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Abstract 
The patient is the only person who experiences the complete course of a 
healthcare problem, from first symptom to any contacts with the healthcare 
system to examination, treatment, follow-up activities and rehabilitation. The 
aim of this thesis is to explore how caregivers, together with patients, can draw 
on the knowledge patients acquire from their experiences in healthcare service 
development. This represents a break with the traditional role of the patient, 
which has been one of a passive receiver of care, following a supplier-centered 
view on value creation, which has increasingly been challenged both in the 
healthcare management discourse and in service research. Instead it is argued 
that value can only be co-created with customers, or patients in the case of 
healthcare. This means that the patients’ value-creating processes and contexts 
need to be emphasized and that patients are seen as a possible resource in their 
own care but also in the development of services and products. Despite this 
change in discourse, practical methods and empirical studies concerning patient 
involvement are scarce. This thesis adds to the field through an empirical 
exploration of co-creation in the development of healthcare. Through an action 
research approach, researchers and healthcare personnel have collaborated to 
develop a model for involving patients in service development, by inviting 
patients to share ideas and experiences through diaries.  

A workable, three-phase (preparation, execution and learning) model for 
patient involvement through diaries has been developed, and applied in three 
clinics (orthopedic, rehabilitation, gastro). A total of 53 patients from the 
different care processes have contributed ideas and experiences using paper 
and pen diaries or blogs, or by calling an answering machine. By doing so for a 
period of 14 days, the patients have submitted a total of 360 ideas.  

Three ways are proposed for utilizing the rich data submitted by the patients in 
service development. First, ideas from diaries can be used as input for service 
development. Second, a larger sample of diaries can be used to create a report 
of patient experiences, in which problem areas in the care process can be 
identified, and combined with other statistics. Third, individual patients’ stories 
can be highlighted and serve as a basis for discussion in the organization to 
shift the focus to the patient’s experience, serving as a motivator for change 
within the caregiving organization. 

The study shows that patients can share ideas and experiences regarding a 
range of topics, including clinical, organizational, social, informational, and 
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practical issues and attitudes among healthcare staff. The contexts to which 
these ideas and experiences applied were caregiver, home, extended caregiver, 
and work, and often concerned topics and aspects of the patient’s care process 
that are invisible to the caregiver.  

Although healthcare organizations should be aware of the limitations to 
participation an illness may imply among some patients, patient co-creation in 
service development provides several important benefits. Acquiring knowledge 
regarding the parts of the patient’s care process that are invisible to the 
caregiver is key to improving care and supporting patients’ work of healing and 
managing life. Patients’ insights and creativity are an untapped resource for 
development of many aspects of the healthcare process. 
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Samskapande i utvecklingen av vårdens tjänster – 
en dagboksbaserad ansats 
Patienten är den enda person som upplever ett helt förlopp genom sjukvården, 
från första symptom och kontakt med sjukvården till undersökning, behandling, 
uppföljning och rehabilitering. Patienten är också den enda att uppleva de 
svårigheter som kan följa av ett hälsoproblem – allt från behandling av 
hälsoproblemet till praktiska problem i hemmet, sociala och psykiska 
utmaningar. Denna licentiatavhandling utforskar hur vårdgivare tillsammans 
med patienter kan använda dessa erfarenheter för att utveckla vården och dess 
tjänster. Forskare har tillsammans med tre vårdenheter samarbetat för att 
utveckla en modell för samskapande med patienter i utvecklingen av vårdens 
tjänster, baserad på dagböcker. Totalt har 53 patienter från de olika 
vårdprocesserna bidragit med idéer och erfarenheter, med papper och penna, 
bloggar eller genom att ringa en telefonsvarare.  

Modellen omfattar tre användningar av patientdagböcker som organisationer 
kan bruka för att lära sig av dessa patientdagböcker. För det första kan idéer 
från dagböckerna användas som input, som hjälp i förbättringsarbetet. För det 
andra kan en större mängd dagböcker sammanställas till en rapport, som kan 
användas för att identifiera svagheter i vården och kombineras med annan 
statistik. För det tredje kan enskilda dagböcker lyftas fram och användas som 
utgångspunkt för diskussion inom organisationer, fokus flyttas till 
patientupplevelsen och dagböcker kan fungera som drivkraft för förändring. 

Avhandlingen visar att patienter är en outnyttjad resurs inom 
vårdutvecklingsarbetet, de kan bidra med idéer och upplevelser på en rad 
områden, som ofta berör områden och aspekter på patientens vårdprocess som 
normalt inte är tillgängliga för vårdgivare. Att öka förståelsen för dessa delar 
av patientens vårdprocess, som vanligtvis är osynliga för vårdgivaren, är en 
nyckel för att förbättra vården och att stötta patienter i deras egna 
ansträngningar. 
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 Listen 
 Author Unknown 

When I ask you to listen to me  
and you start giving advice,  
you have not done what I asked.  
When I ask you to listen to me  
and you begin to tell me why I shouldn't feel that way,  
you are trampling on my feelings. 

When I ask you to listen to me  
and you feel you have to do something to solve my problem,  
you have failed me, strange as that may seem.  
Listen! All I asked was that you listen.  
Not to talk or do – just hear me.  
Advice is cheap. Ten cents will get you both Dear Abby and  
Billy Graham in the same newspaper.  
And I can do for myself. I'm not helpless.  
Maybe discouraged and faltering, but not helpless. 

When you do something for me that I can and need to do for myself,  
you contribute to my fear and weakness.  
But, when you accept as a single fact that I do feel what I feel,  
no matter how irrational, then I can quit trying to convince  
you and get to the business of understanding what's  
behind this irrational feeling.  
And when that's clear, the answers are obvious  
and I don't need advice.  
Irrational feelings make sense when we understand  
what's behind them. 

So, please listen and just hear me. And if you want to talk,  
wait a minute for your turn;  
and I'll listen to you.  

  



 viii 

Preface 
The poem “Listen,” written by an anonymous Australian mental patient, 
contains some formulations that represent the principles this licentiate thesis 
tries to convey. “When I ask you to listen to me And you begin to tell me ‘why’ I 
shouldn’t feel that way, You are trampling on my feelings.” In essence, all 
efforts carried out in organizations for achieving customer focus start with 
listening. We have methods such as surveys, focus groups and interviews to 
help us listen to customers, but despite this, it’s not uncommon that patients 
(or, in other contexts, customers) don’t feel listened to. Perhaps this is because 
of the egocentric way we listen. We want to know what our patients and 
customers have to say about us, confirming our own view of ourselves, filling 
in the questionnaires we created, and not so much about what they have to say 
about themselves and their own lives. This thesis presents an approach of using 
diaries to collect ideas, thoughts, and stories from patients, moving beyond 
hearing. Truly listening to patients talk about themselves and their own lives in 
their own homes is, I believe, a starting point for a relationship with patients, 
built on respect and empathy.  

The patients in this study show that they are, in most cases, both able and 
willing to participate in the development of healthcare. We can also note that a 
large part of their ideas and stories are directed towards actions that can support 
their own efforts to get better, signaling a wish to be active, not passive, an 
actor, not a victim. As the anonymous poet writes: “…And I can do for myself. 
I'm not helpless. Maybe discouraged and faltering, but not helpless. When you 
do something for me that I can and need to do for myself, you contribute to my 
fear and weakness.“ We should give patients an invitation to contribute to their 
own health, on their own terms, in a relationship in which patient and caregiver 
can co-create value constructively. 

The research behind this thesis is also the fruit of a co-creational effort. The 
articles that constitute the basis of this thesis are the results of the collaborative 
work of the research team I have the good fortune to belong to. I want to give 
my thanks to my supervisors Mattias Elg and Lars Witell, and to Bozena 
Poksinska, Jostein Langstrand and Hannah Snyder, with whom I have been 
working closely during the past two years to write the included articles, and to 
Martina Berglund, who has been an excellent support in developing this text. I 
also want to give a special thanks to our partners from the County Council of 
Jönköping County, Helén Tellfjord Spörk, Margareta Fridén, Mari 
Bergling-Thorell, Carina Gustafsson, Peter Kammerlind, Boel Andersson Gäre 



 ix 

and Jörgen Tholstrup and from Lund University Professor Su-Mi Park 
Dahlgaard and our own Professor emeritus Jens Jörn Dahlgaard. I also want to 
thank the rest of my colleagues at the division of Quality Technology and 
Management. The work that we have gone through, and are going through, to 
re-invent ourselves and challenge old ways of research and teaching has been 
very inspiring and is only possible thanks to the sharing and honest climate we 
share. 

Finally, I want thank my family. Not for their part in this thesis, but for the part 
they play in all other aspects of my life! 

I would encourage any reader who has any questions, remarks or interest in 
collaboration to contact me. I hope you enjoy reading the thesis! 

 
Jon Engström, Linköping, April 2012 

 

To contact me: 
jon.engstrom@liu.se  
+46 70 228 23 20 
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1 Introduction 
Maintaining high quality of service is perhaps more important in healthcare 
than in any other service, both to society, which depends on healthy 
individuals, and to individuals, who put their lives and health in the hands of 
healthcare providers. Often an illness and its treatment will affect several or all 
levels of a patient’s life, from the possibility to work and socialize to 
conducting a normal life. For this reason, patients need to be regarded from a 
whole person perspective, more so than customers of other services (Berry & 
Bendapudi, 2007). While caregivers strive to achieve good care, healthcare 
systems are challenged as an aging population and unhealthy lifestyles drive a 
steady increase in chronic diseases. Meanwhile new costly treatments and 
medications arrive (EIU, 2011) which creates pressure for innovation. 

This thesis explores the potential of involving patients in developing healthcare 
and improving the quality of healthcare services. Employing the service 
management-inspired vocabulary and perspective I will employ throughout the 
thesis, this study explores how patients and healthcare personnel can co-create 
in the innovation and quality development of healthcare processes.  

1.1 The Patient as a Resource 
One of the ways in which challenges to healthcare are met, particularly in 
relation to chronic diseases, is to view patients as active partners who can carry 
out tasks for themselves. This view of the patient as a value creator is gaining 
acceptance in the healthcare discourse (Bitner & Brown, 2008; Berry & 
Bendapudi, 2007). One driver for this is the need for increased capacity and 
lowered costs. Numerous articles describe how diabetes patients in particular 
can be involved in their own care, giving decreased costs for the caregiver and 
increased freedom for the patient. An example of this is the report from the 
British Department of Health (Department of Health, 2001) which promotes 
the concept of expert patients, based on the notion that patients themselves 
often understand their disease better than their doctors and nurses, and thus are 
able to be involved in the decision making in their own care. Some research 
also points towards potential medical benefits from involving patients, as 
involvement in healthcare will increase adherence to treatment (Robinson et 
al., 2008) and thus improved health outcomes. The change in view of the 
patient also follows a larger trend of marketization of society, where patients 
are viewed as consumers or even active and value-creating customers, rather 
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than patients or citizens, a semantic transformation with practical implications 
that has been described and problematized by Nordgren (2008; 2009). 
Nordgren argues that it is debatable whether this transformation towards a 
more active role is always in the best interest of patients, who still find 
themselves in a dependent position (Nordgren, 2008), but also points out 
important possibilities of acknowledging and supporting patients’ value 
creation (Nordgren, 2009). The view represented in this thesis is that 
management concepts need to be applied with caution, taking context into 
consideration when employed outside their original context, at the same time as 
they can provide important insights. Patients are always referred to as 
“patients” in the thesis. When theory from other domains is presented, 
however, the word “customer” is maintained, as in the original work.  

