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中 文 摘 要 ： 臺灣於1995年3月開始實施的全民健康保險 (National Health
Insurance, NHI)儘管帶來許多好處，但是提供醫療服務的醫生和跨
學科專業等醫護人員卻面臨顛覆性的影響，例如醫護人員工時過長
、資金短缺以及病房、床位數量長期不足的問題。這種情況對病患
以及專業醫護人員的福祉，有著危害的因果關係。近年來，愈來愈
多服務行銷學術文獻強調醫療服務對消費者的日常生活和福祉的重
要影響(Anderson et al., 2013; Rosenbaum et al., 2011;
Sweeney, Danaher, & McColl-Kennedy, 2015)，因此，許多研究集
中研究醫護人員該如何賦權及使病患參與於共創過程，使正向影響
病患福祉 (e.g., McColl-Kennedy, Vargo, Dagger, Sweeney, &
Kasteren, 2012; Sweeney et al., 2015)。然而，從服務系統和系
統福祉的觀點來看(Spohrer, Maglio, Bailey, & Gruhl,
2007)，服務系統中不同團體或個人可以通過彼此間的相互作用，在
共創價值的過程中，藉由濫用資源和不恰當或意想不到的方式，意
外地或蓄意地共同摧毀價值，導致價值破壞(Echeverri & Skålén,
2011)。
服務體系是一種通過價值主張連接到系統的資源安排(Spohrer et
al, 2007)。服務體系提供了獨特的機會來理解個人福祉和集體福祉
之間的聯繫。在此計劃中，服務系統可以指個人(例如，病人或醫生
)或組織（例如醫院）。根據社會規範論點，人類的行為往往是基於
對別人的態度和/或行為的誤解。當誤解被認為是真實的時候，這會
導致真實的後果。根據這個邏輯，個人的誤解和相關的行為也可能
影響到系統的福祉。借鑒價值共破壞理論 (Lintula, Tuunanen, &
Salo, 2017)以及社會規範理論(Cialdini & Trost, 1998)的論點
，本研究認為，病患濫用醫療資源可能是受某些社會認同的想法影
響，因而在蓄意或非蓄意的過程中，危害了醫護人員的福祉，從而
損害了國家的醫療保健體系價值。因此本研究提出研究問題—在醫
療服務體系裡，什麼是病人的價值共同破壞過程和社會規範對此破
壞過程的影響?
為了解研究問題，本研究採用包括專家焦點團體以及消費者一對一
深入訪談的質性研究方法。第一階段，專家焦點團體指出消費者價
值共同破壞過程和此過程如何影響專業醫護人員(即：護士和醫師
)的福祉。第二階段，深入訪談將訪問一般消費者(即：病患)，藉此
了解病患是如何看待價值共同破壞的過程，以及社會規範(認知)如
何影響醫療服務中的價值共同破壞過程。

中文關鍵詞： 醫療服務、價值共破壞、社會規範、服務體系、福祉

英 文 摘 要 ： Drawing upon Social Norms Theory, this study contends that
individual actor's value destruction behavior can be
affected by certain misbeliefs arising from their social
groups. To elaborate, for example, there is a shared belief
in many Asian societies that patients 'should take
medicine' and/or 'should get an injection' in order to
recover from their illness. Such erroneous cognition often
result in forceful actions (e.g., patients must see
physicians and request for medication and injections when
they are not feeling well) that create social environments



that confirm the misbeliefs. Social norms refers to shared
understandings about actions that are obligatory,
permitted, or forbidden. These norms may develop from
interaction with others; they may not be defined
explicitly, and any sanctions for deviating from them come
from social networks rather than legal system. Giddens
(1984) emphasizes the social norms and standards driving
human action as well as the ability or
capacity' of actors to integrate resources and apply them
for benefit. Interpersonal influences (such as peers), and
the role it plays in individual decision-making around
behaviors, is the primary focus of social norms theory.
Interpersonal influences are affected more by perceived
norms (what we view as typical or standard in a group)
rather than on the actual norm (the real beliefs and
actions of the group). The gap between perceived and actual
is a misperception, and this forms the foundation for the
social norms approach. More extremely, interpersonal
influences can also foster bizarre views of reality if the
shared beliefs of the reference group with which one
affiliates are peculiar and the group is encapsulated from
outside social ties and influences. However, to the best of
our knowledge, scant research has investigated social norms
and its relation to system actors’ value co-destruction
behavior in healthcare service context.
Investigating the role of social norms in relation to
system actors' value co-destruction behaviors from the
perspective of patients and their social network, as well
as healthcare practitioners allows us to build a holistic
understanding regarding how and why system actors value
destruction behavior is occurred. While investigating value
co-creation activities from a multiparty view point is
recommended, exploring the range of value co-destruction
activities consciously or unconsciously undertaken by the
various others in the actor’s social network as well as
the other actors' (for this study, physicians and nurses)
is a logical next step. This allows researchers to examine
activities performed across system actors' social networks
and whether the activities would harm other system actor’s
and the overall service system's well-being.
The aim of understanding social norms and its relation to
medical system actors' value co-destruction is expected to
benefit the design of healthcare policies and marketing
strategy because it may effectively decrease the misuse of
medical resources and improve healthcare service quality
that will ultimately promote the well-being of the system
(including patients, healthcare practitioners and the
overall healthcare system).This study proposes an



overarching research question of this study: How do social
norms influence value co-destruction in healthcare
services?

