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Abstract
Patient participation in health care is critical to forming the outcomes of a clinical
treatment, yet patient often do not participate at levels that optimize their
outcomes. This study applies the theory of positive emotions to examine how
patient participation behaviors derived from positive emotions is mediated by their
perceived efficacy of themselves (self-efficacy, SE) and their partners (otherefficacy, OE) in health services. The model was tested using data from 150 local
hospital outpatients in southern Taiwan.
Empirical results confirm that as patient relative affect levels become more
positive, levels of participation increase as well. In turn, higher levels of positivity
and participation improve patient perceptions of the quality of the health care and
satisfaction with the co-produced clinical treatment experience. Both SE and OE
significantly mediates the positive emotion impact on patient participation while
OE demonstrated a higher positive effect than SE. Implications of this research
offer healthcare managers on designing services to help patients in managing their
emotions in ways that facilitate positivity and participation and thus improve
clinical service perceptions and outcomes. Physicians need to tailor their
communication behavior to encourage participation and win confidence among
and from all patients.
Keywords: patient participation, positive emotions, self-efficacy, other-efficacy
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Introduction
The development of equality of doctor-patient relationship has
increasingly invited more doctor-partner dialogues (Denis et al. 2011). In
health care, patients are expected to participate by sharing information on their
condition, how they feel and prefer to a treatment options. Patient participation
in health care is pivotal to shaping the process and outcomes of a clinical
treatment (Hausman 2004). Patient participation has been progressively
recognized as a critical component in the redesign of health care processes and
successfully applied to the decision-making process and the treatment of
chronic illness in patient care (Longtin et al. 2010). This participation can
foster collaboration and empowerment (Taylor et al., 2008), and in turn,
enhance patients’ perceptions of the quality of health care (Hibbard et al. 2007,
Hibbard and Cunningham 2008) and improve clinical outcome (Longtin et al.
2010). But, will patients’ abilities in participation impact health service
outcomes? This question remains unsolved.
Human behavior as a triadic, dynamic and reciprocal interaction of
personal factors, behavior, and the social network affect human functioning.
Many research attentions have focused on the self-efficacy, a belief in one’s
abilities to perform a given behavior, in relation to personal performance in
health care (Schwarzer and Fuchs 1995, Makoul and Roloff 1998, RobinsonSmith and Pizzi 2003). Success in the practice of self-management tasks in
using self-efficacy sources could help patients gain a sense of control over
chronic diseases (Baumann and Dang 2012). Researchers have also found that
patients with greater self-efficacy desiring more active participation behavior
(Maly et al. 2004, Janz et al. 2004). Instead of personal agency, people in close
relationships nonetheless depend on proxy agency to achieve desired outcomes
(Bray et al. 2001). The research works (Thompson et al. 1993, Christensen et
al. 1996) of other-efficacy, or proxy efficacy, referred to an individual’s beliefs
about his or her significant other’s ability to perform particular behaviors
(Bandura 1982, Lent and Lopez 2002), have highlighted relationships between
other-efficacy and correlation of health care behavior such self-efficacy for
management of symptoms, treatment adherence. Notably, the treated otherefficacy and self-efficacy as an antecedent to its correlation behavioral
adoption in nature, while very few studies focused on the mediating role of
efficacy. Although Yim et al. (2012) examined the synergistic effects and selfefficacy and other-efficacy, including congruence and incongruence levels of
these efficacy beliefs, on customers and employees derived enjoyment from
co-participating in financial services, the influence of self-efficacy and otherefficacy on health care patient’s participation behavior has less been
investigated today.
Patients in general preferred to adopt a passive role (Florin et al. 2008).
This is due in part to the fact that health care services are characterized by
provider-customer dual-sided knowledge and information asymmetry (Brown
and Kirmani 1999). Moreover, researchers have found variance in customer
participation levels in health care services (Cegala et al. 2007, Street et al.
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2005). Variation in health care participation exists in part because patients may
experience anxiety at different situations as receiving a diagnosis, undergoing
treatment, and worries about treatment effects. This service context may lead to
different levels of patient participation (Hibbard 2009). A critical influence on
levels of participation is the emotional state of the customer (Price et al. 1995).
For example, Gallan et al. (2012) found that as patient’ relative affect levels
become more positive, levels of participation increase as well, and lead to
increased perceptions of satisfaction. But, few health care organizations
strategically design customer experiences to manage customers’ emotional
states (Shaw 2007).
Broaden-and-build theory of positive emotions (Fredrickson 2001) states
that positive emotions momentarily broaden people’s attention and thinking,
enabling individuals to draw flexibly on higher level connections and widerthan-usual ranges of percepts and ideas. Positive emotions broaden an
individual's momentary thought action repertoire and have significant effects
on his or her behaviors. In contrast, customers with a more negative affective
state may view situations as to be more difficult to navigate that inhibit
participation behaviors (Fredrickson 2001, Fredrickson and Branigan 2005).
Based on this premise, the purpose of this research is to investigate the
underlying processes responsible for the effects of patient affect and relational
efficacy beliefs on outcomes during a patient’s co-created health service
experience. This study represents a first attempt in the health service literature
to examine how patient' relational efficacy beliefs mediates the relationship
between positive emotions and participatory behaviors and the consequential
outcomes. We contribute to the development of theory on patient value cocreation by demonstrating that (1) patient positivity activates participation
behaviors in a health care services experience; (2) other-efficacy and selfefficacy serve as mediators of the effects of positivity on patient participation;
(3) patient positivity and participation, in turn, drive the patient satisfaction. In
addition, this study provides managerial insights for health care organizations
and patients.