The change in view of the patient, from passive to active, may be understood as 
a shift from a goods-dominant logic towards a service-dominant logic, as 
described by Vargo & Lusch (2004; 2008). A goods-dominant logic is a 
perspective in which the producer creates value, and consumers consume (use 
up) value. In a service-dominant logic on the other hand, we perceive value as 
“value-in-use,” co-created by the customer and the involved company. Vargo 
and Lusch (2004) articulate this with the terms “operand” and “operant” 
resources. An operand resource is a resource on which an operation or act is 
performed to produce an effect, primarily physical. In a goods-dominant logic, 
the customer, or patient, would be seen as an operand resource to be acted 
upon. Adopting a service-dominant logic, patients would be seen as operant 
resources who can act and create value. It is safe to say that traditionally, in 
Western healthcare at least, a goods-dominant logic has been dominant; 
patients have been, and are still often regarded as, passive objects on which to 
act, i.e., “operands.” This thesis breaks with that tradition and the view of the 
patient as operant, able to observe, act and create value, is fundamental to this 
thesis. 

1.2 The Patient in Healthcare Quality Development 
The opportunities of involving patients not only in the execution of healthcare 
but also as a resource in the development of healthcare processes are 
highlighted by some scholars (see Entwistle & Watt, 2006; Epstein, 2000; 
Guadagnoli & Ward, 1998; Longtin et al., 2010; Stewart, 2001), who argue that 
patients have important knowledge that can be utilized in the development of 
healthcare. This is in line with work by service marketers, who suggest that 
organizations cannot gain access to, understand, and meet customers’ needs 
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and requirements only by using traditional methods such as surveys and 
interviews, and that an important aspect in the development of services is to get 
closer to the real patient experience (Matthing, 2004). To facilitate proactive 
learning about patients’ views of healthcare services, studies of patients in their 
own context need to be made (Lusch et al., 2007; Pope et al., 2002), the central 
problem for healthcare organizations being how to open a window into the 
patient’s life experience and use this as a basis for quality development.  

The suggestion that patients can contribute to quality development seems to 
have had limited impact on the discourse on quality management in healthcare 
at large. As a research field, quality management in healthcare was initiated in 
the late 1980s when, drawing on experience from industrial applications of 
management practices, Laffel & Blumenthal (1989) and Berwick (1991) 
created a foundation for research regarding the application of industrial quality 
management practices in healthcare. Along with industrial quality management 
research and practices, notably Total Quality Management (TQM), the concept 
of Evidence Based Medicine (EBM) has been an important influence on the 
field (Grol 2001). EBM is an approach based on the premise that the best way 
to reach good clinical outcomes is to ensure that treatments are given based on 
best evidence, at the same time as patients’ preferences should be taken into 
account (Sackett et al., 1996). Despite the emphasis on the patient perspective 
in EBM and that customer focus is one of the hallmarks of TQM (Dean & 
Bowen 1994), a literature review on quality management (appended article A) 
demonstrates that the patient perspective and the customer satisfaction part of 
the clinical value compass has little room in healthcare quality management 
research and that patients are generally not seen as a resource in quality 
improvement efforts. Instead, the review shows that the main focus in research 
is directed towards clinical and organizational efficiency. Important themes in 
the reviewed articles are Performance Measurements, Continuous 
Improvement, System Perspective and Best Practices (evidence-based 
guidelines). Less important themes are Organizational Culture, Professional 
Development and Teamwork, topics that are widely discussed in industrial 
quality management. Notably, and as previously noted, Customer Focus also 
receives very little attention in the reviewed articles.  

A model to describe quality in healthcare which takes into account both 
objective and subjective outcomes is the clinical value compass (Nelson et al., 
1996). The four cardinal directions of the clinical value compass are clinical 
results, functional status of patients, patient satisfaction, and costs, all of which 
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need to be addressed in the management of quality in healthcare. Current 
research provides little guidance when it comes to issues of patient satisfaction, 
or the involvement of patients in the development of its services, which could 
potentially have a positive impact on different directions of the clinical value 
compass. This disregard of the patient perspective has also been observed by 
Groene et al. (2009) and Lombarts et al. (2009), who note that despite the 
overview and detailed knowledge patients have of their own care process they 
are not sufficiently regarded as a resource for the development of healthcare 
processes. 

1.3 Co-creation with Patients through Diaries 
This thesis explores how the window to the patients’ life could be opened, how 
patients could be actively engaged in the development of healthcare, and ways 
in which the patients’ knowledge and experiences from the healthcare process 
could be utilized to increase quality and innovation. As a vehicle for this 
exploration, patient diaries will be used, through which patients can share ideas 
for improvement and share experiences. Collecting data through diaries is a 
method commonly applied in ethnographic research (Burgess, 1984; 
Hammersley & Atkinson, 1995) but with uses also in healthcare to study health 
behaviors (Smyth & Smyth, 2003). In a similar approach, the diary method has 
proven to be an effective method for capturing innovative ideas for service 
development (Magnusson et al., 2003; Kristensson et al., 2004). The idea in 
this thesis is to capture patients’ experiences and ideas, in proximity in time 
and context to the events from which these originate.  

1.4 Aim and Research Questions 
The aim of this thesis is to explore the field of customer co-creation in 
healthcare service development. It also aims to propose a model for co-creation 
in healthcare service development through the use of diaries (in which patients 
can submit ideas and share experiences as input to improvement efforts). 

To fulfill this objective, the following research questions were put forward: 

RQ1: How can a practical process for using patient diaries in healthcare service 
development be designed to meet requirements in healthcare?  

RQ2: What is the nature of the ideas for improvement that can be obtained 
from patients?  
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RQ3: In what ways can information from patient diaries be used in healthcare 
service development?  

RQ4: What are the potential benefits and shortcomings of involving patients in 
healthcare service development?  

1.5 Reader’s Guide 
In this compilation thesis, the chapters “Theoretical Framework,” “Method,” 
“Summary of Appended Articles,” “Discussion” and finally “Conclusions, 
Contributions and Further Research” will follow this introductory chapter. Four 
articles are appended. Reasoning from these articles, as well as some shorter 
passages, are also found in the main chapters of the thesis. The co-creational 
perspective on value creation and co-creation in the development of product 
services presented in the introduction are further described in the “Theoretical 
Framework” chapter. This gives a more detailed account of these concepts than 
are found in the appended articles. In the “Method” chapter the action research 
approach used for developing and testing the proposed model for patient 
involvement through diaries is accounted for and how the data from the diaries 
were analyzed to draw conclusions on the topic of patient co-creation in 
development is described.   

After this, the four appended articles are summarized in the “Summary of 
Appended Articles” chapter. This is where the results of the research are 
presented. The summaries aim to be sufficiently thorough to allow the reader to 
follow the reasoning of the thesis without reading the articles in their entirety. 
Article A, “Quality Management in Healthcare - A Literature Review,” was 
written to describe the landscape of research on improvements in healthcare. In 
article B, “Solicited diaries as a mean for involving patients in development of 
healthcare services,” the model patient for co-creation in healthcare service 
development is introduced. The article is based on the workshops held between 
researchers and practitioners to develop a first version of the model as well as 
on the experiences of the pilot testing of this model. All four research questions 
are discussed to some extent in this article, although RQ1 is the main topic. 
Article C, “Patient Ideation in Service Innovation,” analyzes the ideas given in 
the diaries by the patients in the pilot testing, relating to RQ2, and what these 
ideas tell us about the approach of co-creation in the development of services, 
thus relating to RQ3.  The last article, article D, “Co-creation and Learning in 
Healthcare Service Development,” builds on an expanded set of empirical data 
with more patients and continued collaboration between researchers and 



 6 

practitioners in refining the model. The article covers many aspects of the 
model for patient co-creation in healthcare development, particularly in 
investigating different ways in which the diary data can be used for learning in 
the healthcare organization. This article relates primarily to RQ1 and RQ4. The 
connection between articles and research questions is illustrated in Figure 1. 

Figure 1 Relations between articles and research questions 

The findings, their implications, and the methodological approach are 
discussed in the “Discussion” chapter. This chapter is divided into a discussion 
of the proposed model and a discussion of the possibilities of co-creation in the 
development of healthcare services.  

In the chapter “Conclusions and Contributions,” the most important 
conclusions and contributions of the research are presented. A short 
recommendation for future research in the field is also found in this chapter. 

  

 

Article  
A 

Article  
B 

Article  
C 

Article  
D 

RQ1. 
The model 

RQ2. 
Patients’ 

ideas 

RQ4. 
Possibilities of 
Involvement 

RQ3. 
Learning 

from diaries 
Introduction 



 7 

2 Theoretical Framework 
The theoretical foundation of this thesis is primarily taken from service 
marketing theory, specifically concerning value co-creation and service 
innovation. Although other theoretical starting points, such as organizational 
theory or quality management research, would have been relevant, the present 
theoretical framework has been chosen as a considerable amount of work in the 
field of service marketing has been dedicated to customers’ potential role in 
value creation and development, which are central to the aim of the thesis; 
service research with propositions that customer involvement in development 
and provision of service have influenced the research aim. 

Definitions of what “service” is have evolved within the marketing field, from 
a category of offerings that are intangible “services,” to the broad and modern 
definitions of service such 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). This 
modern definition goes beyond what we traditionally and perhaps intuitively 
see as service and service companies. Instead, contemporary service 
researchers talk about service as a perspective of value creation that is based on 
a value-in-use instead of value-in-exchange, where products are seen as 
distribution mechanisms for service and in which the customer’s role of value 
creation is acknowledged (Edvardsson et al., 2005). 

2.1 The Service Perspective and Value Co-creation 
According to the value-in-use view, the foundation for the service perspective, 
value emerges in the customers’ context during usage, be it service or products 
(Normann & Ramírez, 1993; Grönroos, 2000; Prahalad & Ramaswamy, 2004; 
Vargo & Lusch, 2004). This contrasts the previously dominant 
value-in-exchange view found in traditional marketing theory in which value is 
created by suppliers, consumed by consumers, and determined by the price it 
yields in exchange (Vargo & Lusch, 2004). How this value creation takes place 
in relation to different actors is a central theme of the works of Vargo and 
Lusch (2004; 2008), who organize the results of recent decades of service 
marketing research into an organized structure and put service forward as a 
logic for marketing which the authors call the Service-Dominant Logic (SDL in 
the following). There is an ongoing debate within the service management 
community on how value creation is to be understood in relation to different 
actors in different situations (see for instance Grönroos [2008]), but despite 
these nuances the salient role of the customer is a common denominator. I will 
use the framework provided by SDL as a starting point in the following. The 
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framework is based upon ten foundational premises (see Table 1), which were 
first presented in Vargo and Lusch (2004), and then further elaborated in Vargo 
& Lusch (2008). Some of these premises (FP1, FP2, FP3, FP5) primarily 
concern how markets work. FP1 states that service is the fundamental basis of 
exchange, masked by the indirect exchange, FP2, that the role of goods is to be 
a distribution mechanism for service, FP3, and that for these reasons, all 
economies are service economies, FP5 (Vargo & Lusch, 2008). 