英文關鍵詞： Healthcare, value co-destruction, social norm, service
system, wellbeing
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壹、計畫摘要與目標說明 

臺灣於1995年3月開始實施的全民健康保險 (National Health Insurance, NHI)儘管帶來許多好處，但是

提供醫療服務的醫生和跨學科專業等醫護人員卻面臨顛覆性的影響，例如醫護人員工時過長、資金短

缺以及病房、床位數量長期不足的問題。這種情況對病患以及專業醫護人員的福祉，有著危害的因果

關係。近年來，愈來愈多服務行銷學術文獻強調醫療服務對消費者的日常生活和福祉的重要影響

(Anderson et al., 2013; Rosenbaum et al., 2011; Sweeney, Danaher, & McColl-Kennedy, 2015)，因此，許多

研究集中研究醫護人員該如何賦權及使病患參與於共創過程，使正向影響病患福祉 (e.g., McColl-
Kennedy, Vargo, Dagger, Sweeney, & Kasteren, 2012; Sweeney et al., 2015)。然而，從服務系統和系統福祉

的觀點來看(Spohrer, Maglio, Bailey, & Gruhl, 2007)，服務系統中不同團體或個人可以通過彼此間的相互

作用，在共創價值的過程中，藉由濫用資源和不恰當或意想不到的方式，意外地或蓄意地共同摧毀價

值，導致價值破壞(Echeverri & Skålén, 2011)。 

服務體系是一種通過價值主張連接到系統的資源安排(Spohrer et al, 2007)。服務體系提供了獨特的

機會來理解個人福祉和集體福祉之間的聯繫。在此計劃中，服務系統可以指個人(例如，病人或醫生)
或組織（例如醫院）。根據社會規範論點，人類的行為往往是基於對別人的態度和/或行為的誤解。當

誤解被認為是真實的時候，這會導致真實的後果。根據這個邏輯，個人的誤解和相關的行為也可能影

響到系統的福祉。借鑒價值共破壞理論 (Lintula, Tuunanen, & Salo, 2017)以及社會規範理論(Cialdini & 
Trost, 1998)的論點，本研究認為，病患濫用醫療資源可能是受某些社會認同的想法影響，因而在蓄意

或非蓄意的過程中，危害了醫護人員的福祉，從而損害了國家的醫療保健體系價值。因此本研究提出

研究問題—在醫療服務體系裡，什麼是病人的價值共同破壞過程和社會規範對此破壞過程的影響? 

為了解研究問題，本研究採用包括專家焦點團體以及消費者一對一深入訪談的質性研究方法。第一

階段，專家焦點團體指出消費者價值共同破壞過程和此過程如何影響專業醫護人員(即：護士和醫師)
的福祉。第二階段，深入訪談將訪問一般消費者(即：病患)，藉此了解病患是如何看待價值共同破壞

的過程，以及社會規範(認知)如何影響醫療服務中的價值共同破壞過程。 

現今文獻中，大多數研究仍偏重於消費者價值共創和其對個人與系統福祉的正面影響。本研究從社

會規範角度，力求了解社會規範在消費者價值共同破壞過程中的作用以及其對醫生護士，甚至是消費

者個人的福祉影響。實務上，本研究揭示一些錯誤的集體認知，可能包括病患濫用醫療資源的行為，

從而在修正這些行為方面提供實務貢獻。本研究結果可解決或減輕由病患價值破壞行為導致的道德風

險，例如，門診病患頻繁就診或在疾病後期佔用病床的行為，政策制定者和醫療服務管理者可以利用

參考本研究結果，以創造使用醫療資源和設計服務交付過程更正確且具創意的方法，例如共享決策過

程和真相告知，最終改善個人和整體服務系統的福祉。 

 

關鍵字: 醫療服務、價值共破壞、社會規範、服務體系、福祉 

 

  



 

貳、計畫內容與執行進度成果摘要 

一、計劃內容：  

為了解研究問題 (在醫療服務體系裡，什麼是病人的價值共同破壞過程和社會規範對此破壞過程的

影響?)，本研究採用包括專家焦點團體以及消費者一對一深入訪談的質性研究方法。第一階段，專家

焦點團體指出消費者價值共同破壞過程和此過程如何影響專業醫護人員(即：護士和醫師)的福祉。第

二階段，深入訪談將訪問一般消費者(即：病患)，藉此了解病患是如何看待價值共同破壞的過程，以

及社會規範(認知)如何影響醫療服務中的價值共同破壞過程。 

現今文獻中，大多數研究仍偏重於消費者價值共創和其對個人與系統福祉的正面影響。本研究從社

會規範角度，力求了解社會規範在消費者價值共同破壞過程中的作用以及其對醫生護士，甚至是消費

者個人的福祉影響。實務上，本研究揭示一些錯誤的集體認知，可能包括病患濫用醫療資源的行為，

從而在修正這些行為方面提供實務貢獻。本研究結果可解決或減輕由病患價值破壞行為導致的道德風

險，例如，門診病患頻繁就診或在疾病後期佔用病床的行為，政策制定者和醫療服務管理者可以利用

參考本研究結果，以創造使用醫療資源和設計服務交付過程更正確且具創意的方法，例如共享決策過

程和真相告知，最終改善個人和整體服務系統的福祉。 

 

二、研究進度與成果摘要 

本研究已完成一篇概念性論文，已為AMA-WINTER 2020 (San Diego, California) 研討會接受，論文初稿

如下所示。 

Introduction 

Medical care is undoubtably an important public service to ensure the health of a nation; however, medical 
resources are not always used properly. Medical system actors’ (e.g., patients and medical professionals) 
behaviors are often found to jeopardize the value of the system in the worldwide. For example, Kadooka, 
Asai, Enzo, and Okita (2017) suggest Japanese patients’ high ‘convenience-store consultation’ caseload have 
exhausted healthcare professionals whereas Hong Kong citizens have faith in the use of magical-religious 
methods for dealing with illness that can potentially offset the Western-style scientific medicine (Lee, 1993). 
Physicians scholar from different countries also agree that certain misaligned financial incentives encourages 
physicians to do more test and procedures and hospitals to promote services associated with higher levels of 
reimbursement (ACP Internist, 2018). As such, medical resource misuse and treatment process misalignment 
has destructed the values of medical systems that has become a global issue. 

