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ABSTRACT

Objective: The need to motivate patients to participate as strategic partners in healthcare exists, and this has prompted the

development of relational models of value creation. This study assesses the effect of trust-in doctor/nurse on patient participation

as well as the outcomes on perceived relational value and loyalty.

Methods: An empirical model from the patient’s point of view was designed and tested. Data were collected from 209 patients,

who had attended public (10) and private (10) hospitals/clinics, and analyzed using the principles of structural equation modelling.

Results: The results show that patients’ perception of trust-in-doctor/nurse is an antecedent of patient participation. Patient

participation has positive effects on perceived patient relational value, and this subsequently affects patient satisfaction, affective

commitment, and loyalty.

Conclusions: The study shows that trust affects patient participation behaviour, and the outcome of this behaviour contributes to

value creation and loyalty in service delivery.

Managerial implication: Nurses and doctors who build trust and involve patients create relational value with them, which

enable patients to experience satisfaction and commitment, and this leads to long term relationships with the hospital. The study

indicates that building trust and promoting patient participation should be a strategic imperative for management.

Key Words: Trust, Patient participation, Relational value, Satisfaction, Strategic partners, Loyalty

1. INTRODUCTION

Patient-centred care is of extreme importance in today’s

health care delivery, and increasingly, hospitals around the

world are adopting it. Patients exercise their healthcare rights

when they participate in healthcare services that regard pa-

tient rights as partners in decision making.[1, 2] Patient par-

ticipation is involving, and there is the continual need to

understand the value it creates to enhance its promotion in

hospitals.[3] Customers act as participants and play vital

roles in the service delivery process.[4, 5] In the service in-

dustry, studies suggest the need to increase opportunities

for co-production between service providers and their cus-

tomers as customer participation is a source of competitive

advantage and various positive outcomes for both customers

and service providers.[4, 6] Customers participate actively in

the service transaction by supplying “activities” and “input”

(information and efforts), and not as mere spectators.[7] Ser-

vice providers are, therefore, required to collaborate with

customers in value co-creation-to create values that meet

mutual needs.[8] Value co-creation is of utmost importance

for health service professionals whose services require high

contact and credence.[6]
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Patients are essential resources for co-creating value in sus-

tainable healthcare.[9] There are indications of progress in

patient participation in recent years; from subjects who pas-

sively receive instruction and treatment from professionals

to service supporters who search for information and man-

age their health.[10] Such participation leads to improved

service quality and better service control for customers, and

service providers also gain from increased customer satis-

faction and productivity.[5] Customer participation affects

service quality, as participating customers are known to de-

rive more satisfaction than non-participating customers from

better service outcomes.[11, 12] Customer feedback is highly

dependent on a good relationship with the provider in service

contexts where participation is expected, thus emphasizing

the importance of understanding the effects of the predictors

of relational qualities such as trust on customer participation

behaviour.[12]

Patient participation is needful, but the degree and quality of

patient inputs can vary considerably. Patient empowerment,

shared decision making and self-management are different

aspects of participation.[13, 14]

The patient-professional relational approach is a means of

enhancing value creation, and previous studies have pro-

vided different pathways to value creation and the outcomes.

Patient empowerment impacts value co-creation, and the

antecedents of empowerment include patient participation,

while those of value co-creation include patient participation

and patient citizenship behaviours.[15] Trust-in personnel

is known to influence participation (co-delivery and value

co-design behaviours), which subsequently affects customer

perceived value and loyalty.[16] This study, however, did

not consider the roles of satisfaction and affective commit-

ment. Chen and Chen modelled the path from customer

participation to relational value, satisfaction, and repurchase

intentions, and suggested the need to understand the role of

trust in future models.[6] The study fills this gap and aptly

assesses trust as an antecedent of patient participation be-

haviour as well as the outcomes; patient perceived relational

value, satisfaction, affective commitment and loyalty.

1.1 Theoretical background and hypothesis

This section provides the theoretical basis for the concep-

tual model of patient perception on the relationships among

trust in doctors and nurses as service personnel, patient par-

ticipation, patient relational value, affective commitment,

satisfaction and loyalty.