Table 1 The foundational premises of the Service-Dominant Logic, Vargo & Lusch (2008) 

Foundational premises of the Service-Dominant Logic 

FP1. Service is the fundamental basis of exchange 

FP2. Indirect exchange masks the fundamental basis of exchange 

FP3. Goods are a distribution mechanism for service provision 

FP4. Operant resources are the fundamental source of competitive advantage 

FP5. All economies are service economies 

FP6. The customer is always a co-creator of value 

FP7. The enterprise cannot deliver value, but only offer value propositions 

FP8. A service-centered view is inherently customer oriented and relational 

FP9. All social and economic actors are resource integrators 

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

 

As mentioned in the introductory chapter, the notion of operant and operand 
resources is an important distinction in SDL. An operand resource is a resource 
on which an operation or act is performed to produce an effect, primarily 
physical, while operant resources are skills and knowledge that are applied on 
operand resources or other operant resources (Vargo & Lusch, 2004). FP4 
claims that operant resources are the fundamental source of competitive 
advantage, tying S-D logic to the continuing movement toward resource-based 
views of exchange and theories of the firm (Wernerfelt, 1984) in which the 
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development of an organization is dependent on how it uses its internal and 
external resources, where the customer is a resource. In a goods-dominant 
logic, the customer, or patient, would be seen as an operand resource to be 
acted upon, while in adopting a service-dominant logic patients would be seen 
as operant resources that have knowledge, can act, and can create value. 
Consequently, and based on the value-in-use view, FP6 states that the customer 
is always a co-creator of value, and determines the value in accordance with 
FP10, which states that value is always uniquely and phenomenologically 
determined by the beneficiary (Vargo & Lusch, 2008). Given FP6 and FP10, 
the company cannot deliver value, only make value propositions, meaning that 
value can’t be forced upon customers, they can only be invited to co-create 
value for the company, FP7. As value is being defined as customer-determined 
benefit and always co-created, Vargo & Lusch argue, a service-centered view 
is inherently customer oriented and relational, FP8 (Vargo & Lusch, 2004; 
2008).  

The adoption of a service logic has many implications and highlights 
challenges to companies. In the traditional view of value creation, customer 
and companies have distinct roles of producer and consumer; adopting a 
service logic we see customers as active participants engaged in the process of 
creating and determining value (Prahalad & Ramaswamy, 2004). Customers 
are, in this view, resource integrators who operate on resources made available 
to them by a given provider, by other market actors or by themselves in order 
to increase their well-being (Vargo and Lusch, 2008). The customer can thus 
be seen as part of a specific network of public and private service firms and 
private constituting the customer’s own supply chain. As Normann & Ramírez 
(1993) claim, value creation doesn’t happen in sequential steps, but in complex 
constellations, and thus the goal is to mobilize customers to take advantage of 
offerings so that they can create value for themselves. Companies need to 
reconfigure their relationships and business systems, to create the most 
attractive offering possible, since it is rarely a single company that provides 
everything and it is not only necessary to make offerings smarter, but also 
suppliers and customers.  

For organizations that want to maximize customers’ experienced value, it 
becomes necessary to understand the customer’s value-creating process and the 
context in which the value creation takes place. This process perspective on 
service is also highlighted by Grönroos (1982), who argues that the quality of 
service can not only be understood based on outcomes, but also on how that 
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outcome is achieved, and that service quality includes two parts: technical 
quality, which is the outcome, and functional quality, which is how the 
technical quality is transferred to the customer. Furthermore, we can divide the 
customers’ value-creating process into an open part, in which interactions are 
made with the supplier, and a closed part where the customer is alone in 
creating value (Grönroos & Ravald, 2011). Similarly, the supplier has one part 
of its operations, a production part, closed to the customer, and an interaction 
part where the two parties can interact (see Figure 2). 

 

Figure 2 A model for understanding value creation and the interaction between provider 
amd customer. Adapted from Grönroos & Ravald (2011) 

As formulated by Ravald (2010), one of the challenges for companies is to 
form business models that successfully integrate the service provider’s 
processes with the customer’s process of value creation, rather than the 
opposite. This is in line with Heinonen et al. (2010), who suggest that 
companies need to understand the customer in order to make themselves fit in 
to the customer’s life, and that it is not enough to understand the interaction 
between the customer and supplier. Given that value is always co-created and 
uniquely determined by the customer, the company can’t deliver value, only 
make value propositions, meaning that value can’t be given to customers, but 
customers can be invited to co-create value with the firm (Vargo and Lusch, 
2008). It is important to note that value is determined uniquely, meaning that 
each customer experience is unique and individual. Challenges from this 
individuality are for instance how firms can communicate with individual 
customers in a time-efficient way, how to manage the risk customers’ choices 
may imply, and how to understand the heterogeneous customer base (Prahalad 
& Ramaswamy, 2004). 
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As seen in the above, the customer is central in value creation according to the 
service perspective. A conclusion, given that the problem is to understand 
customers’ value creation, is that customers should be involved in the 
development of services. Increasingly it is suggested that customers can also 
play an important role in the innovation and development of service processes, 
and a number of concepts for customer co-creation in the development of 
products and service exist (Witell et al., 2011) such as the lead user method, 
co-development, co-opting customer competence, user involvement, and 
customer interaction. Witell et al. (2011) introduce the term “co-creation” for 
others to describe the cases in which the customers’ co-creation is not directed 
towards self-benefit but where the customer provides ideas, shares knowledge 
or in other ways participates in service innovation to develop the service 
process itself, which will primarily benefit other customers.  

2.2 Service Development and Co-creation for Others 
I will start this section by clarifying what I mean by “service development” or 
“service innovation,” as I will use it in the following. “Service development” 
and “service innovation” are typically used interchangeably in literature 
(Menor et al., 2002) and the definition I use follows Ostrom et al. (2010), who 
define this as the creation or improvement of service offerings, service 
processes, and service business models that create value for customer, 
employees, communities, and other stakeholders. Service development itself is 
a broad and expanding area of research with topics such as offering 
development, organizing, customer involvement, strategy and management, 
deployment, measurement, review and service profit (Carlborg et al., 2011). 
Contrary to everyday use of the word “innovation,” contemporary use of the 
word within research includes not only radical inventions, but also incremental 
changes, and it is common for organizations to use the terms quality 
improvement or customer satisfaction rather than innovation in these cases 
(Toivonen & Tuominen, 2009). An innovation also does not necessarily have 
to be new to the world, but it can be enough that it is new to the organization in 
question, while it may be common practice in the rest of the industry 
(Toivonen & Tuominen, 2009).  

Service innovation can be carried out from either an inside-out or outside-in 
perspective, where the former stresses efficacy of services from the lens of the 
organization and the latter views development through the lens of the customer 
and focuses on the ability to identify and provide value-adding activities for the 
customer (Gustafsson & Johnson, 2003). Applying a goods-dominant logic on 
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development, it follows that customers are seen as buyers, subjects of interest 
or providers of information, but for firms adopting a service-logic perspective 
in which the customer is seen as a value-creating resource integrator and value 
is determined through the lens of the customer, a more active involvement of 
customers not only as provider of information but also as expert and 
co-developer would seem natural.  

Alam (2002) has identified different possible advantages of involving 
customers in service development. These include better matches to customer 
needs; decreased service development times; facilitation of user education 
about a new service; faster acceptance by the public for an innovation; 
strengthened public relations through user involvement; and improved 
long-term relationship with users. Alam (2002) also points out different ways 
in which customers may be involved, from the passive acquisition of input to 
more active involvement in the design process and commercialization. 
Generally, however, customers have played a limited and largely passive role 
in most industries (Nambisan, 2002). Building on the categorization of 
customer involvement by Ives & Olson (1984),  Sandén (2007) has developed a 
model to describe this continuum of possible customer involvement in service 
development, see Figure 3. This model links the degree of involvement to the 
view of the customer, at least from a development standpoint, from buyer to 
developer.  

  

Figure 3 The continuum of customer involvmeent in service development by Sandén (2007) 
builing on Ives and Olson (1984). 

Three problems related to innovation recur in different articles within the field 
of co-creation for others: the difficulty of understanding latent needs, the 
problem of transferring sticky information, and the problem of expertise as a 
mindset that hinders creativity.    

 53 

Jeppesen’s (2005) customer involvement approaches can also be criticized 
on a few points. As in the case of Alam (2002), this approach does not 
include “no OCI”. Furthermore, it is clear that the last two approaches 
focus mainly on the two distinct techniques, i.e., the lead user method and 
toolkits for innovation. As such, other customer research techniques and 
ways of working are ignored.  
 
Another categorization of the degree of customer involvement is provided 
by Ives and Olson (1984). They proposed a user involvement continuum 
based on previous research on customer involvement in information 
systems development. At one extreme, system designers make assumptions 
about requirements and ignore user input. At the other extreme, users 
design various systems and accept them on user defined criteria of quality. 
Six categories are listed: 
 
 

1. No involvement. Users are unwilling or not invited to participate.  
2. Symbolic involvement. User input is requested but ignored. 
3. Involvement by advice. User advice is solicited through interviews 

or questionnaires.  
4. Involvement by weak control. Users have sign-off responsibility at 

each stage of the system development process.  
5. Involvement by doing. A user as design team member or as the 

official liaison with the information system’s development group. 
6. Involvement by strong control. Users may pay directly for new 

development output from their own budget or the users’ overall 
organizational performance evaluation is dependent on the 
outcome of the development effort. (Ives and Olson, 1984, p. 590) 

 
I find these categories attractive as they range from no customer 
involvement to a scenario where the customer/user has a great influence 
over the new product or service. Inspired by the different roles customers 
have in value creation, I chose to elaborate on the customer involvement 
continuum provided by Ives and Olson (1984). An illustration of the 
discussion is provided in Figure 2.1.  
 
 
 
 
 
 
 
 

Figure 2.1 A customer involvement continuum (based on Ives and Olsen, 1984) 

Customer  
as buyer 

Customer as a 
subject of interest 

Customer as 
an expert 

Customer as a  
provider of  
information 

Customer as co-
developer 

Customer as sole 
developer 

No 
involvement 

Symbolic 
involvement 

Involvement by 
weak control 

Involvement by 
advice 

Involvement by 
doing 

Involvement by 
strong control 
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2.2.1 Latent Needs 
There are two forms in which both customer needs and solutions exist: 
expressed and latent (Narver et al. 2004). An expressed need or expressed 
solution is therefore a need or solution of which the customer is aware and thus 
can express. The needs and solutions that customers are not aware of and thus 
cannot express are called latent needs and latent solutions. Narver points out 
that a business needs to first consider the customer’s expressed needs, since 
these are in the customer’s mind. According to the Kano model (described by 
Matzler & Hinterhuber, 1998) there are three main types of requirement: 
must-be, one-dimensional, and attractive. Of these, it is only the 
one-dimensional needs that customers will express when asked. The must-be 
qualities will not come to the customer’s mind, since these are taken for 
granted by customers, and attractive qualities are not expected by customers 
and therefore do not occur to customer (Matzler & Hinterhuber, 1998; Füller & 
Matzler, 2007). Typically, traditional marketing methods, such as surveys, 
in-depth interviews and focus groups would be found in the left side of 
Sandén’s (2007) continuum in Figure 3. These represent a responsive market 
orientation, market research directed towards identifying expressed customer 
needs (Narver et al. 2004), which is poorly suited to identify must-be and 
attractive qualities. These types of methods focus on capturing customers’ 
previous experiences and reactions from stimuli from the company. As the 
company that uses the method will decide what questions are asked, as in the 
case of surveys, or limit responses by giving the topic of discussion, for 
instance, reactions to a new product or service, these methods also have limited 
possibilities of finding new knowledge that lies outside the scope of the survey 
or interview.  