From a service marketing point of view, to avoid the misuse of medical resources, governmental 
administration and medical service sectors should advocate correct health education and promote the concept 
of self-care rather than tell people that they should go see a physician if they suffer cold symptoms (Elg, 
Engström, Witell, & Poksinska, 2012; Freire & Sangiorgi, 2010; Zainuddin, Russell-Bennett, & Previte, 
2013). Service research suggests that persuading individuals to co-create value to better manage their health 
care is important not only for the individual but also for healthcare service providers (McColl-Kennedy, 
Vargo, Dagger, Sweeney, & Kasteren, 2012; Sweeney, Danaher, & McColl-Kennedy, 2015). Self-care has 
been considered value co-creation behavior that benefits not only individual well-being and also healthcare 
service providers’ sustainability. Value co-creation behavior refers to customer involvement and engagement 



 

in the value-creation process as well as their voluntary behaviors that provide extraordinary value to the 
service provider (Yi & Gong, 2013).  

 

While the promotion of self-care is useful to address the issue of misusing medical resources, an ignorance of 
understanding the underlying reason why customers consciously or unconsciously misuse medical resources 
may critically diminish the system values. This study argues that individuals and their social network (as a 
service system) that possess certain shared misperceptions may intentionally or unintentionally cause their 
misuse medical resources. The vicious spiral results in a decline of another interacting service system’s (i.e., 
healthcare service providers and NHI) well-being. More recent literature highlight that customer value co-
creation behavior is a double-edged sword for service providers (Chan, Yim, & Lam, 2010). Emerging debate 
in the literature discusses about value co-creation in a subversive approach, and introduces the concept of 
value co-destruction (Echeverri & Skålén, 2011; Plé & Cáceres, 2010; Vartiainen & Tuunanen, 2016) as an 
interplay of service systems resulting in a decline of well-being at least one of the parties involved.  

A service system refers to an arrangement of resources (including people, technology, shared information etc.) 
connected to systems by value propositions (Spohrer, Maglio, Bailey, & Gruhl, 2007). Value co-destruction is 
the process by which value can be destroyed when two parties interact with each other in order to create value 
(Plé & Cáceres, 2010). Different parties (or individual actors) in a service system may accidentally or 
intentionally destroy value through their interactions involved in the value creation process, resulting in value 
destruction through the misuse of resources or by acting in an inappropriate or unexpected manner (Echeverri 
& Skålén, 2011). In this study, a service system refers to individual patients, healthcare practitioners and 
overall healthcare system.  

To some extent, a few recent studies have examined value co-destruction in healthcare settings. Robertson, 
Polonsky, and McQuilken (2014) showed how deficient integration of both consumer and service provider 
resources result in process and value co-destruction for consumers, citing examples such as the lack of use of 
highly technical websites due to inadequate knowledge. Osei-Frimpong, Wilson, and Owusu-Frimpong 
(2015) highlight that co-destruction does not only occur from misuse of resources, but the experiences within 
consulting medical consulting experiences and knowledge conflict between physicians and patients. These 
studies demonstrate that value destruction is particularly high for healthcare services since patients lack the 
knowledge skills and experience to effectively co-create in the experience and are unwilling to be fully 
engaged in healthcare due to their physical and psychological weaknesses (Palumbo, 2015). Furthermore, 
patients and healthcare professionals tend to hold widely divergent perspectives such that heath care 
professionals view healthcare issues in more technical and reductionist terms (Wilson, Kendall, & Brooks, 
2007). As such, the notion of patient autonomy and participation may not resonate with healthcare 
professionals who may not accept a co-creating perspective due to a traditional healthcare approach. 
Consequently, these emerging studies highlight a need to consider conflicting value determinations and co-
destruction experiences unique to healthcare services from different perspectives of both providers (healthcare 
practitioners) and consumers (patients).  

Drawing upon Social Norms Theory (Robert B. Cialdini, Kallgren, & Reno, 1991; Perkins & Berkowitz, 
1986), this study contends that individual actor’s value destruction behavior can be affected by certain 
misbeliefs arising from their social groups. To elaborate, for example, there is a shared belief in many Aisan 
societies that patients “should take medicine” and/or “should get an injection” in order to recover from their 



 

illness (Huang & Hsieh, 2011). Such erroneous cognition often result in forceful actions (e.g., patients must 
see physicians and request for medication and injections when they are not feeling well) that create social 
environments that confirm the misbeliefs (Snyder, 1980). Social norms refers to shared understandings about 
actions that are obligatory, permitted, or forbidden (Crawford & Ostrom, 1995; Ostrom, 2000). These norms 
may develop from interaction with others; they may not be defined explicitly, and any sanctions for deviating 
from them come from social networks rather than legal system (Robert B Cialdini & Trost, 1998). Giddens 
(1984) emphasizes the social norms and standards driving human action as well as the ability or “capacity” of 
actors to integrate resources and apply them for benefit. Interpersonal influences (such as peers), and the role 
it plays in individual decision-making around behaviors, is the primary focus of social norms theory. 
Interpersonal influences are affected more by perceived norms (what we view as typical or standard in a 
group) rather than on the actual norm (the real beliefs and actions of the group). The gap between perceived 
and actual is a misperception, and this forms the foundation for the social norms approach. More extremely, 
interpersonal influences can also foster bizarre views of reality if the shared beliefs of the reference group 
with which one affiliates are peculiar and the group is encapsulated from outside social ties and influences 
(Bandura, 1982). However, to the best of our knowledge, scant research has investigated social norms and its 
relation to system actors’ value co-destruction behavior in healthcare service context.  