1.1.1 Patient trust-in-doctor/nurse

Trust is a fundamental requirement for quality human interac-

tion and exchange. Consumers associate trust with providers

whose service personnel are honest, reliable, and supportive,

and therefore feel confident and comfortable to provide in-

formation, suggestions and their expectations for the service

task to be performed.[16] Trust-in-personnel in dyadic rela-

tionships is a customer’s willingness to depend on a frontline

service personnel’s promise and be vulnerable to the actions

of this personnel who shows appropriate integrity, benevo-

lence, and ability, and that the outcome of such actions could

be predicted.[16, 17] In this regard, a customer who trusts

the service personnel becomes vulnerable but demonstrates

cooperative behaviour in routine service tasks, such as mak-

ing preferences known and providing information; or would

make contributions to value co-creation by making sugges-

tions to the design of personalised product or services.[8, 11]

Similarly, in health care delivery, trust-in-doctor/nurse con-

notes the extent to which the patient feels the doctor/nurse is

dependable, honest, competent and responsive.

1.1.2 Patient participation

Active participation in healthcare is being promoted as it

can contribute to patients’ healthcare quality and safety.[18]

In medical treatments, patients may either contribute phys-

ical labour for the doctor or nurse to deliver a service or

provide information that can help create, design or plan a

service.[19] Attempts at developing and validating the 4P

patient participation tool, which should enable patients to

prioritize and evaluate their participation in healthcare, iden-

tified items corresponding to “having a dialogue”, “sharing

knowledge”, “planning” and “managing self-care”.[20] Un-

derstanding participation from the patient’s point of view is

useful, as patients and health professionals are known to dif-

fer in their views on the concept of participation.[20, 21] It has

been observed that patients’ definition of participation goes

beyond decision making, as was held by healthcare staff, to

include comprehension, mutual communication, having and

applying knowledge, and being confident, thereby prompting

the need to promote the patient’s view of participation in

health care.[20] This study considers patient participation as

a behavioural construct and conceptualizes it as the degree

to which patients provide and receive information, take part

in decision making concerning care and treatment planning,

and the level of participation in the service delivery and the

relational value process. Consistent with trust in dyadic re-

lationships, the trust displayed by the doctor or nurse is a

prerequisite for meaningful patient participation in the ser-

vice delivery process.

H1: Patients’ perception of trust-in-doctor/nurse will posi-

tively impact their perception of patient participation
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1.1.3 Patient relational value

The service-dominant logic argues that “value can only be

created with and determined by the user” and this makes

service delivery and value co-creation relational.[8] The

perceived value of customer participation varies but in-

cludes, among others, customized service and greater control,

and participation enjoyment.[5, 22] Customer participation is

known to positively affect customer relational value or the

co-creation of value.[15, 16] Consistent with the customer ser-

vice literature, patient relational value is the value derived

from the bonds between the patient and doctor/nurse, and

posit a positive association between patient participation and

relational value.

H2. Patients’ perception of patient participation will posi-

tively impact their perception of patient relational value.

1.1.4 Patient satisfaction

The concept of satisfaction has received much attention in the

service literature, and satisfaction surveys are now familiar

in most organizations. Customers experience satisfaction,

expressed as feelings of pleasure when the perceived perfor-

mance of service exceeds their expectations.[23] Customer

satisfaction can be transaction-specific or cumulative, and

it is also the basis of comparing the service performance

of different providers.[24] The relationship marketing litera-

ture provides ample evidence of the positive effect customer

relational value has on satisfaction, especially in service

situations like health care where building relationship and

credence are essential.[6, 25] Patient satisfaction is a core

outcome measure for measuring and evaluating healthcare

service provision.[26] The quality of the therapeutic alliance

that exists between patient and provider affects general satis-

faction.[27] Thus:

H3: Patients’ perception of patient relational value will posi-

tively impact their perception of patient satisfaction.