Proactive marketing methods on the other hand focus on finding the unspoken, 
latent needs, typically through active customer involvement, to discover new 
market opportunities. The advantage of finding out what the customers’ latent 
needs are, is that expressed needs are more accessible and available to all 
competitors, and the offerings can be said to be “commodities,” with resulting 
price competition (Narver et al., 2004).  To avoid this price competition, 
companies should try to lead customers, not be led. Hamel & Prahalad (1991) 
claim there are three kinds of companies: those that ask customers what they 
want and end up as perpetual followers, those that succeed in pushing their 
customers to where they do not want to go (for a while), and those who manage 
to lead their customers to where they want to go before the customers know it 
themselves. In a study by Witell et al. (2011) it has been demonstrated that the 



 14 

two approaches, using reactive or proactive marketing techniques, give 
different results in terms of content of originality of ideas, and there were 
indications of proactive marketing leading to higher profit margins. 

2.2.2 Sticky Information and the Lead User Method 
A term related to latent needs is “sticky information.” Stickiness of a unit of 
information is defined as “the incremental expenditure required to transfer that 
unit of information to a specified locus in a form usable by a given information 
seeker” (von Hippel, 1994). A requirement to problem solving, according to 
von Hippel, is to bring together information about the problem, with the 
capability of solving the problem at a single locus. Customers need 
information, which according to this is typically very sticky information, and 
traditional methods only “skim the surface” according to von Hippel (2001). 

 As techniques that go deeper into customers’ needs are expensive, von Hippel 
(1986) suggests studying users that have already solved problems for 
themselves. The methodology he proposes for doing this is the lead user 
method (von Hippel, 1986), a proactive marketing method which aims to 
understand future customer needs by investigating “lead users,” who are users 
with needs that lie in the future for most customers. Lead users of a new, 
enhanced product, process or service are defined as those who: a) face needs 
that will be general in the market, but face them earlier; and b) are positioned 
to benefit significantly from obtaining a solution to those needs (von Hippel, 
1986). Since these users will obtain important benefits from fulfilling these 
needs, it is argued that these will also likely be prepared for greater efforts to 
obtain the solutions than will other, less motivated users (von Hippel, 1986). 
There are three kinds of lead users: lead users in the target application of the 
market, lead users of similar applications in analog markets, and lead users 
with respect to important attributes of problems faced by users in the target 
market. The purpose of lead user research is to identify strong market 
opportunities and develop concepts for new products and services, in the initial 
phases of an innovation project (Churchill et al., 2009). The methodology is 
typically done in four steps: identifying an important trend; identifying users 
who lead that trend; learning from those users; and projecting the data onto the 
general market (Churchill et al., 2009). A number of studies in industrial 
settings have shown that a high percentage of successful innovations have been 
invented by users (Churchill et al., 2009). A study performed at the company 
3M, which has incorporated the lead user method, show that forecast sales 
were eight times higher for products resulting from the lead user method 
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(Lilien et al., 2002). The study also found that these products had a higher 
degree of novelty, and a higher degree of forecasted market share. There have 
not, however, been the same amount of studies on services or consumer 
products. 

2.2.3 The Problems of Expertise 
In the development of new product and services, it typically is product 
developers of the organization itself that lead the work and find ideas for 
improvement. This is an intuitive approach, as these are not only hired to carry 
out these tasks and are trained to do so, but are also experts in the domain. In 
an experiment by Wiley (1998) it was shown that this domain knowledge 
might actually be an obstacle to problem-solving, as it confines them to a 
search space where the solution isn’t necessarily to be found. This explains 
some of the findings in a study in which customers were invited to submit ideas 
on new SMS services within the telecom industry (Kristensson et al., 2004). 
That study showed that not only did customers submit ideas with higher 
customer relevance, they were also more innovative than what product 
development experts from within the telecom industry came up with, who on 
the other hand provided ideas that were deemed easier to implement. It is 
interesting to note that opposed to the lead users method, in which advanced 
users are typically involved, this study was based on ordinary users.  

2.3 Patient Co-creation in Healthcare 
As we have seen, the view of the customer role in creating value has changed 
in recent decades. Similarly the view of the role of the patient has changed; 
while traditionally the patient has merely been perceived as the receiver of 
care, the role has shifted closer towards one of a customer who actively make 
choices, seeks information and creates value (Nordgren, 2009). Ultimately, 
care can only be delivered to patients if patients and informal caregivers are 
willing to participate and undertake many tasks themselves (Wilson, 1994). 
Terms such as patient empowerment (Anderson & Funnell, 2000; Bodenheimer 
et al., 2002), patient centeredness (Robinson et al., 2008), Patient Partnership 
(Brennan, 1999; Cahill, 1996), and Shared Decision Making (Smith, 2003; 
Wills & Holmes-Rovner, 2003) are different versions of patient involvement in 
healthcare provision, which range from patients’ preferences being input to 
healthcare, to patients taking over large parts of their own care. Perhaps the 
most far-reaching of the approaches is patient partnership, which is the most 
advanced approach or attitude to patient involvement where patients are seen as 
partners in different parts of the care. A fascinating example of patient 
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partnership from a free clinic in Florida, USA, is described by Soto et al. 
(2007) where a self-management program has been studied, which included 
self-management, patient education, and even patients educating other patients, 
common cooking courses and exercise classes, group appointments held in 
patients’ own contexts such as churches which also included other family 
members. The study showed that these initiatives led to significant 
improvements. Studies of patient partnerships are typically carried out in 
relation to chronic diseases, such as diabetes, where patients over time acquire 
deep knowledge about their health problem and how to perform parts of their 
own treatment. This is a patient group called “expert patients” and their 
involvement is often seen as a way to decrease costs in these expensive, 
long-term treatments. Another reason besides cost issues for involving patients 
that has been put forward, is that involving patients in treatments may lead to 
better adherence, which in turn yields better health outcomes. A study on 
patient-cantered care, a concept related to patient partnership, but somewhat 
narrower with focus on decision-making and self treatment, indicates that these 
practices lead to better adherence (Robinson et al., 2008).  

Despite the seeming interest in the field of patient involvement, a 
comprehensive  review of published articles on the topic shows that these are 
generally kept on a high level without detailing methods or practices (Snyder et 
al. 2012). A decade-old quotation from Grol (2001), still seems relevant: “We 
need to identify which methods of involving patients should be used for which 
patients, with what problems, and at what point in time, and we need to explore 
their costs and feasibility” (Grol, 2001). Transferring research between other 
service research projects cannot be done without considering the context.  
Berry & Bendapudi (2007) point out some major differences between 
healthcare and other services – these customers are sick, they may be reluctant, 
being thrust into the healthcare system by their illness, healthcare services 
require customers (patients) to relinquish privacy, and patients need to be 
understood holistically with their medical conditions as well as age, 
personality, and other characteristics. These salient and pervasive differences 
from other services, along with the challenges facing healthcare, makes it a 
promising research area for service researchers, the authors conclude. 

2.4 Diary-Based Methods 
Although endless varieties exist, diaries, as we know them in Western 
societies, can generally be defined to have the following characteristics: they 
contain sequential and regular entries; they are personal (being written by an 
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identifiable individual who controls it); they are contemporaneous; and they 
record what the writer finds relevant, for instance, events and emotions 
(Alaszewski, 2006). In research, two primary types of diaries are used, solicited 
and unsolicited diaries. An unsolicited diary is a personal document written 
without any inducements that attempts to describe a subjective perception of 
social reality (Jones, 2000). A solicited diary on the other hand is a diary that is 
kept at the request of the researcher and usually structured into time, events, 
persona or units of interest. In the study of history and politics, the study of 
diaries has been a useful source (Alaszewski, 2006). In the study of more 
contemporary events, diaries, whether solicited and unsolicited, are used in a 
number of areas, for instance, a method of ethnographic and anthropological 
research (Burgess, 1984; Hammersley, 2007), and they have been widely used 
in psychology (Breakwell et al., 2006; Mackrill, 2008).  

There are also numerous examples of diaries used in the healthcare field (see 
e.g. Furness & Garrud 2010; Jacelon & Imperio 2005; Milligan et al. 2005; 
Smyth & Smyth 2003. The purposes of the diaries range from logging events 
with purely medical interest to long-term studies of emotional and social 
matters related to an illness or its treatment. 

In service marketing, in a study from the telecom industry customer diaries 
were used as a means for collecting customers’ ideas for innovations (see 
Kristensson et al., 2004; Magnusson, et al., 2003; Matthing, et al., 2004). In 
that study, customers were given mobile phones, and asked to record ideas on 
new SMS services. The reason why diaries were used was the ability to capture 
customers’ ideas in situ, close in time and context to the event that gave them 
the idea. Within the service management field, customer diaries have been used 
as an ethnographic tool for understanding customers within service design 
(Segelström, 2009). The advantages of using diaries and other ethnographic 
methods in service development over reactive methods such as interviews or 
focus groups are the ability to reduce problems of retrospective recall biases 
and at the same time provide an understanding of the natural context of events 
(Smyth and Stone, 2003). Ethnographic methods are seen as especially useful 
when trying to understand how customers use and evaluate services (Wilson et 
al., 2008). 
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3 Method 

3.1 An Action Research Strategy 
The research approach applied in this research is action research (Gummesson, 
2000). This is a mainly qualitative approach built on collaboration between 
researchers and practitioners, the research system and practice system, with the 
dual objective of solving a problem in practice and at the same time expanding 
the body of knowledge within a certain field. The approach, coined “action 
science” by Lewin in 1946, has its origins in societal action science, where 
researchers help underprivileged groups to solve problems (Gummesson, 
2000). Nowadays the approach is also applied in other fields, such as 
operations management (Coughlan & Coghlan, 2002) and marketing (Perry & 
Gummesson, 2004). Indeed, Gummesson (2000) makes the distinction between 
societal action science and management action science, where the first takes a 
political social and political view and the latter focuses on companies as 
businesses. Although this research contains liberating elements in content (the 
empowerment of patients), its approach to research would classify it as 
management action science in the terminology of Gummesson.  

 

Figure 4 Illustration of the action research spiral, adapted from Zuber-Skeritt (2001, p.15) 

Action research can very briefly be described as people reflecting upon and 
improving their own action by tightly inter-linking their reflection and action 
and making their experiences public (Altrichter et al., 2002). Important starting 
points to these efforts are that there should be a mutual interest in a problem 
between the researcher and the practitioners, but where the two parties have 



 19 

different knowledge, so that the common effort can create something that could 
not be achieved by either party alone. Practitioners are the problem owners and 
have the knowledge of the specific context, whereas the researcher has his or 
her theory-based knowledge (Perry & Gummesson, 2004).  In terms of method, 
a self-reflective spiral of cycles of planning, acting, observing and reflection is 
central to the action research approach (see Figure 4). Coughlan & Coghlan 
(2002) point out that action research is both a sequence of events and an 
approach to problem solving; as a sequence of events, including data gathering 
and feedback to those concerned, analyzing data and planning action. It is a 
scientific approach to problem solving, collecting facts and experimenting 
though actions from the members of the organizational system. The desired 
outcomes are not only the solutions to the problems, but important learning 
from the outcomes, intended and unintended, which can contribute to scientific 
theory (Coughlan & Coghlan, 2002). Emergent theory can be built using action 
research, from a synthesis of the data that emerges from the action research and 
the theory base that was put to practice in the research. Theory will move from 
the particular and local to the general through the cycles in a specific action 
research project, or in further application to more cases, just as in case study 
research. Action research is allied to case research although traditional action 
research is “the most demanding and far-reaching method of doing case study 
research” (Gummesson, 2000, p.116). In action research, as with case research, 
numerous sources of empirical data collection can be used, and different 
analytical tools can be used to draw analytically generalizable conclusions. 
Analytical generalization means extension of theory to a new context, early 
stages of theory creation or modification of existing theories (Yin, 2009). 