Investigating the role of social norms in relation to system actors’ value co-destruction behaviors from the 
perspective of patients and their social network, as well as healthcare practitioners such as physicians and 
nurses allows us to build a holistic understanding regarding how and why system actors value destructions 
behavior is occurred. While investigating value co-creation activities from a multiparty view point is 
recommended (Sweeney et al., 2015), exploring the range of value co-destruction activities consciously or 
unconsciously undertaken by the various others in the actor’s social network as well as the other actors’ (for 
this study, physicians and nurses) is a logical next step (Lintula, Tuunanen, & Salo, 2017). This allows 
researchers to examine activities performed across system actors’ social networks and whether the activities 
would harm other system actor’s and the overall service system’s well-being (Plé & Cáceres, 2010; Smith, 
2013).   

Taken together, the aim of understanding social norms and its relation to medical system actors’ value co-
destruction is expected to benefit the design of healthcare policies and marketing strategy because it may 
effectively decrease the misuse of medical resources and improve healthcare service quality that will 
ultimately promote the well-being of the system (including patients, healthcare practitioners and the overall 
healthcare system). As such, this study proposes an overarching research question of this study: How do 
social norms influence value co-destruction in healthcare services? 

Method and Data  

Research context  

Founded in 1995, Taiwan’s National Health Insurance (NHI) has been praised as one of the best health 
coverage schemes in the world. The scheme provides wide-ranging health insurance to Taiwan’s 23.55 
million citizens and foreign inhabitants. Comprehensive caring fields include outpatient visits, inpatient care, 
dental care, traditional Chinese medicine, hemodialysis, and prescription drugs. The NHI affords equity and 
augments social solidarity by providing support for premiums and certain medical services to poor and 
disadvantaged people—such as those living in isolated mountainous areas and offshore islands, and the 
extremely ill (Cheng, 2015). The national uniform benefit package has benefited every one of rich or poor to 



 

ensure all individuals receive the same access to health services and care. Moreover, there are no financial 
barriers to access medical care, and no ambiguity as to who receives what benefits. 

Despite wide ranging benefits, critics raised concerns about funding shortage and medical resources misuse. 
In particular, medical resource misuse is a critical concern to the overall healthcare system (Hsieh, 2008; Sun, 
2016). In 2010, individuals aged at 65 years or older comprised 10.74% of Taiwan population, and accounted 
for 11.39% of all physician and outpatient visits (Hsu & Hsu, 2016). Moreover, in 2010, the rate of medical 
care visits is 28.54 ± 21.23 (Standard deviation) times per person per year, with a higher rate for women, 
people aged in between 80 and 84, low-income beneficiaries, and offshore inhabitants (Hsu & Hsu, 2016). 
According to a 2011 investigation, Taiwanese visit a physician on an average of 12 times a year, of which this 
represents three times the frequency in the United States (Huang & Hsieh, 2011). Meanwhile, eighty percent 
of outpatients receive a prescription that averages 3.2 types of medicine, far more than the one to two types of 
drugs usually prescribed per physician's visit in Europe and the U.S (Huang & Hsieh, 2011). Consequently, 
the misuse of medical resources caused many problems; to name a few, the problems include overworking 
healthcare professionals, low wages for medical staff, and insufficient number of beds (Huang & Hsieh, 
2011).  

Method for data analysis  

The study aims to explore the role of social norms in value co-destruction, and how do they influence both 
patients’ and healthcare professionals’ well-being. Thus, this study undertakes a sequential qualitative 
approach including expert and patient focus groups and physician in-depth interviews. The rationale for 
combining both forms of qualitative data is to explore different participant views on value co-destruction, 
what is role of social norms in value co-destruction and how does value co-destruction process influences the 
medical system well-being.  

Sampling and group composition 

Phase One—focus groups—two forms of focus group were conducted. The first form of focus group 
consisted of experts including nurses and technical medical personnel who have interacted with patients were 
recruited. Purposive sampling and snowball sampling strategies were used to recruit experts who work in 
healthcare services at the point of data collection and have extensive interaction experiences with patients. 
Experts over 20 years of age and has more than five-years working experience in the medical institutions were 
recruited. The second form of focus group consisted of patients and/or patient’s family members. In-depth 
interview participants are often selected based on whether they reflect a range of the study population or to 
examine specific hypotheses (Rabiee, 2004). For this study, Taiwanese citizens who often visit the healthcare 
service when they are unwell in the last one year were recruited. Purposive sampling and snowball sampling 
strategies were also used to recruit Taiwanese citizens who volunteer to participate in the study. Each focus 
group lasted between one and half to two hours and the participants were required to travel to a meeting room 
of a local hospital or a university. Each participant was offered five-hundred New Taiwanese dollars for the 
appreciation of their time and participation.   

Phase Two—In-depth interviews—To collect the broadest range of information possible (Kitzinger, 1995), 
physicians were recruited for individual in-depth interviews. Marshall and Rossman (2006) state that the 
information collected from qualitative study is crucial for later analysis and sampling activity should be 
theoretical informed. A preliminary interview found that the schedule of physicians is busy and difficult to 



 

gather them together for interviews. Moreover, due to the cultural and the social networking concerns, 
physicians do not share sensitive topics in front of other physicians. Thus, individual physician in-depth 
interviews were conducted. Physicians were solicited to participate in in-depth interviews at a university’s 
meeting room, or a public area such as coffee shops that is convenient to them. Adults over 20 years of age 
and has more than five years medical service working experience were recruited. Each interview may last 
between 1 to 1.5 hours, and each participant were offered five-hundred New Taiwanese dollars in appreciation 
of their time and participation. For the purpose of getting richer information and avoid redundancy (Patton, 
2005), the sample size adequacy for both phases was subject to consensual validation and researcher 
judgement (Patton, 2005).  

