients undergoing
treatment as well as those in post treatment phas#igiduals who exhibit an
“Adaptive Realist”, “Partner”, “Spiritualist” or “€am Manager” style tend to
demonstrate high quality of life. In contrast, “Blae Compliant” and “Isolate

Controller” styles tend to be associated with lavalgy of life.
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As with all research, we acknowledge limitationshil&/ the field setting is
confined to healthcare, specifically cancer treatiyihis setting offers an excellent
opportunity to investigate a full range of co-protive and co-creative activities and
styles. Furthermore, the field setting enabledusdse apart multiple approaches to
co-creation and suggest a classification schemaast in one service setting, as well
as to begin to explore the relationship betweenreative approaches and outcomes
(e.g., quality of life).
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