An action research approach was chosen, as the situation was that of a common 
interest between practitioners and researchers of exploring ways to involve 
patients in the development of healthcare to achieve better patient satisfaction 
and understanding of the patient. As the problem was not only to study an 
existing phenomenon, but to create something (a method or approach for 
patient involvement), a pure case study approach, which perhaps otherwise 
would have been suggested for this type of explorative research, was deemed 
not suitable. The personal interest of the researchers to collaborate and the 
necessity to draw on the knowledge of the healthcare personnel in researching 
these matters were also factors in selecting the research approach. Gummesson 
was selected as a main reference, as he pays special attention to action research 
in relation to management issues. 
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3.2 Research Design 
In this chapter I will present the research design used in the study, where a 
model for involving patients in the development of healthcare was first 
developed in collaboration between researchers and healthcare staff, then tested 
in three healthcare processes. After this trial, the method for patient 
involvement was refined and extended, before a second round of testing was 
conducted. I will also describe how the content of the patients’ diaries has been 
analyzed and serves as empirical examples of patient involvement in healthcare 
service development. An overview of the research design is shown in Figure 5. 

In the present study, the five researchers working on this project with some 
cooperating researchers represent the research system. Involved doctors, nurses 
and organizational developers represent the practice system. They come from 
three different healthcare units: orthopedic, rehabilitation and gastroenterology 
centers at two different hospitals at the same county council, called Hospital A 
and B respectively (see case descriptions below).  

The research project started with joint workshops between researchers and 
practitioners, where problems and research questions were discussed and 
actions planned. The problem to address from the caregiver’s perspective was 
how to involve patients in the development of healthcare, aiming to achieve a 
more patient-centered care. This is also an issue of general interest to research 
and healthcare at large, as discussed in the introductory chapter. The point of 
departure was that diaries would be used to involve patients in giving ideas, an 
approach used in other contexts with satisfactory results. The joint research and 
development activities included designing the diary, design and process for 
data collection, and execution, as well as a process of how to utilize the ideas 
and experiences gathered from the patients’ diaries. The developed model for 
patient co-creation was then tested and applied in the participating healthcare 

Figure 5 Illustration of the research process. 

Article 
B 

Article 
D 

Article 
C 

Workshops 
Develop 

the Model 

Testing 
3 Cases 

13 Patients 

Workshops 
Further Develop 

the Model 

Testing 
3 Cases 

40 Patients 

Article 
A 

Literature 
Review 



 21 

organizations. (The outcome of this can be found in articles B and C.) These 
steps constitute the first cycle of the action research process. A second cycle 
of workshops was held to refine the process and make amendments to the 
diaries. More attention was given to the latter parts of the process, how the 
caregiver could learn from the diary data. 

3.3 Application of the Developed Model for Patient 
Co-creation – Three Cases 

As mentioned in the above section, the developed model for patient co-creation 
was implemented in three different care processes at the participating 
healthcare units. We utilized a sampling strategy based on inducing maximum 
variation of the type of care in our case study (see Miles & Huberman, 1994). 
The units were orthopedic care, gastroenterology care, and rehabilitation care, 
all belonging to the same county in southern Sweden. Participating 
organizations were selected for collaboration in the research based on three 
aspects: 1) they were common in most healthcare systems and deal with many 
patients; 2) they represent different types of care, from standard care processes 
through complex processes in which the patient faces a range of stakeholders in 
the healthcare process to chronic diseases; 3) they have an expressed interest in 
developing their health services in a more patient-oriented direction. 

The first case was the orthopedic care process at Hospital A. This care process 
is signified by a standardized procedure to care. The complexity of the 
treatment is low, in the sense that it represents a field in which clinical 
knowledge is high and standardized procedures are possible. The orthopedic 
process has a low degree of patient co-creation.  

The second case is the rehab care process at Hospital A. This process includes 
patients with longstanding chronic pain who participate in a pain rehabilitation 
program. The goal of the pain rehabilitation program is to help patients 
minimize their suffering and restore their ability to lead a normal life. Active 
involvement of the patient and family is vital to the success of the program.  

The third case is the gastro process at Hospital B (also part of the same county 
health organization). The process includes continuous treatment of patients 
with chronic stomach and intestinal disorders. This is a highly complex process 
as knowledge of these illnesses is generally low among the patients, compared 
to other types of disorders. It is also characterized by a high degree of patient 
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involvement and co-creation since the chronic condition makes the patients 
experts on their disease. 

See Table 1 for an overview of the participating care processes.

Table 1 An overview of participating processes. 

 Orthopedic care 
process 

Rehabilitation 
care process 

Gastroenterology 
process 

Characteristics 
of patients 

Relatively old 
patients with 
referrals from 
primary care 

Patients of 
various ages, 
longstanding 
chronic pain in 
spine, back and 
shoulders 

Patients of various 
ages, chronic 
stomach and 
intestinal disorders 

Type of 
process 

Replacement of 
hip, standardized 
procedure to care  

Participation in a 
pain 
rehabilitation 
program 

Continuous 
treatment, periods 
where the patient is 
doing well and 
periods of relapse 

Patient 
involvement in 
care  

Low – patient is 
hospitalized 
during treatment, 
but recover from 
surgery at home. 

Active 
involvement of 
patients 
necessary since 
the aim of the 
rehab program is 
learning how to 
handle pain 

Patients are experts 
in their own 
preconditions and 
possibilities 

 

Data (diaries) from a total of 53 patients (13 from first round, 40 in second 
round) were collected in this study. 37 patients (21 male and 16 female) 
belonged to the orthopedic process. 10 patients (9 male and 1 female) belonged 
to the rehabilitation process for chronic diseases. 6 patients (5 female and 1 
male) belonged to the gastro processes. The approximate mean ages was 67 
years in the orthopedic group, 45 years in the rehabilitation group and unknown 
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in the gastro group (as most of the participants in that group chose not to note 
their age). 

Patients were selected randomly for participation. The first contact with the 
patient was a letter describing the project, including the acceptance form that 
the patient should sign if he or she wanted to participate in the study. It also 
clarified that participation was voluntary, and that it would not harm further 
contact with the caregivers if the patient chose not to participate. The patient 
was free to stop and leave the study at any time. Patients wishing to participate 
were given the choice of using a paper and pen diary or a blog. The instruction 
to the patients was to record events for 14 consecutive days.  

The diary - physical and blog - had three data collection parts. In the 
introduction part of the diary, the patient was asked to briefly introduce 
themselves and present reasons for their contact with the healthcare system. 
For each day, the diary was separated into two different parts: first, an open 
recounting of the day’s events and contacts, and second, a three-item list in 
which to fill in specific improvement ideas based on the everyday situation.  

3.4 Data Collection and Analysis 
As stated in the introduction, this thesis has two aims: to develop our 
knowledge of patient participation in healthcare in general, and to develop a 
model for patient co-creation of healthcare through diaries. 

The development of the model was based on a synthesis of theoretical 
propositions from service and quality research, requirements from the 
healthcare representatives, ethical requirements expressed by the ethical 
committee that approved this research and the experiences from using the 
model. The output data from the iterative process were records of meetings, 
jointly elaborated process maps, and reports from the researchers and 
practitioners who were responsible for communicating with patients. The 
content of the diaries was also an input to developing the model, either through 
patients’ direct comments regarding the model in their diaries (for instance, the 
comment “I get pains from holding the pencil” was one of the reasons why the 
model came to include phone and blogs) and through observations of patients” 
writing behavior (for instance, it seems that a period of 14 days is sufficient to 
cover most patients’ ideas, which is why this is proposed as the time period for 
patients’ writing). 
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In answering the wider question of exploring and expanding the field of 
customer co-creation in the development of healthcare services and other 
services, the content of the diaries plays a more important role. By analyzing 
the content of the diaries, conclusions were drawn on the abilities of patient 
co-creation and in what ways they contribute.  From the texts generated by the 
patients, the researchers have identified ideas. A large majority of ideas were 
explicitly written in the idea field by the patient, while others were identified in 
the running text by the researchers. All diaries were examined for ideas by two 
researchers in parallel, to ensure consistency in the definition of an idea.  

After the ideas were extracted from the diaries the researchers categorized 
them. The researchers developed the categories based on theoretical 
assumptions on co-creation and user-driven innovation (see articles B, C and 
D). Ideas were coded taking the text in the diary into account, so as to fully 
understand the meaning of the idea. In the beginning the ideas were coded 
jointly by the research team to ensure the inter-user reliability of the coding 
process.  
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4 Summary of Appended Articles 
This chapter includes summaries of the appended articles in this thesis. The 
presentations comprise the background and objective of each article, the theory 
and empirical material on which it was based, when applicable, main results 
and contribution to knowledge development. 

4.1 Summary of Article A – Quality Management in 
Healthcare: A Literature Review 

Engström, J., Langstrand J., 

4.1.1 Background and empirical material 
This article serves as an introduction to the field of quality development in 
healthcare services, which emerged as a topic in the healthcare discourse in the 
early 1990s. Drawing on experience from industrial applications of 
management practices, Laffel & Blumenthal (1989) and Berwick (1991) 
created a foundation for research into the application of quality management 
practices in healthcare. This article is a literature review covering the most 
frequently cited articles in the field from the emergence of the field until today, 
and aims to portray and discuss its defining characteristics and identify 
historical and contemporary trends. To represent the most cited articles, the top 
20 cited articles in two databases (ISI and Scopus) with the search phrases 
“Quality management” AND (healthcare OR “health care”) in title, search 
terms and abstracts were used. Removing overlaps and irrelevant articles, 28 
unique articles were included in the review. 

4.1.2 Main results and contribution 
The review identified nine different themes in the quality management 
literature in healthcare: System perspective; Continuous improvement; 
Performance measurements; Statistical process control; Organizational culture; 
Best practice; Teamwork; Professional development; Customer focus.  

Performance measurement is a topic that consistently seems to be important in 
healthcare quality work. However, two schools are identified: First, there is 
measurement in the tradition of industrial quality management, meaning 
measurements of critical system characteristics in order to achieve 
improvements. Second, there is measurement of clinical outcomes, with the 
purpose of building databases for comparisons of clinics and finding best 
practices. 
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System Perspective. As in healthcare traditionally there is a focus on the 
interaction between the patient and the physician, some scholars of quality 
management in healthcare suggest that the focus needs to be shifted towards 
the caregiving system, often when the concept of Total Quality Management is 
discussed. Over the years, this aspect has lost its importance in the discourse. 

Best Practice. The development and implementation of best practices is a hot 
topic in contemporary healthcare research, most commonly under the term 
Evidence Based Medicine (EBM). Typically, it involves the usage of 
guidelines and checklists. Best practices seem to have had an upwards trend in 
the discourse. 

