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Uncovering the Desired Qualities and Behaviours dbeneral Practitioners (GPs) during
Medical (Service Recovery) Encounters

Abstract

Purpose— The purpose of the study is to uncover the desjuadities and behaviours that
patients believe GPs should have in medical (semgcovery) encounters. In particular, we
try to reveal the qualities and behaviours of GR$ patients value, to understand the
underlying benefits that they look for during perab(service recovery) encounters, and to
graphically illustrate the findings in a so-call@drarchical value map. This will prove to be
important in order to understand patients’ needsdasires correctly.

Design/Methodology/Approach— An exploratory research study using the qualitative
laddering interviewing technique was regarded asaggpiate as it allows researchers to gain
a deeper insight into an underdeveloped reseaflyjbculn total, in-depth laddering
interviews with 38 respondents were conducted.

Findings — In case of a service recovery encounter, patiegiisve that GPs need to show
competence, friendliness and empathy in orderdtmre trust in them. GPs should also listen
actively and do the appropriate checks in orddintbthe root cause of the problem. “Health”
was the main value sought by patients. This vaw®nsidered by patients to be the gateway
to moving on with their everyday lives and seatahdttainment of other values such as well-
being, belongingness, accomplishment and selfzaaadin. Moreover, respondents would like
to gain knowledge about their disease in order¢éwgnt them in the future and to have some
sense of control over the decision of the treatnfeatients also want a more active role in the
medical (service recovery) encounter, which caltsaf more shared approach by GPs in the
interaction with their patients.

Research limitations/implications— Due to the exploratory nature of the study in gaher
and the scope and size of its sample in partictilarfindings are tentative in nature. As the
study involved patients from one large metropoldasa in the UK, the results cannot be
generalized beyond this group.

Practical implications — If GPs know what dissatisfied patients expdwtytcan adapt their
behaviours to their patients’ underlying expectagiovhich should have a positive impact on
the evaluation of the doctor-patient relationskipr this purpose, the paper gives
recommendations that can help GPs recover patigogt’'while at the same time improving
their performance in medical (service recovery)oamters.

Originality/value —This paper gives a valuable first insight into tlesired qualities and
behaviours of GPs during medical (service recovengpunters. The study results especially
indicate that complaining patients are people &red patients second, where the primary
importance is the satisfaction of basic social se@tie fact that this study has revealed the
highest number of values in published ladderingistiso far shows how crucial these
medical (service recovery) encounters in generdl@R qualities and behaviours in particular
are for patients. Another strong contribution a$ thaper is the finding that all the identified
concepts from the laddering interviews that arexshim the hierarchical value maps must not
been seen in strict isolation, as in previous mesedut have to be understood asweawvorkof
interrelated concepts.

Keywords Service Recovery, Doctor-Patient Relationship,ltheBervices, Laddering
Paper TypeResearch Paper
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Uncovering the Desired Qualities and Behaviours dbeneral Practitioners (GPs) during
Medical (Service Recovery) Encounters

Background — The National Health Service (NHS) inlte UK

The provision of quality health care services hasnba demanding task for all Western
democracies (Johet al, 1998). Technological advances, increased cotigpgtnew
treatments, rising patient expectations and agomylation are some of the factors that have
made the health care market become one of thestagtaving service markets in developed
and developing economies (Andaleeb, 1998, 2001p&Cret al, 2000; Keynote, 2005;
WHO, 2008).

In the UK, most of the health care provision corfiem the public entity National Health
Service (NHS) (Keynote, 2005; Johhal.,1998). The NHS is the biggest health service
provider and comprises 80.7% of the total of UKengliture on healthcare offerings
(Keynote, 2005). It delivers healthcare servicesugh two divisions which are the Hospital
and Community Health Services (HCHS), which isdhasion in charge for hospital-based
services, and the Family Health Service (FHS), astable for frontline community-based
primary care (this includes General Practition&Bg)). The NHS accounts with facilities all
over the UK with General Practitioners (GPs) behmggatekeepers of all possible health
services needed by patients (Jetml, 1998). 75% of the British population go to the 3\
for consultation with the GP at least once a ye#lt women having a higher percentage
(81%) of usage of this service than men (69%) hkve estimated that there are 300 million
consultations with GPs each year in England al&egfote, 2005).

Before making policy changes in 1995 with the gifamproving the quality of health
services provision in the UK, the government arelNiHS received significant criticism:
patients had no choice on the kind of treatmentfeord whom to receive it (Sargeant, 2009).
Further, quality and delivery were determined by WHS based solely on their available

resources without taking into consideration allra patients’ needs (Gabbott and Hogg,
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1995; Johret al, 1998). Moreover, due to the lack of competitiamjted range of choice
between providers and the widespread perceptidrpthdic enterprises offer low quality and
bureaucratic services (Dasu and Rao, 1999; ébhh 1998), patient perceptions and
expectations of quality in medical service encorsweere also low. However, the policy and
regulations changes approved in the 90’s have esbitihe barriers for patients switching to
other GPs with the goal of creating internal cortet that would result in the enhancement
of quality (Gabbott and Hogg, 1995; Jairal, 1998).

Given the different consumer-driven policy chanigelsealthcare (Gabbott and Hogg,
1995; Sargeant, 2009) and the increasing influehcensumerism and knowledge
availability on patients’ expectations of the GRigyat relationship (Hoget al, 2004; Laing
et al, 2004, 2005a, 2005b, 2009; Newhadtral, 2006), it proves important to explore the
doctor-patient relationship in the NHS in more dekspecially the crucial co-creation role
patients have in the development of the treatmeditoaitcome of health services makes it
important for doctors to build a relationship withtients and understand their needs, values,
and expectations of health service encounters (Hans2004; Laing and Hogg, 2002). The
importance of the GPs-patient relationship is fartidl by the GPs’ need to retain patients and
the possible churn outcome when service failureinscfGabbott and Hogg, 1995).