1.1.5 Patient affective commitment

There are different views on the extent to which customer par-

ticipation affects affective commitment, as there exist both

positive significant and insignificant relationships.[6, 12, 28] A

positive relationship indicates that customers who experience

relational value with employees tend to be more involved

with the company (i.e. affective commitment). Excellent cus-

tomer service is associated with friendly and interpersonal

relationships between customers and staff.[29] The notion

of person-centred care requires health professionals to cre-

ate conditions for mutual respect, the exercise of individual

rights and self-determination, and participation as shared

aims and collaboration.[30] Patient-centred care would make

the service relationship enjoyable and facilitate bonding. Af-

fective commitment, from the patient participation perspec-

tive, can be defined in terms of how the patient feels about

the health service and the extent to which the patient subse-

quently bonds psychologically with the provider. Consistent

with results from the service literature, an enhanced rela-

tionship between the patient and the health service provider

should lead to the patient bonding better.

Thus it is proposed:

H4: Patients’ perception of patient relational value will posi-

tively impact their perception of affective commitment.

The goals of patient participation are to promote patient

rights, quality care and service delivery. The patient and

nurse/doctor relationship is a collaborative one for shar-

ing knowledge, decision making and promotion of self-

management. Health care delivery is a high contact service

where doctors, nurses and other support staff provide service

to patients, and particularly for nurses, they spend more con-

tact hours with patients and their families.[31] Nurses and

support staff are, therefore, the most critical determinant of

perceived service quality and patient satisfaction.[32] Cus-

tomers who have decision power derive satisfaction from

the service delivery process, and satisfaction is an essen-

tial antecedent of affective commitment in different service

contexts.[32, 33] For the patient participation context, it is

expected that:

H5: Patients’ perception of satisfaction will positively impact

their perception of affective commitment.

1.1.6 Patient loyalty

Customer loyalty is associated with the value derived from

high-quality services and satisfying experiences. Customer

loyalty is conceptualized as an attitude or behaviour. Attitudi-

nal loyalty relates to the pleasant disposition that customers

have towards one service over another, but they may switch

to an alternative provider with better attribute and price. Be-

havioural loyalty, however, is a commitment to a service or

brand despite the availability of competitive alternatives.[34]

Given the local context of healthcare service provision, it is

prudent to adopt a working definition of loyalty as a com-

bination of patients’ attitude and behaviour that translates

into repurchase or regular use of service. Dong et al. con-

cluded that customer participation is positively related to

service quality and satisfaction but has mixed impacts on

future purchase intentions.[12] Satisfaction is a prerequisite

for loyalty as satisfied customers are less likely to yield to

alternative offers from competitors, tend to choose the same

service providers, and are likely to recommend the service

to others.[35] Patients who are continually satisfied with the

services provided by their doctor/nurse are likely to stay with

the facility, speak well of the personnel and recommend them
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to others. This study suggests that patient satisfaction will

affect loyalty, and proposes that:

H6: Patients’ perception of satisfaction has a positive impact

on their perception of patient loyalty.

Service users with a high sense of affective commitment

have emotional bonds, tend to stick with providers and dis-

play loyalty behaviours such as repurchase intention.[?, 6] In

healthcare service provision, patients are likely to translate

bonding with the doctor/nurse into loyalty and a readiness

to come back to the facility. Guided by previous works, the

study posits that:

H7. Affective commitment associates positively with patient

loyalty.

Figure 1 shows the conceptual framework and the seven

hypotheses.

Figure 1. Conceptual framework

2. METHODS

2.1 Measures

The study adopted previous scales with slight wording mod-

ifications to fit the health service contexts. The constructs

were assessed using a five-point Likert-type scale. The an-

chors ranged from strongly disagree (1), neither agree nor

disagree (3), to strongly agree (5). Perceived trust in front-

line personnel (doctors and nurses) was measured with scales

developed by Sirdeshmukh et al.,[17] and validated by Li et

al.[16] Patient participation looked at the extent to which

patients participated in the health service delivery process

based on their encounter with frontline personnel (doctors

and nurses). It was measured with items adapted from pre-

vious scales, but tailored to patients’ preferences on patient

participation.[5, 17, 23] The scale of perceived patient relational

value was based on Li et al.,[16] and Cheng and Chen.[6] The

items measured enjoyable interaction and relational approval

from doctors and nurses. Patients’ satisfaction with the ser-

vices provided by doctors and nurses were measured with

items from Lam et al.[37] and Chen and Chen.[6] Affective

commitment was measured with items validated by Chen

and Chen.[6] Behavioural loyalty was measured with items

validated by Li et al.[16] Single-item questions were used

to obtain data on health facility attended, gender, age and

employment status.