Literature Review
Patient Participation and Positivity
Patient participation is a collaborative process in which patients and
service providers consider treatment options using the best available medical
evidence to arrive at a choice that aligns with the patient’s needs, preferences,
and values. An established relationship between health care providers and
patient involves shared information and knowledge, surrender of some power
by the providers, and active engagement together in intellectual and/or physical
activities (Sahlsten et al. 2008). More participation from both a patient and the
service providers improves the level of care delivered and encourages more
empathetic, honest and friendly interactions, thus producing relational values
(Foreyt and Poston 1998, Street et al. 2003).
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Affective state shapes one’s cognition, intentions, and behavior. The
broaden-and-build theory of positive emotions suggests positive emotions
broaden people’s attention and thinking, enabling individuals to draw flexibly
on ranges of percepts and ideas (Fredrickson 1998, 2009). In turn, these
broadened and flexible outlooks can help people develop survival-promoting
personal resources (Fredrickson and Kurtz 2011), engage in positive action
(Fredrickson and Joiner 2002) and lead to decision making that is both more
efficient and more thorough (Isen 2001). Thus, in a clinical encounter we argue
that positive emotion could have a positive effect on a patient’s level of
participation as the mental state invokes his/her action in shared information
and knowledge, and decision making. On this basis, we provide the following
hypothesis.
H1: Patient positivity has a positive effect on participation.
The Mediating Effects of Efficacy Beliefs
Self-efficacy (SE), a person’s confidence in his or her own capabilities to
organize and execute salient task-specific behaviors (Bandura 1986), has been
depicted as a cognitive mediator of action because people feel more
comfortable in undertaking behaviors if they are capable of performing specific
tasks (Bandura 1982, 1997). In today’s health care model of patient-centered
care, self-efficacy enables the patient to be more involved with the health care
team and in the management of his or her condition (Robinson-Smith and Pizzi
2003) and decision making (Chawla and Arora 2013, Zeuner et al. 2014). Low
SE was frequently mentioned reasons for the reluctance patient participation
(Belcher et al. 2005).
SE predicts the likelihood of initiating communication with a doctor
(Makoul and Roloff 1998) and a person’s ability to change risky health
behaviors by taking personal action (Schwarzer and Fuchs 1995). Patients with
high SE also have fewer episodes of negative psychological states, for
example, depression, and tend to develop more realistic goals than patients
with low SE (Bandura 1997). Nevertheless, focusing only on the role of SE in
patients could be insufficient because the relationships between the patients
and health care provider during treatment planning process involve social
interdependence such as cooperative interaction. Social cognitive theory
suggests individuals’ perceived capabilities of partners tend to affect theirs
performances respectively (Bandura 1977, 2001). Within health care, which
involves dyadic interactions between the patient and doctor in close
relationships, it is widely aware that the successful management of diseases is
related to the collaborative interactions between the individual and their health
providers and the active involvement of the individual (Holman and Lorig
2000).
Other-efficacy (OE), or called proxy control, is a socially mediated form
of perceived control that involves the relinquishment of all or some personal
control to an intermediary party to help achieve specific desired outcomes
(Bray et al. 2001). While acknowledging that beliefs of personal agency will
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invariably shape our cognitions, emotions, and behaviors, it has been suggested
that other-efficacy beliefs may also hold important implications within
cooperative relational contexts (Lent and Lopez 2002). OE refers to a belief in
one’s partner’s (e.g., doctor, patient) capabilities to perform a given behavior
and differs conceptually from SE insofar as the referent shifts from oneself to
another. OE has also been linked to performance outcomes within relational
contexts.
Recent researches have illustrated the relationships between OE beliefs
and behavioral adaption across a variety of domains. Particularly, high levels
of OE contribute to better task performance. For example, patientsʼ OE beliefs
in their doctorsʼ capabilities supplement their own SE in helping them manage
symptoms and overcome serious illness (Thompson et al. 1993). Another