 

Table 1. Interview respondents  
 Physician Nurse Technical 

medical 
personnel 

Patient and 
family 

Total 

Total  4 14 3 16 37 
 

Analysis 

Audio and video recorded in-depth and focus interviews were transcribed verbatim by two research assistants 
in Mandarin Chinese. Two bilingual researchers translated the findings from Mandarin Chinse to English and 
verified the translation. To address the initial goal of a study, Yin (2015) points out that data analysis consists 
of a number of stages, i.e. examining, categorizing and tabulating or otherwise recombining the evidence. 
Krueger (1994) suggests that a helpful way of a continued analysis ranging from the mere accumulation of 
raw data, descriptive statements to the interpretation of data. Ritchie and Spencer (2002) suggest a 
‘framework analysis’ that involves ‘an analytical process which involves a number of distinct though highly 
interconnected stages—(1) familiarization, (2)identifying a thematic framework, (3) indexing, (4) charting 
and finally (5) mapping and interpretation. The framework analysis is a thematic approach that allows themes 
to develop both from the research questions and from the narratives of research participants (Rabiee, 2004; 
Ritchie & Spencer, 2002). To understand what are the value co-destruction processes and the role of social 
norms in healthcare services, this study adopts Ritchie and Lewis (2013) framework analysis to analyze 
qualitative data. Nvivo computer software was used to conduct the analysis.  

 

Two researchers independently reviewed transcripts from the first five interviews to identify key themes and 
subthemes (i.e., patterns within the narrative data), then developed a coding scheme through discussion and 
consensus. The scheme provided a “framework” which was systematically applied to code themes in later 
interview transcripts. Narrative text illustrating a coded theme or subtheme was indexed. The researchers 
reviewed the framework after an additional seven interviews, updating it to reflect newly revealed themes and 
subthemes (i.e., meaningful content not apparent in earlier interviews). Hence, data collection and data 
analysis were concurrent. The process continued until thematic content saturation was reached (i.e., the point 
at which no new themes emerged from the narrative data) (Brod, Tesler, & Christensen, 2009). Saturation was 
reached after nine interviews; however, two more focus group interviews were conducted because they had 
already been scheduled. Using the themes and subthemes emerging from the narrative data, this study outlined 
a conceptual framework of the impact of social norm on value co-destruction (Brod et al., 2009).  



 

 

Findings  

A conceptual framework of the impact of social norm on value co-destruction is illustrated from emergent 
themes and subthemes. Accordingly, six propositions that reflect the themes and their relationships are offered 
and visually depicted in Figure 1. 

 

  

Figure 1. A system view of value co-destruction in healthcare services framework.   

 

Social norms are standards of behavior based on widely shared beliefs of how individual group members are 
behaving (or ought to behave) in a given situation (Robert B. Cialdini et al., 1991). While human behavior is 
influenced by (mis)perceptions of how individuals’ peers think and act, overestimations of problem behavior 
in peers will cause individuals to increase their own problem behaviors; and the underestimation of problem 
behavior in peers also discourage individuals from engaging in the problematic behavior (Perkins & 
Berkowitz, 1986). In the narratives, Respondent I described of how physicians and nurses often face 
unreasonable demands when patients have one symptom but instead ask for the treatment of another symptom 
to accrue more medicines. Respondent K1 outlines how it is common notion within retirees such as his father, 
who are not sick at all but merely feel “a need” to see doctors to feel comfortable. Both shows individuals’ 
personal misperception of norms critically influence the misuse of the medical resource. Respondent F2 
further adds that when patients are benefit seekers, some good cause may be mis-interrupted that misalign the 
service process, which ultimately affect other system actors’ rights.  



 

 

Many patients have a misperception that they come to see doctors and will need to get medicine. To them, 
seeing doctor, getting prescription and medicine is a package. Or they come to see a specialist for diabetes and 
high blood pressure, but after the examination, they ask for cold medicine. They consider doctors no 
profession if they receive no medicine after the examination…they said to us, ‘why don’t you give me some 
medicine?’ or ‘you cannot charge me if you give me no medicine’. – Respondent I   

 

For many retired old citizens, “seeing” a doctor is not really because they are sick. Rather, it is because they 
feel they are comfortable when they make an appointment, get medicine and ‘see’ the doctor. Interesting thing 
is they perhaps don’t take medicine afterwards. My father is like this. He simply feels happy and comfortable 
when seeing doctors. So he asks my brother to drive him to the hospital every day. He feels uncomfortable if 
not seeing doctors in a day. – Respondent K1 

 

Taking patients line up for picking up medicine as an example, we facilitate a disable patient to get the 
medicine at his convenience, that is, without having line up. Another on-line patient behind this disable 
patient then argue he wants to pick up the medicine accordingly (i.e., cut the line). He said to me, why he (i.e., 
the disable patient) can but not me. After we provide the reasoning, he then pretended he is also disabled. We 
often meet with patients who pretend they are sick to enjoy special treatment. – Respondent G2 

 

We used to have a doctor who was extremely against pain reduction. She is an anesthesiologist but she hates 
providing pain reduction. She is a single girl and doesn’t favor pregnancy. She thinks that “if you (pregnant 
women) want to get pregnant and you want to deliver babies, then you should not ask for pain reducing pain 
during the delivery. It is your business if you die from suffering the pain”. As an anesthesiologist, she knows 
that it is very dangerous and risky to reduce pain during the baby delivery process. So that she does not want 
to take this kind of responsibility at all. Therefore, she has no patience towards pregnant patients. When 
patients move during the injection, she would say fiercely ‘don’t move’ to them. This often make patients and 
their families unhappy and we often have to deal with their complaints. – Respondent D 

 

According to the findings, misperception of norm can critically affect how actors misuse medical resources or 
apply medical treatment processes in detrimental ways. On this basis, this study proposes,  

Proposition 1. At an individual level, misperceptions of health norms increase the potential for value 
destruction 

 

Social influence shapes consumer behaviors (Shoham, Hammond, Rahmandad, Wang, & Hovmand, 2015). 
Social influence reflect reference group’s behavior that may include providing information on approval by 
others; providing encouragement; modeling or demonstrating a behavior; providing feedback on performance; 
using follow-up prompts; providing opportunities for social comparison; planning social support or change; 



 

and prompting identification as a role model (Shoham et al., 2015). Respondent B4 described how patient’s 
social networks that include friends, relatives etc., can get overly enthusiastic to share their medical treatment 
experiences and personal advice to patients, resulting in patients outrightly asking physicians for specific 
prescriptions and medicines that are not suited for their illness.   