Continuous improvement exists in two forms in the reviewed articles: either 
through interventions, such as peer-reviewing among physicians, or through a 
data-driven approach where statistics are used to find and correct flaws. 

Statistical process control (SPC) is the main theme in some of the 
TQM-inspired articles. In the early articles of the review, this was an important 
topic. As SPC has lost its importance in the general TQM discourse to the 
benefit of softer issues, a similar development can be seen in the QM in 
healthcare discourse, where the topic has died out. 

Organizational culture. Two perspectives on organizational culture are 
represented. One perspective is similar to the management discourse in which 
cultural change and a shared set of values and assumptions are thought to be a 
foundation for improvement.   The other perspective concerns personal 
accountability and making sure incorrect behavior is prohibited. Whereas 
culture is an increasingly important subject in the general healthcare QM 
discourse, the subject is not present in later articles of this review. 

Teamwork, a key component in industrial QM, is mentioned in one-third of the 
reviewed articles, with as few as four articles giving room for discussions about 
teams. These four articles have an organizational perspective on teamwork, and 
advocate an expanded use of teams, not only for clinical work, that includes 
multiple professions. This contrasts the common use of teams in healthcare, 
however, which is pointed out to have a purely clinical focus. 

Customer focus is among the least occurring principle in this review with 12 
articles that mention some kind of customer focus, but it is only a main topic in 
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two. Customer focus is often mentioned only as a part of description of the 
TQM approach. 

The division into two perspectives, or logics, was present in most of the 
themes; the themes are discussed from different points of view depending on 
which logic the writer adheres to. The first logic, following the thinking of 
Evidence Based Medicine, highlights the clinical aspects of quality and how 
incremental improvements can be made within the existing template-in-use. 
The other logic transcends this narrow perspective and takes a system 
perspective in the Total Quality Management tradition, focusing on the 
building of organizational capabilities and how the organization can be 
improved as a whole. The first of these two logics seems to be dominant since 
the mid-1990s. 

Regardless of logic, it is interesting to notice how little customer focus is 
discussed. In healthcare, patients have two roles, one of customer and one of 
object for care, on which results of treatments can be objectively measured. 
The results of care are frequently measured, but that is not the case for 
customer satisfaction. Measuring outcomes is of course vital in developing 
healthcare, but the lack of measurement of customer satisfaction reveals how 
patients are perceived as care objects in healthcare.  

4.2 Summary of Article B – Solicited Diaries as a Means of 
Involving Patients in Development of Healthcare 
Services  

Elg M., Witell, L., Poksinska, B., Engström, J., Park Dahlgaard S., 
Kammerlind P.,  

4.2.1 Background and empirical material 
This article is the first in a series of articles in which the patient diary method 
for involving patients is presented. Our idea is based on leveraging knowledge 
from the patient about his or her own experiences from the healthcare process. 
It is based on the assumption that patients have first-hand knowledge about the 
specific circumstances of their own healthcare problems, and how they deal 
with problems at home and in everyday situations. Also, patients often have 
ideas about how to solve their specific problems. Using diaries we can move 
closer to the various real-life situations in which patients are immersed, and 
capture ideas and experiences in situ. Developing this method is an attempt to 
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bridge the gap between the view of patients as contributors that has emerged in 
the healthcare research field and a lack of methods for actually achieving this. 

The study was carried out in the three described hospital clinics in Sweden, all 
belonging to the same healthcare body. The clinics specialized in orthopedic 
care, rehabilitation and gastro, respectively. Ten patients in each clinic were 
invited to participate in the development of healthcare services through writing 
diaries in which they were asked to recount everyday situations related to their 
illness and contacts with healthcare, as well as submitting ideas for 
improvement.  

4.2.2 Main results and contribution 
Of the invited 30 patients, 13 diaries were returned, submitting a total of 102 
ideas. On average, each person wrote 800 words and gave seven ideas. 
However, there was great variation, with the most creative patients submitting 
17 ideas compared to zero in another diary.  

Four different types of diaries were identified in the study: brief, reporting, 
reflective and descriptive. Brief (n=5) means the diary has little content, 
typically describing the patient’s everyday situation in a sparse way. The 
reporting diary (n=1) is a type of diary in which the patient reports the day’s 
events in a chronological manner, like in a captain’s log.  The descriptive diary 
type (n=6, almost half of the 13 diaries) is the type of diary in which the patient 
uses the diary to describe situations during the day. These situations were 
closely related to the patient’s health and contacts with healthcare, adhering 
closely to the original aim of the diary. Last there was the reflective diary (n=1) 
where the patient discusses the events of the day, but also past and future 
events. 

The ideas provided by the patients were either supplied in the field for ideas or 
identified in the running text. Nine areas were found: access to 
healthcare-related activities; manner of healthcare professionals; self-care; 
technical tools; communication skills among healthcare personnel; medicine 
and prescriptions; administrative and clinical routines; coordination of 
healthcare-related activities; and waiting times. 

This introductory article on the use of diaries as a means for customer-centered 
development shows the benefits and shortcomings of using the diary as a 
means for patient involvement. Independently of the type of patient diary — 
ranging from brief and reporting to descriptive and reflective — patients seem 
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to be very good at generating ideas for development, and patient diaries can be 
good tool for collecting patient ideas in healthcare development efforts. 
However, the healthcare context complicates the use of the diary. For instance, 
patients may have difficulties writing because of pain; there may be problems 
with disadvantaged patient groups such as non-native speakers; there can be 
problems of institutionalizing patient diaries in healthcare environments and 
difficulties of finding the right receiver of innovative ideas. These are issues 
that need to be addressed. 

4.3 Summary of Article C – Patient Ideation in Service 
Innovation 

Engström, J. 

4.3.1 Background and empirical material 
This article explores the content of the ideas found in the diaries, applying a 
service perspective, aiming to increase understanding in the field of customer 
ideation in service innovation. These ideas are also used to gain understanding 
of the way patients perceive their own role. Four propositions are made based 
on theory and empirical data. 

There are several reasons why patients should be encouraged to participate in 
the ideation phase. In a products setting, it has been found that involving 
customers in the creation process can increase the likelihood of success of new 
products. Based on this von Hippel (1986) has developed the “lead user 
method,” in which advanced users are invited to co-develop products. Another 
reason for involving customers in ideation is that they seem to be less 
constrained in their thoughts, which allows them to have more creative ideas 
than professional users, and with high customer relevancy, which was 
demonstrated in another diary-based attempt to involve customers in product 
development (Kristensson et al., 2004). Knowing a field very well can obstruct 
the ability to think out of the box and innovate, a phenomenon reported in the 
article as “expert as mental mindset.” 

Berry & Bendapudi (2007) point out that healthcare is a service context in 
which the customer group (patients) represents salient differences from other 
customer groups, and research results from other service domains cannot be 
directly transferred. Berry & Bendapudi (2007) point out that these customers 
are sick; they may be reluctant participants, being thrust into healthcare by their 
illness; healthcare requires customers to relinquish privacy; and they are at risk 
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and need to be understood from a whole-person service perspective. Because of 
these differences, there is currently a lack for knowledge and methods for 
involving patients.   

The same empirical data is used in Article C and Article B.  

4.3.2 Main results and contribution 
Based on an analysis of the ideas provided, four theoretical propositions are put 
forward in the article. 

As Berry & Bendapudi (2007) point out, patients may be reluctant to 
participate as they have been thrust into healthcare by their illness. In this 
study, 15 out of 30 patients chose to participate, with 13 following through. 
The patients gave ideas to a range of topics: clinical (36%), organizational 
(14%), attitudes of healthcare staff (12%), social (12%), informational (12%), 
and practical (12%). This leads us to our first proposition: 

Proposition 1) Patients are willing and able to contribute ideas for improving 
healthcare services.  

A theoretical motivation for customer involvement is that it may allow 
organizations to see their operations with different eyes, i.e., through the lens 
of the customer. For customer groups like patients, this is even more important 
as they need to be understood holistically. As shown above, the ideas patients 
provide touch upon a large variety of themes. Also looking at contexts, there is 
a large variety of environments to which the ideas apply (one idea can apply to 
more than one category): caregiver (62%), home (29%), extended caregiver 
(13%), work (8%). This shows that 50% of the ideas are connected to an area 
that is out of reach for the caregiver, thus covering the blind spots of 
healthcare. 

Proposition 2) Patients give ideas from a patient perspective and on areas of the 
care process that are unlikely to be visible to healthcare staff. 

von Hippel defines lead users of a new, enhanced product, process or service as 
users who: a) face needs that will be general in the market, but face them 
earlier and b) are positioned to benefit significantly from a solution to those 
needs. There are also patients who are ahead of other patients in much the same 
way as lead users, through their innovativeness and because they have followed 
through and tested ideas for themselves. 
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Of the 13 diaries in this study, there was one patient in particular who showed 
strong innovative abilities. 

Although the lead user method has primarily been studied in product-oriented 
settings and there are obvious differences between these contexts, there can be 
valuable ideas drawn from the lead user method for healthcare.  

Proposition 3) The term lead users, or lead patients, is also applicable in 
healthcare. 

The fourth and last proposition of the article concerns the value creation in 
healthcare. How value is created is essential in the service management 
discourse, with concepts of co-creation in which the perspective is changed 
from supplier value creation and customer consumption, to value creation as a 
collaborative effort. The ideas in this study were divided into three categories, 
depending on the type of value creation they represent. First, value creation 
where the caregiver creates value for the customer (50%); second, actions 
where the caregiver enables value creation of the patient (39%); and third, 
autonomous value creation on the part of the patient (11%).  These numbers 
show that although the patient is passive receiver in 50% of the ideas, they also 
show a wish among these patients to be more participative and also that in 
many cases there are barriers in form of resources or knowledge that hinders 
the patients’ participation. 

Proposition 4) Many patients wish to be more active in the healthcare provision 
than they currently are. 

To conclude, we see that as patients are able to provide ideas that emanate from 
their own needs and experiences in their own contexts, they are a valuable and 
untapped resource in the innovation of healthcare services. They also show an 
interest in doing this, and in many cases want to be more active in their own 
care process.   

4.4 Summary of Article D – Co-creation and Learning in 
Healthcare Service Development 

Elg M., Engström, J., Witell, L., Poksinska, B.  
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4.4.1 Background and empirical material 
This article expands the work in the previous articles in two ways. First, it is 
based on a longer period of use of the diaries and with more patients involved 
(54, including patients from the pilot study, treated in article B and C). This has 
led to a refined process for handling the diaries within the organization. 
Second, it investigates different ways in which the material from the diaries can 
be used, other than ideation. 

4.4.2 Main results and contribution 
From the studied case, create a model for working with diaries, both in how 
they should be implemented, as well as how organizations can learn from the 
material in the diaries. 

The model is divided into three phases: Preparation, execution and learning. 