medical study have proposed that patientsʼ perceptions of health care provider
own efficacy increase their adherence to prescribed treatments more if they
also have confidence in the expert judgment and actions of their providers
(Christensen et al. 1996). The findings demonstrate the supplemented role of
OE in health care behaviors that involve social interaction with an intermediary
other. While these studies have emphasized relationships between OE and
correlates of medical service, it is now noteworthy to investigate the mediating
effects of OE between patient positive emotion and participation.
Emotional arousal is another constituent source of information that can
affect perceived self-efficacy in coping with threatening situations (Bandura
1977). Gwaltney et al. (2005) found that self-efficacy may be dependent upon
affective and physical states. Researchers have also found that people in a
positive mood would be likely to accelerate acquisition of new skills by
promoting engagement in learning activities and investment of effort and
persistence in practice because of the increased efficacy (Bandura 1981, Brown
and Inouye 1978, Collins 1981, Schunk 1981). Pooley et al. (2012) empirically
demonstrated that the low stress group had higher SE. High stress patients
(e.g., fear or anxiety) may not want to participate in decision making because
of low SE (Belcher et al. 2005).
Positive affect may promote a patient's seeing the importance of the
doctor-patient interaction and increase his or her efficacy to understand
doctor’s skills and abilities, to improves trust and honest communication
between the doctor and patient (Isen 2001), to believe that their physicians
have their best interests at disease treatment (Kuder 1995) and finally lead the
patient to participation in decision making.
By drawing on the broaden-and-build theory of positive emotions that
contends positivity leads to modes of behavior that prepare a patient for
difficult situations (Fredrickson 2003) and the social cognition theory of
efficacy beliefs (Bandura 1982) that predict a direct effect of SE and OE on
participation, we argue that when a patient experiences greater levels of
positivity, he or she will be more likely to develop a higher confidence in both
SE and OE because these cognitive mediators of action make the patient feel
more comfortable in undertaking decision (Bandura 1997). That is, the greater
the positivity is, the more willingness to participate a co-creation process when
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the patient has higher efficacy beliefs. Thus, we posit that the effect of
positivity on participation will be mediated through SE and OE.
H2: Self-efficacy mediates the effect of positivity on participation.
H3: Other-efficacy mediates the effect of positivity on participation.
Participation and Satisfaction
Among the desired service outcomes of interest to theorists and
practitioners are customers’ perceptions of customer satisfaction. Customer
satisfaction is a state that results when an experience meets or exceeds the
customer’s needs or wants of a service (Oliver 1993). Satisfaction has been
defined as a cumulative, attitude-like judgment that is based on customers’ past
experiences (Gummerus et al. 2004). Customers’ affective responses to
services, such as their enjoyment, excitement and pleasure in using the service
(Lynch et al. 2001, Wolfinbarger and Gilly 2001), are important to overall
customer satisfaction. In health care services, the benefits of patients’
participating in their medical encounters are numerous. At the individual level,
patient participation is believed to have the potential to increase patient and
provider satisfaction (Mead et al. 2002) to improve doctor–patient
communication and improve patient health outcomes (Stewart 1995). Gallan et
al. (2012) found that the higher levels of patient participation improve patient
perceptions of the quality of the provider and satisfaction with the co-produced
service experience. Other researchers have shown that customer participation
positively affects levels of health care satisfaction (Dellande et al. 2004, Gallan
et al. 2012). On this basis, we hypothesize that:
H4: Patient participation positively affects satisfaction.
The conceptual framework in Figure 1 depicts how positivity enables
patients to co-create the intrinsic value of patient participation, which then
affects their level of satisfaction. Drawing theoretical and empirical supports
from the research of relational efficacy beliefs (Bandura 1982, Lent and Lopez
2002), this study also sets forth that the co-creation of participation from
positivity is mediated through a patient’s self- and other-efficacy.
Figure 1. Conceptual Framework
Patients’ SE
Patient
Participation