2.2 Data collection and sample

The staff and students of the Christian Service University

College were informed of the study and requested to partici-

pate in a survey in January in 2018. Two hundred and twenty

participants were systematically and randomly selected out

of three hundred and thirty who self-enlisted. Two hundred

and nine usable questionnaires were used in the data anal-

ysis. The sample size is adequate as a sample size of 200

cases is useful for structural equation modelling.[38] The

questionnaire required participants to indicate the last time

they visited the hospital/clinic and interacted with the nurse

and doctor who examined them. The characteristics of the

sample are shown in Table 1.

2.3 Data analysis technique

The data were analysed using the principles of structural

equation modelling, sem (STATA). The recommended two-

stage procedure of establishing a congruent measurement

model, and then testing the hypothesis by analysing the struc-

tural model was used.[39] Given that scales were adopted

from previous studies, confirmatory assessments of dimen-

sionality, convergent validity, reliability, and discriminant

validity were undertaken.
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Table 1. Characteristics of the sample

Variable   n ( %) 

Gender  

Male 87 (41.6) 

Female 122 (58.4) 

Age  

18-24 105 (50.23) 

25-34 64 (30.62) 

35-44 25 (11.96) 

45-54 10 (4.78) 

> 54 5 (2.39) 

Work status  

Staff of the University 44 (21.1) 

Students in employment 56 (26.8) 

Non-working Students 109 (52.1) 

Last Hospital Attendance   

1-3 Months 114 (54.5) 

4-6 Months 49 (23.4) 

7-12 Months 44 (21.1) 

Type of Facility Visited  

Private Hospital/Clinic 104 (49.7) 

Public Hospital/Clinic 105 (50.3) 

3. RESULTS

3.1 The measurement model

The reliability of each item of the scale of measure was as-

sessed on the basis of standardized factor loadings (> 0.7),[40]

Cronbach Alpha (> 0.7),[41] composite reliability of the con-

structs (> 0.7),[41] and average variance extracted (> 0.5).[42]

The ranges of the values of the standardized factor loadings

(0.701-0.991), Cronbach Alpha (0.807-0.889), composite re-

liability (0.836-0.889) and average variance extracted (0.562-

0.718) for the scales, showed that the items and the scales

satisfied the criteria (see Table 2). The results in Table 3

show that the criterion for discriminant validity was met as

the square root of the AVE value of the individual construct is

larger than its correlation with other constructs.[42] The con-

ditions for reliability, convergent and discriminant validities

were met.

The fit statistics of the measurement model are within the

generally accepted thresholds and suggest an acceptable

goodness-of-fit (see Table 2). The Chi-square test is signifi-

cant (χ2 = 671.16, p ≤ .001), and the ratio chi-square/degrees

of freedom (3.0) is acceptable as a ratio in the range of 3–1 is

indicative of an acceptable fit.[38] The comparative fit index

(CFI = 0.93), the non-normed fit index (TLI = 0.95), the

root mean square error of approximation RMSEA = 0.07),

and the standardised root mean square residual (0.02) are

indicative of a good fit.[39, 43–46]

3.2 The structural model and hypothesis testing

The structural model was assessed by the goodness of fit

indices and the hypotheses tested by examining the variance

measured (R2) by the antecedent constructs, the significance

of the path coefficients, and t-values. The results are shown

in Table 4. Overall, the fit indices of the structural model

were good, as shown by the values obtained: χ2 = 671.16

(p < .001), χ2/df = 3.0, RMSEA = 0.07, CFI = 0.93, TLI

= 0.95, SRMR = 0.023. The χ2/df value was equal to the

threshold of 3,[38] the CFI was greater than the cutoff of

0.92,[41] the RMSEA was equal to the threshold value of

0.07, and the SRMR was lower than this threshold value.[41]