 

Figure 6 The Model for Patient Co-Creation in Service Development 

The first step in the preparation phase is the Care Process selection. The care 
processes to include should be selected with care. One criterion is that the 
process should have potential for impact, based on quantity of patient flows, 
major costs or lack of quality. An additional criterion is to find caregivers that 
are interested in patient experiences and in using that to improve. The second 
step is the Medium Selection, where physical diaries, (non-public) blogs, and 
answering machines are proposed. Diary and Process Design contains choices 
that should be made regarding what the patient should be asked to write about, 
but also how patients should be approached, who should be able to read the 
diaries, etc. Ethical aspects and patient safety need to be considered. The last 
step in the preparation is Recruiting patients. A strategy for which patients 
should be recruited needs to be selected: random, typical, opportunistic, etc. 
(cf. Miles & Huberman, 1984). 
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The second phase is execution, where patients are writing in their diaries. The 
diaries in the present cases wrote for 14 days. It shows that the amount of text 
decreases over time, which is why we think this amount of time is adequate. 
Midway through the writing period, patients were contacted and encouraged to 
keep up the writing. When the writing period was over, the patients handed in 
their diaries, which were then anonymized. 

The third phase in the model is the learning phase. Three ways of learning from 
the diaries have been identified. First, the ideas expressed in the diaries should 
be used for continuous improvement efforts (see article C). Second, a larger 
number of diaries can be used to create a report of the situation in the clinic, in 
which strong and weak areas of the care process can be identified. This could 
be used in combination with the statistical patient satisfaction surveys that are 
commonly used, to flesh out the numbers with qualitative meaning. Third, 
single patient’s stories can be highlighted. The individual patient’s story can be 
used as a basis for discussion within healthcare teams, helping to shift focus to 
a more patient-centered focus, and serve as a motor for change. 
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5 Discussion 
The foundation for this thesis is a range of theoretical propositions that point 
towards the benefits of co-creating with customers, or in this case patients, in 
service development. Building on that theory, the primary aim of this thesis is 
to explore co-creation for others in a healthcare context, which is done 
empirically through a collaborative research approach where three healthcare 
processes and over 50 patients are involved in a development initiative. In the 
first section of this chapter, the most important findings of that empirical 
exploration are discussed in relation to theory.  

The second aim is to propose a practical model for co-creation in healthcare 
development through the use of diaries. This model, which was presented in 
appended papers B and D, is discussed in the second section of this chapter 
where important aspects that need to be considered when using that model or 
similar approaches are pointed out. 

Finally, the methodological approach used in the thesis is discussed in a third 
section of the chapter. 

5.1 The Potential of Involving Patients in Service 
Development 

The rationale for involving patients in development projects is based on the 
assumption that customers can contribute something to which the caregiver 
does not have access. Gustafsson & Johnson (2003) point out that customers 
have a different perspective on the organization; Vargo & Lusch (2004; 2008) 
highlight that customers are the only ones who, phenomenologically, value the 
service offering and have knowledge of their own supply chain in which value 
is created. Grönroos and Ravald (2011) point out that the value creation takes 
place to a large extent in areas which are closed to the provider. Wiley (1998) 
explains how customers’ openness to different solutions enhances their 
creativity relative to experts. von Hippel (1988) claims that customers own the 
sticky information that represents their own problem to which they might also 
have found a solution.  

5.1.1 Willingness and Ability 
There is little previous research on patient involvement in development in 
healthcare settings, which is a context where the customer group (patients) 
have important differences from other customer groups, as for instance they are 
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sick and involuntary customers (Berry & Bendapudi 2007). For this reason, it 
becomes important to know whether the theoretical propositions made in 
service marketing are also valid in the healthcare context, and in that case how 
this is expressed. In the present study, this is explored by letting patients 
participate in healthcare service development and by analyzing the texts and 
ideas that emerged as well as the behavior of the patients (if they chose to 
participate or not and if they were active in doing so).  

A first question is to understand the level of willingness patients show in being 
involved in development. As in the present study a relatively high degree of 
patients, approximately 50% of those invited, chose to participate in the study, 
and in many cases they put in a relatively large amount of effort, this at least 
indicates a willingness among many patients to contribute, despite the 
involuntary position of being patients. This is not, however, a finding that can 
be assumed to be true for all patient groups and in all situations. In some cases 
patients were clearly affected by their illness and chose to interrupt their 
participation. It is thus important for healthcare organizations which involve 
patients in their development efforts to know that the illness may affect the 
degree of participation, but also to know which patients choose to participate; 
the sample of patients that participate will likely not be entirely representative. 
If healthcare providers are aware of this, it does not have to be problematic, but 
it is important to separate the purpose of co-creation in development and 
surveys and other means for learning about the opinions, etc. of the complete 
patient group, and it is important for ensuring that the needs of weaker patient 
groups are addressed. For researchers in service and service quality, it is 
important not to draw conclusions on patients based on customers’ behaviors 
without empirical verification. 

5.1.2 The Patient Perspective 
By categorizing the patients’ ideas by topic and context, it is possible to get 
some insight in how patients view their own healthcare process. A number of 
topics emerged: clinical issues; organizational issues; attitudes among 
healthcare personnel; social issues; informational issues; practical issues. The 
contexts represented were: the caregiver; the extended caregiver (meaning the 
complete healthcare machinery including pharmacies, local health centers, 
etc.); the home; and work. This points to the tremendous complexity that 
constitutes a healthcare process from a patient’s perspective. Seen through the 
patient’s eyes, i.e., through the lens of the customer (Gustafsson & Johnson, 
2003), the care process extends well beyond what would be expected to be the 
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case if viewed through the lens of the organization. This may concern tasks 
such as how to inform your family about your health situation, how to manage 
everyday chores in your kitchen and at work despite pain, or what to eat to 
maximize your chances of recovery. Much of this value creation takes place in 
the closed part of the provider (see e.g. Grönroos and Ravald [2011]). Vargo & 
Lusch (2004; 2008) argue that customers are resource integrators with their 
own supply chains. The diaries show a picture in which the patients’ life and 
care process are tightly intervowen and the boundaries between what is care 
and what is life are thin; the one cannot exist without the other. This is 
particularily true for the chronic patients in the gastro process and rehab 
process who cannot make a temporary interruption in their normal lives as is 
possible for orthopedic patients who are actively participating in care for a 
shorter period of time. For chronic patients, the complete “supply chain” that 
constitutes their life, including care and other aspects, must function. As a 
woman who goes through rehabilitation and help to allow her to work writes: 

 “It feels like the assessment of work capacity is one-sided.  […] and 
only about how much work you can perform in the workplace. […]. But 
parents' meetings / car inspection / bill paying / buying new clothes for 
the children / gym bags / soccer practice / car repair / redecorating / 
cleaning supplies / polishing shoes (or leather sofa) / packing up winter 
clothes. […] Each week there is at least one such thing and it's almost 
always something like that that tips my life over.” 

 

By changing focus from medical data alone to the everyday life of the patient, 
it is possible that the patients’ ability to actively contribute to their treatment 
and recovery would improve, which in turn would decrease stress levels. When 
innovation is democratized, such as when patients are encouraged to take 
initiative and identify possibilities for improvements, they are able to share 
their knowledge about the value creation that takes place in their everyday 
context. An additional benefit is that patients do not only experience services 
from one healthcare provider — they experience an everyday life that includes 
interactions with a number of healthcare providers, pharmacies, and 
governmental agencies. The crucial point is that patients are more familiar with 
their own lives and therefore better at evaluating the value-in-context of new 
healthcare services.  



 37 

In the tradition of the medical profession, the role of the patient as a source of 
information, ideas, and knowledge is often limited to medical data. A problem 
from this is that only parts of the clinical value compass (Nelson et al., 1996) 
are covered in the development process; when focus is solely on clinical 
results, other aspects such as functional status of patients, patient satisfaction, 
and costs are left out. By involving patients, a whole person perspective can be 
applied, taking all the cardinal directions of the value compass into account. 
This is perhaps the main benefit of involving patients in development of 
healthcare services, that the voice of the patient finds a place in the healthcare 
system. Involving patients in the development sends a signal to the 
organization that the patient’s experience matters, that both functional and 
technical quality (Grönroos, 1982) matter. The third way of learning from 
patients presented in this thesis, highlighting the individual patient’s story, has 
as its main purpose raising the awareness of the importance of the patient’s 
situation and subjective experiences from the care process; see discussion on 
this topic in the next section. 

5.1.3 Patients as Ideators   
According to Wiley (1998), customers’ ideas will differ not only in content but 
also in quality. As customers are unaware of limitations of technical or 
organizational nature, they are able to give more creative ideas. This explains 
results in research on telecommunication services where customers provide 
more original ideas and ideas of higher customer value than research and 
development staff do (see e.g. Kristensson, Gustafsson & Archer, 2004). If the 
presence of a patient perspective different from the organization’s perspective 
was clearly visible in the patient data, it is less apparent that this is the case for 
the above theoretical propositions. No formal test was made to evaluate the 
ideas generated by the patients, but it is apparent that a large part of the ideas 
are important not because of their originality or innovativeness, but because of 
their relevance to the patient’s experience, for instance:  

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

 

Some of the ideas are rather simple, but their implications would be that 
healthcare units would have to co-operate in new ways to meet these demands, 
which would be a rather radical innovation, as the example below which 
suggests a need for co-ordination between hospital and pharmacy. 
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“When I was discharged in February - on a Saturday afternoon I got a 
bunch of prescriptions – then the pharmacy at the hospital was closed.” 

  
The inventiveness and ability to generate ideas varies substantially among the 
patients. Of the 53 participating patients, there were a few who really stood out. 
This was already observed in the first round of testing, where one patient stood 
out in the number of practical and innovative ideas he submitted. Another 
patient stood out by strongly requesting more information and training 
regarding how to maintain a healthy lifestyle with meditation, etc. and could be 
regarded as a leader of a trend seen in society at large. This is why in paper C a 
proposition is put forward to suggest that similar to other industries there are 
patients that can be categorized as “lead patients,” extending the concept of 
lead users to the healthcare domain (von Hippel, 1986). This pattern was seen 
in the second round of testing where a few of the patients made substantially 
more contributions than the average. It could be argued that identifying and 
involving these lead patients specifically would be more rewarding than 
involving all patients, as they produce more ideas, or are leading a future trend.  

5.2 Discussion of the Proposed Model 
The proposed model for patient co-creation in service development containing 
three phases is presented at length in paper D and is depicted in Figure 6 (page 
32). In this discussion I will highlight three aspects that were found to be 
particularly important in the development and testing of the model. First, and 
most important, is the ethical aspect, or rather how good ethics can be achieved 
in such a way that the method remains practical and valuable. Second, the 
choice of diaries as a method for collecting data is discussed, a key feature of 
the model. Third, the three proposed ways of learning from diaries, and how 
the model can be integrated in operations is discussed. For readers who require 
more information on how to use the model, I refer to appended paper D that 
details many more aspects of the different phases of the model. 

5.2.1 Ethical considerations 
Diaries as used in the Western world are typically very private documents in 
which one’s deepest thoughts are shared, usually with no intended reader but 
the writer herself, or a reader from a distant future. Reading someone else’s 
diary is with good reason not socially accepted. The solicited diaries used in 
these studies are of a different kind, where the patient has an intended reader in 
mind, in this case healthcare personnel. However, the format of the diary 
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invites the writer to share personal thoughts and it enters straight into the 
writer’s life. In the present study there were diaries that contained very 
sensitive information. The diaries are written by a weak group, the patients, 
who are dependent on the receiver of the diary, the healthcare personnel. If a 
patient expresses negative thoughts about the healthcare organization or 
members of the staff, it is vital that this cannot harm the patient consciously or 
unconsciously.  