Positivity

Patients’ OE
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Research Methodology
Sample and Procedure
A convenience sample was obtained from a district hospital’s outpatients
in southern Taiwan. Particularly, patients of gynecology services were
surveyed. Each survey started with, the following checks for a qualified
respondent: (1) she must be a chronic patient; (2) she must be a regularly
visiting patient, not the first or event second-time patient. These conditions
provide a compelling context to examine the extent to which customers muster
emotional resources and participate in their service experiences. The
questionnaire includes the measures of patient SE and OE, participation
behavior, positive and negative affect, and satisfaction. A total 150 patients
were invited to fill up the questionnaire.
Measurement
Patient positivity were measured using the brief Positive and Negative
Affect Schedule (PANAS) (Watson et al. 1988), which has been demonstrated
to be a reliable and valid measure, and widely used in management literature
(i.e., Groth et al. 2009). This scale has been shown to be robust to varying time
frames (Ilies et al. 2006) and has shown good convergent validities with related
scales (Watson et al. 1988). Subjects were asked to indicate the extent to which
they experienced the items in PANAS during their service experience at the
hospital. Both positive affect and negative affect scales contain ten emotions.
Subjects responded on a five-point Likert scale (1=very slightly or not at all,
5=extremely) to indicate how frequently they had experienced positive
emotions in the past one month.
In this study, patient participation is defined as the extent to which
customers provide/share information, make suggestions, and become involved
in decision making. Consistent with previous investigation (Gallen et al. 2012),
we used the following items to measure patient participation: (1)During my
visit to Organization X, I actively shared information I had with my
participation doctor; (2) I participated in a discussion about my condition with
my doctor at the Organization X; (3)While I was at the Organization X, I told
my doctor what I knew about my condition; (4) I made considerable effort to
discuss my condition with my doctor at Organization X; (5)I worked hard to
participate in my care at Organization X; (6)I put a lot of effort into being a
good patient at Organization X.
Outpatients’ self-efficacy for participating in decision making was
measured using the five-item decision-making participation self-efficacy scale
(Arora et al. 2009). The items assessed patients’ level of confidence in the
following: (1) taking part in detailed discussions with the doctor about
available options; (2) raising questions or concerns about the doctor’s
recommendations; (3) telling the doctor about options they would prefer; (4)
working out any differences of opinion; and (5) taking responsibility for
making the final decision. The first four items measured patients’ confidence in
participating in different aspects of the deliberation process. They were
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considered to be conceptually distinct from the fifth item that assessed
confidence in taking responsibility for the final decision that emerged as a
result of the deliberation. Thus, we created two separate indicators of selfefficacy: self-efficacy for participating in the deliberation process (items 1- 4)
and self-efficacy for taking responsibility for the final decision (item 5).
We adopted other-efficacy scale from Riggs et al. (1994) personal efficacy
belief scale and amended it to refer to "rate your doctor", with a four-item scale
to measure patientsʼ beliefs in the ability and confidence of their doctor to
assist her treatment disease as follows: (1) I have confidence in my physiciansʼ
ability to cure treatment disease; (2) I do not doubt my physiciansʼ ability to
give instructions in treatment disease; (3) My physician has excellent skills and
ability to give instructions in treatment disease; (4) I am proud of my
physiciansʼ skills and ability to give instructions in treatment disease.
The four-item patient satisfaction scale was adopted from the work Oliver
(1993) was employed in developing the conceptual definition and
operationalization for the satisfaction construct. The measuring items include:
(1) Overall, my doctor at Organization X has been very helpful to me; (2) I am
pleased with the way I was treated at hospital; (3) I am very satisfied with the
attention given to what I had to say by my doctor at Organization X; (4) I am
very satisfied with my experience at Organization X. Respondents to the
measuring items of all constructs in the survey were captured on seven-point
Likert scales (1=strongly disagree, 7= strongly agree).

Data Analysis and Testing
Respondent Profile
A range of demographic information was collected about the respondents
including their age, level of education, disposable income, occupation, marital
status, number of births, length of physician relationship, number of physician
visits in past 12 months. Respondents were clustered in the age group 31-40
years (50.0%), and their highest level of education was predominantly at
college degree level (72.7%). Monthly disposable incomes tended to be less
than NT$ 25,001-50,000 (43.3%). The majority of patients were married
(72.0%), never experienced childbirth (40.0%). Patients have known their
physicians for one year (38.7%), and experienced more than three follow-up
care visits in the past year (56.7%).
Hypothesis Testing
Structural equation modeling (SEM) was used to validate the framework
and hypotheses using the partial least squares (PLS) procedure with Smart-PLS
2.0 (Ringle et al. 2005). The variance-based PLS procedure was used because
this distribution-free regression analysis technique is robust for deviations from
normality (Henseler et al. 2009). PLS is an appropriate SEM technique for
mediation effect analysis and model examination since it was originally based
on the concept of regression and path analysis (Hair et al. 2011). The
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measurement and structural models were assessed simultaneously. First, the
validity and reliability of the measurement model was assessed and the
structure model was then tested using the value of path coefficient (β value)
and R2 value (Anderson and Gerbing 1988). The researchers adhered to the
recommended conditions for this approach, namely to derive hypotheses from
a model including constructs that have been proposed in the marketing
literature and that accommodate predictive causal analysis (Wendlandt and
Schrader 2007).
Measurement Model
As indicated in Table 1, convergent validity was far above the threshold
with criterions. The average variance extracted (AVE) for each construct
exceeded 0.50 (Fornell and Larcker 1981). All values of composite reliabilities
(CR) and Cronbach’s α are significantly above 0.70 (Nunnally 1978). In
addition, an examination of correlation coefficients reveals that all variables of
SE, OE, patient participation, and satisfaction are significantly correlated. The
coefficients range between 0.15 and 0.77. Furthermore, and as shown in Table
1, the squared root AVE of the constructs in the surveyed samples are all
higher than the inter-construct correlations. On this basis, the discriminant
validity was also acceptable (Fornell and Larcker 1981).
Table 1. Correlations and AVE
Variables
Patient participation (PP)
Other-efficacy (OE)
Positive affect (PA)
Self-efficacy (SE)
Satisfaction (SAT)

AVE
CR a
0.85
0.97
0.95
0.99
N/Ab
0.77
0.94
0.91
0.98

PP
0.92
0.77**
0.30**
0.54**
0.74**

OE

PA

SE

SAT

0.97
0.25** N/A
0.55** 0.15 0.88
0.78** 0.22* 0.49** 0.96

Notes: n=150
a
Fornell and Larcker's average variance extracted (ρvc) and composite reliability;
values for PA=0.925
b
Positivity is an index created from positive affect (PA) values; Cronbach's α values
as follows: PA=0.929
*p < 0.05, **p < 0.01.