The path coefficients in the model are all significant, sup-

porting the hypotheses that: patients’ perception of trust-in-

doctor/nurse positively impacts their perception of patient

participation (β = 0.59, p < .001) , patients’ perception of par-

ticipation affects their perception of patient relational value

(β = 0.91, p < .001), patients’ perception of relational value

impacts their perception of patient satisfaction (β = 0.64, p

< .001), patients’ perception of relational value affects their

perception of affective commitment (β = 0.38, p < .001),

patients’ perception of the relational value affects their per-

ception of satisfaction(β = 0.42, p < .001) , perception of

patient satisfaction positively affects perception of affective

commitment (β = 0.42, p < .001), patients’ perception of

satisfaction has a positive impact on their perception of pa-

tient loyalty (β = 0.55, p < .001), and perception of affective

commitment impacts patients’ perception of loyalty (β =

0.47, p < .001).

The model explained 60.6% of the variance in loyalty, 55.7%

of the variance in affective commitment, 24.3% of the vari-

ance in patient satisfaction, 81.6% of the variance in patient

relational value, and 39.5% of the variance in patient partici-

pation (see Figure 2). The results show that the explanatory

power of the model is high.
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Table 2. The measurement model

Note. CR = composite reliability. AVE = average variance extracted. a Indicates an acceptable level of reliability and convergent validity 

Construct 
Cron-bach’s α  
(> 0.7)a 

CR  

(> 0.7)a 

AVE  

(> 0.5)a 

Patient Trust- in- Doctor/Nurse (PT) 0.841 0.889 0.667 

Patient participation (PP) 0.807 0.836 0.562 

Patient relational value (PRV) 0.881 0.884 0.718 

Patient satisfaction (PS) 0.902 0.888 0.668 

Patient Affective commitment (PAC) 0.837 0.845 0.578 

Patient Loyalty (PL) 0.872 0.874 0.635 

Items Factor Loading t-value (p < .05) 

PT1: I feel that the doctor/nurse who saw me is dependable 0.883 38.77 

PT2: I feel that the  doctor/nurse  who saw me is competent 0.854 34.08 

PT3: I feel that the doctor/nurse who saw me is of high  Integrity 0.789 24.72 

PT4: I feel that the doctor or nurse who saw me is responsive 0.733 19.22 

PP1: I expressed my personal needs and opinion to the doctor/nurse 0.708 17.66 

PP2: I shared and received information to manage my symptoms 0.745 20.61 

PP3: I shared my feelings during the treatment/care planning 0.714 18.35 

PP4: I had a high level of participation in the care process  0.826 29.38 

PRV1: My participation helped me build a relationship with the doctor/nurse 0.824 30.00 

PRV2: My participation made the interaction enjoyable  0.853 35.25 

PRV3: My participation received approval from the doctor/Nurse 0.864 3759 

PS1: This clinic/hospital is a good one to attend 0.701 18.90 

PS2: I received the care I expected 0.738 22.83 

PS3: I am satisfied with the  care provided by doctor/nurse  0.991 15.20 

PS4: Overall, I am satisfied with the service from the clinic/hospital  0.809 20.05 

PAC1: My level of attachment to this hospital/clinic is high 0.763 20.60 

PAC2:My commitment to my relationship with this hospital/clinic is high 0.834 27.24 

PAC3: The level of friendship between the doctor/nurse and me is high 0.727 17.90 

PAC4: My relationship with this hospital/clinic means a great deal to me 0.712 16.96 

PL1: I will use this hospital/ clinic again as my provider  0.743 20.31 

PL2: In the future, I will continue using this hospital/clinic as my provider 0.717 18.68 

PL3: I will recommend this hospital/clinic to others 0.877 38.32 

PL4: I will maintain the relationship with  this hospital/clinic in the future 0.840 32.24 