For these reasons, safe handling of diaries is essential. This includes several 
important decisions: who should have permission to read the diaries; how 
diaries should be coded; if diaries are digital (blogs), how to ensure that the 
data does not reach unintended readers. In this study the diaries were made 
anonymous (where names or clues which could be used to identify the patient 
were removed) through an external party before entering the improvement 
work. This was done to protect the patient. This is, however, a somewhat 
cumbersome procedure and each healthcare organization that uses diaries must 
choose a strategy for ensuring patient safety. In some way the diaries should be 
filtered before being transferred to the treating personnel. 

5.2.2 Diaries as a Method 
The diary as a method was chosen based on findings in consumer services that 
have shown that co-creation methods such as diaries contribute more original 
ideas and lead to a better outcome of the development project than traditional 
market research techniques such as interviews and focus groups (Witell et al., 
2010). The main reason for this is that the ideas originating from diaries are 
derived directly from patients in their own context, in other words, they are 
captured in situ.  

There are a number of shortcomings with using solicited diaries as a means for 
involving patients in the development of healthcare services. One identified 
shortcoming is that the method does not fit all patients. Some patients were not 
good at describing their everyday life and its relation to their physical health 
and their use of healthcare services. In addition, several patients left out 
important information and did not provide enough detail for the healthcare 
personnel to understand the value-in-context of healthcare treatment for the 
patient. The method as such also puts relatively high demands on the part of the 
caregiver to handle the sensitive data that the diaries may contain, which can be 
a shortcoming in organizations that lack organizational maturity and are not 
handling similar issues on a regular basis.  



 40 

5.2.3 Integrating Diaries in the Daily Work 
Probably the most significant factor for whether the proposed model can 
generate any positive change is the degree to which it is integrated in the daily 
operations of the organization applying it. As with all methodologies and 
concepts, there is a risk that the diaries will end up having no results or only be 
of symbolic nature (cf. Figure 3, describing the continuum of involvement). An 
organization trying to apply the model that does not have a procedure or 
organization for improvements will face difficulties in utilizing the patients’ 
ideas and experiences from the diaries, although it could also be a motivator for 
organizing such a system. It could also be questioned from an ethical 
standpoint whether patients should be asked to contribute, when their efforts 
are not responded to. An ideal situation is one in which the patients’ ideas and 
experiences are inputs to improvement efforts with little or no delay, and in a 
way in which the effects can be clearly visible and the effort worthwhile for 
both patients and staff. 

5.3 Discussion about the Methodological Approach 
The motivation for an action research approach was based on the fact that the 
research is exploratory in a field in which few existing examples exist to study. 
The involvement of patients in the development of care is still an unusual 
practice, and to the author’s knowledge there are no other existing examples of 
use of diaries in healthcare with the explicit purpose of using them in service 
development. In other words, the role for the research was not only to describe 
or understand, but also to create a model for patient involvement using diaries. 
If only the content of the diaries would have been of interest, and not the 
process for handling them and learning from them from an organizational 
perspective, the research process could be described as quasi-experimental, and 
the diary could be described as a research method for data collection only. This 
is how the research was described in Article B. 

I have chosen to use reliability and validity as starting points for my discussion 
on the quality of the research, as this is in line with traditions of healthcare 
research as well as quality management or service marketing. Four commonly 
accepted tests for quality of empirical social research are construct validity, 
internal validity, external validity, and reliability, where all except internal 
validity are relevant in exploratory research (Yin, 2009). I will discuss the 
research in this thesis with these quality criteria as starting points. 
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It is important to note that there are three types of findings in the study.  
First, there are findings concerning how a process for handling diaries can be 
made. Second, there are findings concerning how qualitative data from diaries 
can be used to improve service. Third, there are findings regarding the 
possibilities for patients to be involved in service development. 

Construct validity concerns the correctness of the operational measures for the 
concepts being studied (Yin, 2009), and qualitative studies are often criticized 
for not developing a sufficiently operative set of measures. Using multiple 
sources of evidence, establishing a chain of evidence and letting key 
informants review the study report can counter weaknesses of construct 
validity (Yin, 2009). In the development of the model for involving patients, 
the primary measure has been whether the process of administering the diaries 
worked in practical cases or not. The informants (healthcare staff) were able to 
judge this and were continuously involved in writing progress reports. As an 
additional source of evidence, the content of the diaries and the actions of the 
patients were used; did the patients write and contribute, did they choose to 
participate, were they able to give ideas on improvements on different topics? 
This is also how the possibility for patient involvement has been measured, 
answering the more general aim of the research. It should be noted that this 
study does not aspire to rate the quality of those ideas, although the quantity 
and diversity of these were indicators of the possibility of valuable 
participation. As these are important questions, a more thorough work 
regarding this, including external measures for evaluating ideas, is proposed in 
the chapter “Future Research.”  

External validity is the confidence one can have in generalizing the discoveries 
of the study to people, contexts, and times not included in the study. This often 
concerns the sample used in a study (Yin, 2009). Yin has proposed strategies to 
use multiple cases and make analytical generalizations, using theory to make 
predictions and confirming these. The strategy in this thesis has been to achieve 
analytical generalization and thus apply existing theory on customer 
involvement to the healthcare context, but also to make theoretical propositions 
based on the findings. The study also used a multiple case strategy, where the 
three processes were chosen intentionally to cover different types of care. This 
strengthens the generalizability and could explain some of the variations that 
can be expected in organizations, although not statistically. Findings 
concerning the model could be of use to other healthcare units through user 
generalization (Merriam, 1997), where the experiences from the cases 
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described in the thesis can be useful to the reader and generalized to his or her 
own domain. 

Reliability concerns ensuring that the operations of a study can be repeated 
with the same results in a specific case (Yin, 2009). In the case of the 
development of the model for patient involvement in healthcare service 
development, the outcome is dependent on the researchers’ point of view, as 
they are active participants in the actions studied. As circumstances are unique 
during data collection and can’t be fully repeated, the question can instead be 
posed as to whether the results are consistent with collected data. Merriam 
(1997) proposes that the researchers’ position should be clarified, triangulation 
of different data collection methods should be used, and trails for audits, 
descriptions of how the research was conducted, should be given.  

To strengthen the reliability, the rationale and theoretical motivations for 
certain actions in the development of the model for patient involvement were 
well documented in the published material. Reliability in connection with the 
findings based on the material within the diary was ensured by the 
well-documented procedure for collecting data (see article B and D), which is 
very straightforward. Data triangulation, i.e., data collection from different 
sources (Yin, 2009), were used to some extent as data was gathered through 
diaries as well as from experiences from healthcare staff. 
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6 Conclusions and Contributions  
This thesis makes a contribution to the field of patient co-creation in healthcare 
service development. Based on the notion of the operant (Vargo & Lusch, 
2004) patient, who can observe, act and create value, a model for patient 
co-creation in healthcare service development is proposed. The model is an 
operationalization of several important concepts in service research, such as the 
lens of the customer (Gustafsson & Johnson, 2003), the customer’s value chain 
(Vargo & Lusch 2008), sticky information (von Hippel , 1988) and expertise as 
a mental set (Wiley, 1998). This thesis contributes by extending these concepts 
into a healthcare context, both in theory and practice, to which a workable 
diary-based model for involving patients is introduced. 

Despite the large number of concepts for patient involvement that have 
emerged, such as patient empowerment (Anderson & Funnell, 2000), patient 
centeredness (Robinson et al., 2008), Patient Partnership (Cahill 1996), Shared 
Decision Making (Wills & Holmes-Rovner 2003), the possibilities for 
involving patients in the development of healthcare is still largely uncharted 
territory. From the theoretical and empirical exploration of the field in this 
thesis, it stands clear that there is much to gain from involving patients in the 
development process. It is remarkable to see how patients are able to contribute 
ideas regarding the complete healthcare process seen through the lens of the 
patient, and they contribute ideas regarding a large number of topics and 
contexts and often on areas of the care process that are unlikely to be visible to 
healthcare staff, covering the blind spots of healthcare (c.f. Grönroos & Ravald, 
2011). As some patients displayed much more creativity and ability to generate 
ideas than most patients, the term “lead patient” is proposed, building on von 
Hippel (1988). These are patients that are able to make significant 
contributions, thanks to who they are, what trends they represent and the 
interest they show in participating. 

An important observation is that patients provide ideas not only to what the 
caregiver should do for them, but a large proportion of ideas concerns things 
that patient should do for him or herself, or things the caregiver could do to 
enable the patient to take own actions. For instance, caregivers can give the 
patients instructions on self-treatment and nutrition. This indicates that patients 
do not see themselves as helpless, and that patients want to be active in their 
own treatment. But it also raises important questions that are not sufficiently 
discussed: how should caregivers behave to support their patients’ own efforts 
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in the best possible way, and where is the border of responsibility between 
caregivers and patients, so that value co-creation is achieved on the terms of 
the patient rather than the terms of the caregiver (c.f. Nordgren [2008])? For 
instance, regarding patient involvement in healthcare service development, 
organizations that involve patients need to be aware that limitations that may 
exist among patients to express themselves and that the illness from which they 
suffer may hinder them in contributing (c.f. Berry & Bendapudi, 2007). For 
each patient, the possibility of value creation is different. 

The model also extends previous usages of diaries in management by 
elaborating on the process for co-creation and the design of the diaries. The 
proposed model contains a process for preparation, execution and learning, as 
well as an example of how diaries can be designed, that can be utilized not only 
in healthcare, but also in service development at large. This extends the 
research method described in Kristensson et. al (2004) to a method that can be 
used not only for research, but in service development, by organizations. 

Solicited diaries represent a rich source of information, and the content is not 
only limited to ideas or suggestions for improvement. This thesis extends 
previous usages of diary data, and proposed three ways in which they can be 
used for learning. First, diaries can be used for collecting patient ideas for 
improvements (as described in Kristensson et al. [2004]). Second, a larger 
number of diaries can be compiled into a report, giving an overall picture of the 
experiences of patients and qualitative meaning to quantitative data from 
surveys etc. Third, individual patients’ diaries and stories can be highlighted 
and discussed in the organization. Through the understanding of a single 
patient, an emotional connection to the patients can be created that statistics or 
fragmented information will not bring. Highlighting these stories sends a 
message to the organization that individual patient experiences count. Patients 
need to be understood holistically (Berry & Bendapudi, 2007); this proposed 
model helps caregivers to do so.  

6.1 Future Research  
As with all exploratory research, a number of questions have been raised in this 
research, relating to the field of patient co-creation in healthcare service 
development. Four of these questions and propositions for future research are 
presented below. 
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The first of these questions is how the type of care and patients’ demographic 
and health status affect the possibilities to contribute? This is an important, as 
healthcare organizations need to know what methods to use and when, so that 
time and energy is not wasted.  

A second important question is how patients themselves perceive being 
involved in development activities, and what benefits and drawbacks there are 
to the individual patient? This is important from an ethical standpoint, and is 
important to know when methods for involvement are designed. Involvement 
should, and could, be rewarding not only for the caregiver and other patients, 
but also for the individual participant. 

A third topic for research is the potential of not only of involving patients, but 
also their relatives, as it is well known that an episode of illness does not only 
affect the individual, but also other family members that are often involved in 
treatments and could have important contributions to make. 

Lastly, an investigation in the topic of “lead patients” would be interesting. As 
described in the thesis, it seems some patients much more able to contribute 
than others, why they are here called “lead patients”. What would a lead patient 
approach look like in healthcare and what would the outcomes be? 
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