AVE
are

Structural Model
In order to test the hypothesized relationships, the researchers generated tvalues by using bootstrapping with two times subject subsamples (Chin 1998).
Tables 2 show the path coefficients for the hypothesized relationships. To
assess the mediating effects in cultivation, the researchers adopted the SEM
procedure. PLS Mediation was deemed to exist where the following three
conditions were met: (1) the exogenous variable affects the mediating variable;
(2) the mediator affects the endogenous variable; and (3) the effect between
exogenous and endogenous variables is reduced when the mediator is
controlled. The strongest mediation exists if there is no effect when the
mediator is included (Baron and Kenny 1986).
As is shown in Table 2, indicate that positive affect has a significant effect
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on self-efficacy (β=0.16, p<0.05) and patient participation (β=0.21, p<0.01).
Positive affect has a significant effect on other-efficacy (β=0.25, p<0.01) and
patient participation (β=0.11, p<0.05). On testing the mediation effects of selfefficacy on the relationships between positive affect and patient participation,
the researchers first identified that the path coefficients between self-efficacy
and patient participation are significant and positive. Secondly, when the
mediator/self-efficacy is inserted, the R2 is enhanced (from 0.09 to 0.35 with
f2=0.09) and when the mediator /other-efficacy is inserted, the R2 is enhanced
(from 0.09 to 0.61 with f2=0.09). On this basis H1 and H2 are supported. The
effect sizes of the mediator for the samples are all above the threshold value of
0.02 (Hair et al. 2011). The direct effects of positive affect on patient
participation (from β=0.30 to β=0.21). The results of the analysis indicated that
self-efficacy and other-efficacy partially mediates the effects of both positive
affect and patient participation. The standardized PLS path coefficients,
indicate that patient participation has a significant effect on satisfaction
(β=0.75, p<0.01). On this basis H3 are supported. All path coefficients in the
structured model are significant at the p<0.05 level.
Table 2. The Results of Mediation Tests
Variables
PA
SE
Total R2
PA
OE
Total R2

SE
0.16*

OE

PP
0.21**
0.52**
0.35
0.11*
0.74**
0.61

0.03
0.25**
0.06

PP a
0.30**
0.09
0.30**

f2
0.07
0.09
0.07
0.09

0.09

Notes: PA: positivity affect; SE: self-efficacy; OE; other-efficacy; PP: patient participation;
*p < 0.05, **p < 0.01.
a
after controlling mediator variable; all numbers between variables are standardized beta
coefficients; f 2 = effect size.

Conclusions
Discussion
In this research, we contribute to emerging theory on value co-creation by
introducing and empirically validating patient positivity as an antecedent to
patient participation. We provide empirical evidence showing that both SE and
OE significantly mediate the positive emotion impact on patient participation
while OE demonstrated a higher positive effect than SE. Therefore, in line with
theorizing by Lent and Lopez (2002), the results suggest that OE is a critical
predictor of behavioral enactment within performing patient-doctor dyads.
Overall, we show that (1) patient positivity is associated with higher levels of
patient participation; (2) OE and SE partially mediates the relationship between
positivity and patient participation; (3) patient participation is linked positively
to satisfaction. Taken together, the patient resources of positivity, relational
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efficacy and participation have important effects on managerially relevant and
actionable service satisfaction.
This study extend the broaden-and-build theory of positive emotions to a
new context, thereby exposing it to a new variable (patient participation in a
health care service) as well as to new a perceptual outcomes (satisfaction). Our
results expand upon emerging theory of customer value co-creation by showing
that patients in uncertain circumstances who are able to muster the necessary
emotional resources and confident about their physicians can generate
increased levels of participatory behaviors. Thus, consistent with previous
work showing that patients’ relative affect levels become more positive, levels
of participation increase as well. In turn, higher levels of positivity and
participation improve patients’ perceptions of satisfaction with the co-produced
service experience (Gallan et al. 2012). We theorize that the positive emotion
effect on patient participation, that is mediated by OE and SE is a result of
enhanced emotional resources through dyadic trust and communications (Gaur
et al. 2011). That is, in health care services, a patient is able to co-create a
satisfying experience. We argue that these findings, based on the broaden-andbuild theory of positive emotions, extend the theory of positivity into a service
context through a relevant relational efficacy beliefs and behavioral construct
(patient participation) to previously unexplored perceptual outcomes
(satisfaction). Furthermore, this study has supplemented existing patient
participation related research by confirming the mediating role of relational
efficacy beliefs between positive emotions and patient participation.
The results of this research provide several specific implications for health
care service managers and providers. First, this research posits that the
relationship between positive emotions and patient participation is mediated by
the SE and OE. Physicians and health care professionals should foster
environments that promote trust communication and win confidence among
and from all patients and enhance their confidence for participating in the
health care process. Emerging discussions regarding the changing roles of
patients and health care providers suggests that the "demystification" of
medical and technical knowledge has presented challenges to, and
opportunities for, doctor–patient interactions to be more inclusive and
egalitarian (Parker-Pope 2008).
Limitations and Directions for Further Research
We believe our findings provide robust support for our theoretical model
and predicted relationships. However, like any research, ours has limitations.
The fact that our study is conducted in a single professional service contexthealth care also may limit generalizability. Since similar service contexts exist
across professional services, we argue that our results are applicable to
comparable settings, especially those in a similar position on a professional
services continuum. Additionally, there may be multiple factors that influence
an individual’s affective state or relational efficacy beliefs at any given time.
We did not attempt to capture antecedents to affect or relational efficacy
beliefs, as it was outside the scope of our study. However, future research