Table 3. Correlations and discriminant validity for the measurement model

Measure Mean SD PT PP PRV PS PAC PL 

PT 3.707 0.791 0.817      

PP 3.394 0.911 0.624 0.749     

PRV 3.255 1.05 0.501 0.642 0.847    

PS 3.630 0.798 0.642 0.592 0.493 0.817   

PAC 3.208 0.894 0.340 0.479 0.589 0.557   0.760  

PL 3.472 0.875 0.494 0.513 0.448 0.616 0.644 0.796 

Note. For each construct, the square root of the average variance extracted (AVE) is represented in italics 
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Table 4. The structural model

Hypothesis Path Path coefficient t-value Result 

H1 PT→PP 0.63*** 6.49 Supported 

H2 PP→PRV 0.93*** 8.35 Supported 

H3 PRV→PS 0.49*** 8.34 Supported 

H4 PRV→PAC        0.53*** 4.04 Supported 

H5 PS→PAC 0.33*** 4.20 Supported 

H6 PS→PL 0.30*** 5.81 Supported 

H7 PAC→PL 0.56*** 3.25 Supported 

 Fit Indices   

 χ2 671.16***, df = 223 

 RMSEA 0.070 

 CFI 0.930 

 TLI 0.950 

 SRMR 0.023 

 

Figure 2. The research model

4. DISCUSSION

The need to consider trust in customer participation and loy-

alty models, especially in healthcare settings, provided the

impetus for this study. The paper makes contributions on

two fronts. Firstly, the integrative model contributes to the

service marketing literature by introducing trust-in personnel

as a factor in the customer participation, satisfaction and loy-

alty model. Secondly, in the patient participation literature,

the model illustrates the influential role of patient trust in a

dyadic relationship with frontline service personnel-nurse

and doctor, on patient participation, relational value, and

loyalty. Previous studies have provided different pathways

to value co-creation and loyalty. Previous work showed that

customer participation directly affects relational value, and

this subsequently influences satisfaction, and then repurchase

intentions.[6] While affective commitment was introduced

into the model, it did not influence repurchase intentions. Li

et al. showed that the trust-in personnel influences partici-

pation (co-delivery and value co-design behaviours), which

subsequently affects customer perceived value, and then loy-

alty.[16]

The current model, however, shows that trust-in personnel in-

fluences participation, which affects patient relational value,

and this impacts loyalty through both patient satisfaction and

affective commitment. Thus, this study provides a better

integrative model. The positive impact of affective commit-

ment on loyalty also corroborates previous works, but some

studies have reported that there is no such effect.[6] The

service context may contribute to such mixed results. In

healthcare settings, this study suggests that how the patient
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feels about the health service and bonds psychologically with

the provider is essential, and the bonding translates into a

readiness to re-use or recommend the facility. Satisfaction

also reinforces affective commitment.

4.1 Managerial implications

This study has shown that patient’s trust-in doctor/nurse is

a fundamental requirement for participation, and suggests

the need for healthcare management teams to create the nec-

essary conditions to build trust and promote participation.

Health policies on patient participation and their implementa-

tion are vital, not only to health outcomes but also to service

outcomes. The study shows the necessity for health organi-

zations and policymakers to create policies and a culture that

involve patients in value creation to enhance their healthcare

experience. Indeed patients can participate in the creation

of healthcare through different behaviours, mental attitudes

and models of value creation.[47] The current model empha-

sizes the realization of relationship value through trust and

participation. Patients’ role as strategic partners depends on

their loyalty, but loyalty must be earned. The extent to which

management works towards building trust and promoting

participation will determine whether loyalty will ultimately

ensue.

4.2 Limitations

The study did not differentiate trust-in facility from trust-in

personnel, but the former is known to influence participation

in some settings.[16] Future research should explore the in-

teraction between trust-in the facility and trust-in personnel

on service participation, especially in medical settings where

facilities-hospitals and clinics could determine the nature and

level of trust. Repurchase or loyalty in medical settings could

be affected by the ability to make choices, but this was not

explored in the study. In settings where people are unable to

select the medical facility of their choice due to finance, they

are bound to re-use the same facility even if the services are

not satisfactory. A comparison of models based on choices

is worth examining. Both trust and participation are complex

concepts to operationalize, especially in medical settings,

and were simplified in this study. It might be worth testing

the model using value co-creation, patient participation and

citizenship behaviours, and in other service settings.
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