 

Patients’ relatives, neighbors and friends (i.e., social network) …they are outrageous…for example; they will 
say to the patient that ‘the doctor should give you this or this prescription’. Then, the patient comes to the 
doctor and asks for the medicine recommended by his or her social networks. Or they will ask for chronic 
medicine prescription for one month. For us, it is not right because every patient is different. Doctors will give 
the prescription based on each patient’s situation. Asking for a specific medicine is really inappropriate 
because it may have side effects. – Respondent B4 

 

Yet, social influence leading to misalignment of the medical treatment process may also cause by medical 
professionals. Respondent A6 described how physicians only play good cop leading nurses to give up their 
work norm for blame avoidance and Respondent B5 further reinforced how nurses try hard to keep the 
norm/regulation that is fair to every patient; yet when physicians do not follow the regulation patient’s value 
destruction behavior such as misalign with the treatment process, nurses’ well-being can be critically 
jeopardized.    

 

Some patients do not follow their appointment numbers and insist on cutting the line to see doctors 
immediately. We (nurses) have the responsibility to play bad cop to prevent them from disturbing doctors’ 
examination… Sometimes they take advantage of our busy moment to sneak into the examination room… yet 
the doctors say nothing and still examine them…I cannot accept this…but in the end I found a happy solution, 
that is, I pretend I did not see them sneak in. –Respondent A6 

 

I tried my best to negotiate with patients not to cut the line… When they still sneak into the examination 
room, doctors say nothing but still do medical treatment on them. This moment I can feel them say “I win” in 
their proudly eyes. –Respondent B5  

 

According to the findings, social influence can critically affect actor’s misuse of medical resources and 
misalign with the treatment process. Therefore, this study proposes,  

Proposition 2. At an interpersonal level, social influence surrounding health creates the potential for value 
destruction 

 

Social influence can also occur beyond dyadic interactions. That is, individuals’ behavior may be influenced 
by multiple levels in their social networks (Kelman, 2006). Rather than the lower level of dyadic and triadic 
interactions, norms and social influence may operate at a higher level whereby diffusion processes operate 



 

within one’s social network that results in individuals’ tendency to behave in a manner following larger group 
norms (Kelman, 2006). Respondent F2 illustrated how commercials also misguide patient’ behaviors that 
distort how they use the medical treatment process and cause a waste of medical resources. However, this 
results in no improvement of patients’ conditions. Respondent D discussed how un-verified stories transported 
from the media influence patients’ use of medication and create unreasonable expectations, and mistrust in 
their treatment process with physicians’ professionalism being questioned. In turn, this has negative 
implications for the overall medical system. Finally, Respondent J1 admitted of how he went to use an 
unlicensed dentist for a quick and cheap service as because was influenced by radio programs that suggest 
formal dental services cannot meet his personal needs.   

 

The lethality of TV, cable TV and underground radio programs and advertisements are really severe. Those 
advertisements are very persuasive, and they brain wash people. Patients watch TV programs every day and 
only see their doctors once a while. Doctors have insufficient time to educate them. Even if doctors put in 
significant efforts to educate the patients but after the patients go back home and watch TV programs and 
advertisements, they change the way they behave after listening to those advertisements again…for example; 
antrodia cinnamomea is good for health for most of people but for some patients, it is not. Yet, advertisements 
over emphasize its effect and then, patients and their families think antrodia cinnamomea is a miracle cure and 
they insist on taking it…This means medical professionals have to take extra efforts to take care of the side 
effect of this Chinese herb, or the herb may offset the effect of our medicine…In the end, patients make no 
improvement and they fare worse. – Respondent G2  

 

Our medical system has collapsed... I personally feel media plays an indispensable role in it…Many stories 
reported and spread in  the media are overexaggerated…those untrue stories only made for them to increase 
their ratings…patients then start questioning us ‘Are you sure?’ ‘Will you give me wrong treatment?’ ‘Aren’t 
you supposed to know this?’ They think we messed up their treatment’…This hurts us and the system. I often 
receive message from our social group saying, ‘The media is making irresponsible remarks again.’–
Respondent D  

 

I have listened to the radio program at night time, perhaps I listened and listened and then I went to use the 
unlicensed dentist…They can do everything for us, my daily schedule is tight so I need VIP service 
levels…the current formal medical treatment cannot fulfil my needs. -Respondent J1 

 

According to the findings, social diffusion process may affect how actors wrongly apply medical resources or 
apply a treatment process that is not conducive for their health and well-being. Therefore, this study proposes,  

 

Proposition 3. At a community level, social network diffusion creates the potential for value destruction 

 



 

Institutional theorists argue that institutions work can create social pressures and boundaries for what is 
accepted and what is not to system actors. According to Davidsson, Hunter, and Klofsten (2006), these 
boundaries exercise in three forms—normative, coercive and mimetic pressures. Normative pressure refers to 
social pressures on organizations and its members to conform to certain norms. Coercive pressure reflects 
formal institutions of regulations or laws but can include informal expectations on organizations. Mimetic 
pressure refers demands towards imitation of other organizations to cope with uncertainty. Respondent C 
discussed how NHI regulations slowly weakened motivations of providing high quality service as a physician 
and ensuring care towards patients. More specifically, the financial incentives implicit in the policies 
encourage physicians to conduct more tests and procedures, while encouraging hospitals to promote services 
associated with higher levels of reimbursement. Such regulations promote self-interests rather than 
consideration of patients’ interests. Respondent B2 argued how the government incentives directed towards 
preventative health for patients is unprofitable and inappropriate as downgrades the image of medical services 
and creates misunderstandings and confusion in the medical treatment and payment process. Supporting the 
narratives of Respondent B2, respondent B4 indicate difficulties with government policies that created 
difficulties in medical operations and processes. Finally, Respondent A5 outlined of how the hospital 
management tolerates patients’ malicious accusations and there is little support for staff.  The lack of support 
or backing from the institution creates insecurity and results in a lack of compliance. Overall, the theme of 
institution pressures, was identified as a problem by a clear consensus of participants. 