13

ATINER CONFERENCE PAPER SERIES No: MGT2015-1523

should consider how factors such as enduring personality traits might influence
an individual’s positivity. Findings from this study also provide future
directions for research that focuses on optimizing patient participation aspects
of health care delivery that is responsive to patient needs, preferences and/or
emotions and should be replicated among diverse patient populations.

References
Arora NK, Weaver KE, Clayman ML, Oakley-Girvan I, Potosky AL (2009)
Physicians’ decision-making style and psychosocial outcomes among cancer
survivors. Patient Education and Counseling 77(3): 404-412.
Anderson JC, Gerbing DW (1988) Structural equation modeling in practice: A review
and recommended two-step approach. Psychological Bulletin 103(3): 411-423.
Baron RM, Kenny DA (1986) The moderator-mediator variable distinction in social
psychological research: Conceptual, strategic, and statistical considerations.
Journal of Personality and Social Psychology 51(6): 1173-1182.
Belcher VN, Fried TR, Agostini JV, Tinetti ME (2005) Views of Older Adults on
Patient Participation in Medication-related Decision Making. Journal of General
Internal Medicine 21(4): 298-303.
Bandura A (1977) Self-efficacy: Toward a unifying theory of behavioral change.
Psychological Review 84(2) 191-215.
Bandura A (1997) Self-efficacy: The exercise of control. New York: Freeman & Co.
Bandura A (1981) Self-referent thought: A developmental analysis of self-efficacy. In
JH Flavell, L Ross (Eds.) Social cognitive development: Frontiers and possible
futures (pp. 200-239). Cambridge: Cambridge University Press.
Bandura A (1982) Self-efficacy mechanism in human agency. American Psychologist
37: 122-147.
Bandura A (1986) Social foundations of thought and action: A social cognitive theory.
Englewood Cliffs, NJ: Prentice- Hall, Inc.
Bandura A (2001) Social cognitive theory: an agentive perspective. Annual Review of
Psychology 52: 1-26.
Baumann LC, Dang TTN (2012) Helping patients with chronic conditions overcome
barriers to self-care. The Nurse Practitioner 37(3): 32-38.
Bray SR, Gyurcsik NC, Culos-Reed SN, Dawson KA, Martin KA (2001) An
exploratory investigation of the relationship between proxy efficacy, selfefficacy, and exercise attendance. Journal of Health Psychology 6(4): 425-434.
Brown TJ, Kirmani A (1999) The influence of preencounter affect on satisfaction with
an anxiety-provoking service encounter. Journal of Service Research 1(4): 333346.
Brown I Jr, Inouye DK (1978) Learned helplessness through modeling: The role of
perceived similarity in competence. Journal of Personality and Social
Psychology 36: 900-908.
Collins J (1981) Self-efficacy and ability in achievement behavior. Unpublished
doctoral dissertation, Stanford University.
Christensen AJ, Wiebe JS, Benotsch EG, Lawton WJ (1996) Perceived health
competence, health locus of control, and patient adherence in renal dialysis.
Cognitive Therapy and Research 20: 411-421.

14

ATINER CONFERENCE PAPER SERIES No: MGT2015-1523
Cegala DJ, Street RLJ, Clinch CR (2007) The impact of patient participation on
physiciansʼ information provision during a primary care medical interview.
Health Communication 21(2): 177-185.
Chawla N, Arora NK (2013) Why do some patients prefer to leave decisions up to the
doctor: lack of self-efficacy or a matter of trust? Journal of Cancer Survivorship
7(4): 592-601.
Chin WW (1998) Issues and opinion on structural equation modeling. MIS Quarterly
22(1): 7-16.
Dellande S, Gilly MC, Graham JL (2004) Gaining compliance and losing weight: the
role of the service provider in health care services. Journal of Marketing 68(3):
78-91.
Denis LJ, Roobol M, Dourcy-Belle-Rose B (2011) Prostate cancer from the horizon of
the patient. Acta Oncologica 50(Suppl 1): 148-154.
Florin J, Ehrenberg A, Ehnfors M (2008) Clinical decision-making: predictors of
patient participation in nursing care. Journal of Clinical Nursing 17(21): 29352944.
Fredrickson BL (1998) What good are positive emotions? Review of General
Psychology 2(3): 300-319.
Fredrickson BL (2001) The role of positive emotions in positive psychology: the
broaden-and-build theory of positive emotions. American Psychologist 56(3):
218-226.
Fredrickson BL, Joiner T (2002) Positive emotions trigger upward spirals toward
emotional well-being. Psychological Science 13(2): 172-175.
Fredrickson BL (2003) The value of positive emotions. American Scientist 91: 330335.
Fredrickson BL, Branigan C (2005) Positive emotions broaden the scope of attention
and thought-action repertoires. Cognition and Emotion 19(3): 313-332.
Fredrickson BL (2009) Positivity: Groundbreaking research reveals how to embrace
the hidden strength of positive emotions, overcome negativity, and thrive. New
York: Crown.
Fredrickson BL, Kurtz LE (2011) Cultivating positive emotions to enhance human
flourishing. In SI Donaldson, M Csikszentmihalyi, J Nakamura (Eds.) Applied
positive psychology: Improving everyday life, health, schools, work, and society
(pp. 35-48). New York, NY: Routledge.
Foreyt JP, Poston WSC (1998) The role of the behavioral counselor in obesity
treatment. Journal of the American Dietetic Association 98(10): 27-30.
Fornell C, Larcker DF (1981) Evaluating structural equation models with
unobervables and measurement error. Journal of Marketing Research 18(1): 3950.
Gallan AS, Jarvis CB, Brown SW, Bitner MJ (2012) Customer positivity and
participation in services: an empirical test in a health care context. Journal of the
Academy of Marketing Science 41(3): 338-356.
Gaur SS, Xu Y, Quazi A, Nandi S (2011) Relational impact of service providersʼ
interaction behavior in healthcare. Managing Service Quality 21(1): 67-87.
Groth M, Hennig-Thurau T, Walsh G (2009) Customer reactions to emotional labor:
the roles of employee acting strategies and customer detection accuracy. Academy
of Management Journal 52(5): 958-974.
Gummerus J, Liljander V, Pura M, Riel A (2004) Customer loyalty to content-based
Web sites: the case of an online healthcare service. Journal of Services Marketing
18(3): 175-186.

15

ATINER CONFERENCE PAPER SERIES No: MGT2015-1523
Gwaltney CJ, Shiffman S, Sayette MA (2005) Situational correlates of abstinence selfefficacy. Journal of Abnormal Psychology 114: 649-660.
Hausman A (2004) Modeling the patient-physician service encounter: improving
patient outcomes. Journal of the Academy of Marketing Science 32(4): 403-417.
Hair JE, Ringle CM, Sarstedt M (2011) PLSSEM: Indeed a Silver Bullet. The Journal
of Marketing Theory and Practice 19(2): 139-152.
Hibbard JH, Mahoney ER, Stock R, Tusler M (2007) Do Increases in Patient
Activation Result in Improved Self-Management Behaviors? Health Services
Research 42(4): 1443-1463.
Hibbard JH, Cunningham PJ (2008) How engaged are consumers in their health and
health care, and why does it matter? Research Brief 8: 1-9.
Hibbard J (2009) Using systematic measurement to target consumer activation
strategies. Medical Care Research and Review 66(1): 9-27.
Holman H, Lorig K (2000) Patients as Partners in Managing Chronic Disease. British
Medical Journal 320(7234): 526-527.
Henseler J, Ringle CM, Sinkovics RR (2009) The use of partial least squares path
modeling in international marketing. In RR Sinkovics, PN Ghauri (Eds.) New
challenges to international marketing - advances in international marketing 20
(pp. 277–319). Bingley: Emerald Group.
Isen AM (2001) An influence of positive affect on decision making in complex
situations: Theoretical issues with practical implications. Journal of
Consumer Psychology 11(2): 75-85.
Ilies R, Scott BA, Judge TA (2006) The interactive effects of personal traits and
experienced states on intra individual patterns of citizenship behavior. Academy
of Management Journal 49(3): 561-575.
Janz NK, Wren PA, Copeland LA, Lowery JC, Goldfarb SL, Wilkins EG (2004)
Patient-physician concordance: preferences, perceptions, and factors influencing
the breast cancer surgical decision. Journal of Clinical Oncology 22(15): 30913098.
Kuder JM (1995) The current environment for medical decision making: Alternative
efficiency concepts and decision motivation. Motivation and Emotion 19: 221236.
Lent RW, Lopez FG (2002) Cognitive ties that bind: A tripartite view of efficacy
beliefs in growth-promoting relationships. Journal of Social and Clinical
Psychology 21: 256-286.
Lynch PD, Kent RJ, Srinivasan SS (2001) The global Internet shopper: evidence from
shopping tasks in 12 countries. Journal of Advertising Research 41(3): 15-23.
Longtin Y, Sax H, Leape LL, Sheridan SE, Donaldson L, Pittet D (2010) Mayo Clinic
Proceedings 85(1): 53-62.
Maly RC, Umezawa Y, Leake B, Silliman RA (2004) Determinants of participation in
treatment decision-making by older breast cancer patients. Breast Cancer
Research and Treatment 85: 201-209.
Makoul G, Roloff ME (1998) The role of efficacy and outcome expectations in the
decision to withhold relational complaints. Communication Research 25(1): 5-29.
Mead N, Bower P, Hann M ( 2002) The Impact of General Practitionersʼ PatientCentredness on Patientsʼ Post-Consultation Satisfaction and Enablement. Social
Science and Medicine 55(2): 283-299.
Nunnally JC (1978) Psychometric theory. New York, NY: McGrew-Hill.
Oliver RL (1993) Cognitive, affective, and attribute bases of the satisfaction response.
Journal of Consumer Research 20(3): 418-430.