 

The polices control too much on how we can make decision on patient’s treatment. For example, one patient 
may stay in the ward for a while. We doctors, of course prescribe the right drugs, for example, antibiotics and 
right amount to the patient. But when we claim the money from NHI, they start being fussy and deducting 
some reimbursement from here and there…It forces us to learn how to get the largest amount of 
reimbursement and act in the best interests for ourselves and the hospital… I spend one hour to explain the 
patient’s condition to them, I earn three hundred dollars. I spend three minutes and say to patients, ‘your 
condition is improving, just continue the treatment’ and then I leave, I also earn three hundred dollars. How 
would such regulations drive us (physicians) to improve medical treatment quality? –Respondent C 

 

The government is practicing and promoting the concept of preventive health care. In order to encourage 
people to have preventive care, the government provide giveaways to those who come for preventive care. 
But really, this is very inappropriate. People come to us for their own health. This preventive health care is a 
welfare that costs people nothing. If you care about your own health, you will come back for a further 
examination when you are notified by a call or a mail. You [the government] should not give them 
[patients/citizens] gifts to take away after the care. This is paying for the keeping of an unprofitable business. 
This is really a mistake… This builds a ‘cheap’ image of our health care system…after the preventive health 
care check, the government officers call patients to go to bigger hospitals for further examination but they 
don’t say clearly as to why patients should go to hospitals…what exactly happened to their health... they only 
say you will be given a small gift… In the end, they come to us and when they have to pay some fees after 
their examination, they then accuse us [hospitals and medical professionals] ‘you keep asking me back for 
health checks, you just want my money, right?’ –Respondent B2  

 



 

This is about government policies...Government does well in the front-end of the preventive health care but 
not the supporting measures. They only want pretty figures and statistics to show their how much they have 
done for the nation and the citizens…but people don’t know the underlying processes sucks. –Respondent B4   

 

Our supervisor told us that if patients make complaint of us, we cannot take special leave. Although they will 
investigate the truth about the complaint…maybe those are malicious accusations, but there are too many… 
here, the hospital management favors patients. We have not support, we have no way to seek support…in the 
end... this reality forces us to avoid compliance in our daily practices. –Respondent A5 

 

The data suggest that institutional pressures, particularly in the forms of normative and coercive pressures 
have significant effects on how medical professionals misuse of medical resources or  apply inappropriate 
medical treatment processes. Therefore, this study proposes,  

Proposition 4. At an organizational or policy level, institutional pressures creates the potential for value 
destruction 

 

Value destruction is defined as ‘an interactional process between service systems that results in a decline in at 
least one of the system’s well-being’ (Plé & Cáceres, 2010). The authors highlight that a system can be either 
the organization or an individual and the interaction process can either be direct or indirect through the 
application and integration of resources (Plé & Cáceres, 2010). The co-destruction process results from a 
system failing to integrate or apply resources in a manner that is appropriate and expected by the other system. 
Subsequently, value that is lost for one party may result in value gained by another party. Misuse of resources 
occurs when a system actor fails to “integrate and apply the operand and operant resources of the other focal 
actor, and/or of the latter’s network, and/or of his own network in a manner that is considered as “appropriate” 
or “expected” by these other actors” (Lefebvre & Plé, 2015, p. 12). Misalignment of processes is the failure to 
coordinate and adapt processes with the focal actor in a way that is considered appropriate or expected 
(Lefebvre & Plé, 2015). Respondent A1 discussed how patient’s perception of empowerment disturbed the 
medical treatment process which eventually affected physician’s well-being. Respondents A6 elaborated how 
patient’s misalignment of the medical treatment process affected her own and other patient’s well-being.  

 

In the cardiology department, a patient with his family came back from the United States. They took a bunch 
of medicines that seems normal to us… very common really, but they felt that they came back from the 
United States, so these medicines are very high-end. The patient’s family told the doctor that those medicines 
are very upscale, and they wanted these medicines here in our hospital too. Moreover, they keep speaking 
English to the doctor, especially the family. This annoys and distracts the doctor to focus on examination; 
eventually the doctor told the patient’s family: ‘please keep quiet; otherwise I would not allow you to come 
into the examination room next time’. – Respondent A1 

 

We are promoting the idea of patient’s privacy so we don’t allow two patients in one room during the 



 

examination. Yet, there was one time an old lady just finished the examination and left, but she then came 
back to question her prescription and wanted to talk to the doctor again; yet at that time, another patient is in 
the examination…She opened the door without permission and disturbed the examination. I asked her to leave 
the room immediately…outside the examination room, she shouted at me saying ‘you are the most 
unsympathetic nurse in the world; you are a very unkind person’, and constantly blame me. I felt very hurt at 
the moment. After she got the chance to talk to the doctor and walked out the room, she then said to me: you 
are the best man in the world’…I do not know whether to laugh or cry… the other patients waiting outside 
can only laugh off it. – Respondent A6  

 

The analysis shows that misuse of medical resources ultimately has effect on the overall system, thus, this 
study proposed the fifth proposition,  

Proposition 5. Value destruction in misuse or misalignment potentially decreases the well-being of the system 
actors. 

 

Individual’s doctor shopping behavior can even jeopardize the overall service system well-being. Respondent 
F2 described how a specific form of patient non-compliance behavior, that is, ‘shop around’ for quick results, 
which results in resource waste of the overall service system.   

 

Some patents like to see different doctors for the same symptom… They want ‘one-day cure’…when they 
cannot get well within certain expected days, they go to see another doctor…Doctor A may have prescribed 
three kinds of medicine, and then they go to Doctor B who may be more aggressive in treatment so he/she 
may have prescribed four to five kind of medicine. Those may not be exactly the same as the one prescribed 
by Doctor A…it is obviously they won’t take anymore medicine prescribed by Doctor A…if the symptom 
persists, they will make more appointments with different doctors. The medicine and the NHI subsidy are then 
invisibly wasted. –Respondent G2 

 

The analysis shows when actors do not follow the medical treatment processes, the overall service system’ 
well-being can be harmed. Thus, the sixth proposition is proposed,  

 

Proposition 6. Value destruction in misuse or misalignment potentially decreases the well-being of the overall 
service system.  

 

Overall, the findings illustrate social norms, institutional pressures and value co-destruction in relation to 
actors’ behaviors that jeopardize service system well-being. The findings support that misperception of norms, 
social influence and social diffusion process embedded in the society, and institutional pressures rooted in the 
Taiwan NHI result in value co-destruction, which ultimately leads to the erosion of service system well-being.  



 

Key Contributions 

From the social norm theoretical point, this study offers new insights into how healthcare value is co-
destructed and how does value co-destruction process affect both consumers’ and healthcare professionals’ 
well-being. Understanding the norms that drives system actor’s (i.e., patients, their social network and 
healthcare professionals) to misuse of medical resources and misalignment of medical treatment process, this 
study provides alternative view into how social institutions (i.e., social norms, and interpersonal influences) 
and institutional pressures lead to value co-destruction that can potentially decrease both patients’ and 
healthcare professionals’ well-being. The insights derived by this study extends the research on value co-
destruction in two important ways.  

 

First, this study is among the first to investigate value co-destruction from a social norm perspective. 
According to Miller (2007), a social norm exists in a form of action or inaction which members of the social 
group believe to be morally right, despite the norms may not be objectively valid. Thus, social norms can 
create the value to micro level of individual actors to macro level ecosystem and vice versa. The analysis of 
the findings shows that actors’ (i.e., patients, their social network and healthcare professionals) misperception 
of norm can be widely believed that ultimately results in value co-destruction of national medical insurance 
system. Most importantly, this study considers socio-historic contexts of value co-destruction (Akaka & 
Vargo, 2015; Smith, 2013). From the Asian cultural and medical policy contexts, this study shed lights on 
how cultural values in forming actors’ belief and behaviors and how governmental policies affect well-being 
among system actors. 

 

Second, this study echoes their views of the importance to understanding multiple actors’ role in value co-
destruction (Frow et al., 2014; Prior & Marcos-Cuevas, 2016). This study adopts the view of service system to 
investigate the formation of social norm and institutional pressures among multiple actors. Service ecosystem 
researchers have reinforced the importance of understanding value creation from multiple actors’ interactions 
and institutions influence (Akaka & Vargo, 2015). In this logic, the negative valence as to how multiple 
actors’ behaviors leading to value co-destruction cannot be ignored. The term ‘system’ specifies that value 
destruction can be prevalent and interrelated across many actors and institutions. Systemic corruption consists 
of the devastation of social norms, which in turn widely spreads across individual actors, institutions, social 
groups and societies (Miller, 2007).  
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二、與會心得 

本人參與聆聽的簡報內容中，發現歐洲國家的許多學者多專注於質化分析，雖有對大數據

的 workshop討論，但研究的方向感覺仍是非常廣泛。此外，多數學者也對線上 gamification

與消費者行為非常有興趣，對於了解中國大陸市場變化及消費者認知及信任的主題，也較

能吸引到學者聆聽。 
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Drawing on shared frontline experience framework (Zablah et al., 2017), this study examines 
the effect of tourists perceived tour leader’s attachment style and personality similarity 
perceived on tourists’ perception of shared frontline experience and their subsequent 
relationship sustaining intention and unplanned purchase intention. A total 316 valid online 
responses are collected from people who participate in at least one group-package-tour (GPT) 
in the past six months and have intention to attend the same tour leader’s GPT again. The 
analysis using SPSS 22.0 and Amos 20.0 show that the tourists perceived emotional 
convergence (i.e., attachment style and personality similarity) has significant effect on their 
shared frontline service experience, which in turn affects their intention for sustaining 
relationship and unplanned purchase intention. Moreover, tourist’s shared frontline service 
experience partially mediates the relationships between perceived attachment style, 
personality similarity and tourist’s relationship sustaining intention and unplanned purchase 
intention. Customer perceived autonomy is also found to moderate the effect of perceived 
attachment style and tourist’s frontline shared experience, and between perceived personality 
similarity and tourist’s frontline shared experience. Finally, tourist-perceived specific asset 
moderates the relationships between tourist’s frontline shared experience and their 
relationship sustaining intention, and unplanned purchase intention. Implications for the 
management of tour leader training and recruitment are discussed. 
 
四、建議 

52nd Academy of Marketing Conference的學術主題相當多元，主辦單位盡力把相似的主題
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圖說: 學者 Carol Xiaoyue Zhang (University of Portsmouth) 說明她研究中國在分享經濟中

消費者與服務提供者之間「信任」的重要性 

 
 

 
圖說：學者 Javier Morales Mediano (Universidad Pontificia Comillas, Madrid, Spain)簡報他在

研究高接觸服務業的人員與消費者之間關係的文獻探討 
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