16

ATINER CONFERENCE PAPER SERIES No: MGT2015-1523
Price LL, Arnould EJ, Tierney P (1995) Going to extremes: managing service
encounters and assessing provider performance. Journal of Marketing 59(2): 8397.
Pooley J, Cohen L, OʼConnor M, Taylor MF (2012) Posttraumatic stress and
posttraumatic growth and their relationship to coping and self-efficacy in
Northwest Australian Cyclone communities. Psychological Trauma 5(4): 1-8.
Parker-Pope T (2008) Doctor and patient. The New York Times: Now at Odds.
Robinson-Smith G, Pizzi ER (2003) Maximizing stroke recovery using patient selfcare self-efficacy. Rehabilitation Nursing 28(2): 48-51.
Riggs ML, Warka J, Babasa B, Betancourt B, Hooker S (1994) Development and
Validation of Self-Efficacy and Outcome Expectancy Scales for Job-Related
Applications. Educational and Psychological Measurement 54(3): 793-802.
Ringle CM, Wende S, Will A (2005) Smart-PLS 2.0. Hamburg: University of
Hamburg.
Sahlsten MJ, Larsson IE, Sjöström B, Plos KA (2008) An analysis of the concept of
patient participation. Nursing Forum 43(1): 2-11.
Schwarzer R, Fuchs R (1995) Changing risk behaviors and adopting health behaviors:
The role of self-efficacy beliefs. In A Bandura (Eds.) Self-efficacy in changing
societies (pp. 259-288). New York: Cambridge University Press.
Schunk DH (1981) Modeling and attributional effects on childrenʼs achievement; A
self-efficacy analysis. Journal of Educational Psychology 73: 93-105.
Street RLJ, Gordon HS, Ward MM, Krupat E, Kravitz RL (2005) Patient participation
in medical consultations: why some patients are more involved than others.
Medical Care 43(10): 960-969.
Street RL, Krupat E, Bell RA, Kravitz RL, Haidet P (2003) Beliefs About Control in
the Physician-Patient Relationship. Journal of General Internal Medicine 18(8):
609-616.
Shaw C (2007) The DNA of customer experience: how emotions drive value.
Basingstoke, UK: Palgrave Macmillan.
Stewart MA (1995) Effective physician-patient communication and health outcomes.
Canadian Medical Association Journal 152(9): 1423-1433.
Taylor BB, Marcantonio ER, Pagovich O, Carbo A, Bergmann M, Davis RB, Bates
DW, Phillips RS, Weingart SN (2008) Do medical inpatients who report poor
service quality experience more adverse events and medical errors? Medical Care
46: 224-228.
Thompson SC, Sobolew-Shubin A, Galbraith ME, Schwankovsky L, Cruzen D (1993)
Maintaining Perceptions of Control: Finding Perceived Control in Low-Control
Circumstances. Journal of personality and social psychology 64(2): 293-304.
Watson D, Clark LA, Tellegen A (1988) Development and validation of brief
measures of positive and negative affect: the PANAS scales. Journal of
Personality and Social Psychology 54(6): 1063-1070.
Wolfinbarger MF, Gilly MC (2001) Shopping online for freedom, control and fun.
California Management Review 43(2): 34-54.
Wendlandt M, Schrader U (2007) Consumer reactance against loyalty programs.
Journal of Consumer Marketing 24(5): 293-304.
Yim CK, Chan KW, Lam SSK (2012) Do Customers and Employees Enjoy Service
Participation? Synergistic Effects of Self- and Other-Efficacy. Journal of
Marketing 76(6): 121-140.
Zeuner R, Frosch DL, Kuzemchak MD, Politi MC (2014) Physiciansʼ perceptions of
shared decision-making behaviours: a qualitative study demonstrating the

17

ATINER CONFERENCE PAPER SERIES No: MGT2015-1523
continued chasm between aspirations and clinical practice. Health Expectations
17(Jun): 1-12.

18