In particular, further research is needed on hatiepts want to be treated if service
failures happen as regardless the constant effgrgervice providers to give the best value
proposition to their customers, the possibilityafure is an issue that is inherent in the
nature of services (Homburg and Fuerst, 2005).i&efailures occur when the perceived
service differs negatively from customers’ expeotat (i.e. when the predicted service is not
delivered) (Zeithamét al, 1993). After having experienced a service faiJwustomers
should be recovered to a state of satisfact@nvice recovery refers to the efforts taken by

services firms in order to amend a problem aftegraice failure has occurred (Michel, 2001).
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Service providers will use different type of resmrs, whether economic or psychological, to
regain levels of satisfaction of dissatisfied castos (Smithet al, 1999) and retain profitable
customers (Michel and Meuter, 2008). However, desigythe right service recovery process
is a task that most firms have not been able toageicorrectly (Johnston and Michel, 2008;
Michel et al,, 2009).

Thus, in this study, we focus on how patients warlte treated by GPs during normal and
service recovery medical encounters. As pointecbgWilichel (2001), the comparison
between satisfied and dissatisfied customers’ getsges can provide a deeper understanding
of the impact of service failures and recovery prhaes. Since healthcare is a service in
which patients have high emotional involvement (Bend Bendapudi, 2007; Hogg al,

2004) and, as such, levels of tolerance by consuarerlower after a service failure (Mattila,
2004), contrasting the differences in the resuitsoth subgroups could be valuable for
determining if there are any specifically desirédlautes in recovery encounters with the GP.

As discussed by Berry and Bendapudi (2007), tfierdnce between healthcare services
and other services and the trust relationshiprthat be build between physicians and
patients require a deeper understanding of thetmpsadnd behaviours desired by patients in
the medical (service recovery) encounter. Forghipose, the well-established semi-
standardized qualitative technique of ladderingy(i®é&ds and Gutman, 1988) will be used to
gain an in-depth insight into this important tojhiaddering studies allow researchers to
reveal what Gengleat al. (1999, p. 175) refer to as the “reasons behinadhsons”.
Researchers should then be able to discover infaymand gain valuable insights into the
patients’ personal values and basic motivationschivhave an impact on their behaviour.

This article proceeds as follows. The paper belgyngiving an initial overview of the
literature on the characteristics of health sewimed the doctor-patient relationship. The

description of service failure and recovery in beakrvices then leads to the outline of the
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research questions and methodology based on medrtkeory. The description of the data
analysis method and findings follows from a diseus®f the research design. The paper
concludes with a discussion of the nature of thesttacts and the possible implications the

findings have for GPs, health organisations anth&urresearch.

Health services: A different type of service

Health services share several commonalities whirdlypes of services (ie. inseparability,
variability, perishability, credence attributeseadth services are for example considered
inseparable since patients must be present in twdeceive the treatment, procedure or
examination (Berry and Bendapudi, 2007). The evalnaf these performances becomes
difficult for patients because of the technical gbexity that health services have (Laieig
al., 2005a; Padmet al, 2009) and their credence attributes, which méaaisthe quality of
the service is difficult to determine even aftex #ervice has been experienced (Darbi and
Karni, 1973).

Healthcare is a one of the most important andogpadsservices that people can consume
(Berry and Bendapudi, 2007). It is a service tleigde require but do not necessarily desire
as it is only sought when people are sick, poténtisnder stress and therefore emotionally
involved (Berry and Bendapudi, 2007). Reluctanae dread towards an uncomfortable exam
are feelings that affect patients’ willingness &fprm their role in the service exchange and
their perceptions of quality of the service (Besind Bendapudi, 2007). The patient’s co-
creation role in health services is important bseatiis through their detailed and honest
description of the symptoms and their compliandd wie treatment that the desired outcome
can be obtained (Lanseng and Andreassen, 2007uNz0@9).

Furthermore, emotions have an important influendbe quality assessment of healthcare
due to the fact that consumers are sensitive toraaffecting their personal health

(Moorman and Matulich, 1993). Besides frequentlynbealready stressed when they come to



Medical (Service Recovery) Encounters

see the doctor, patients incur a certain leveiséfwhen receiving healthcare (i.e. when
procedures go wrong, they receive the wrong meditatr by being exposed to other
patients with contagious diseases while sittintheawaiting room) (Taner and Antony, 2006;
Wan and Kamazuraman, 2009).

Moreover, health services require high involvensnpatients as they relinquish their
privacy by discussing personal issues with thetheate provider that they would not discuss
with other service providers (Berry and Bendap@Q)7; Taner and Antony, 2006). Patients
also perceive themselves to be at disadvantageimical knowledge, which makes them
take other factors of the health service encounteraccount when assessing the quality of
this type of encounter (Gabbott and Hogg, 1996 eramd Antony, 2006; Wan and
Kamazuraman, 2009) such as the doctor’s “bedsideera (Berry and Bendapudi, 2007, p.
113). Therefore, it is important to understanddtierent aspects of health services that

influence patients’ expectations and evaluatiotedd of these encounters.

The doctor-patient relationship

The doctor-patient relationship is a crucial eletmetealthcare (Hensel and Baumgarten,
1988; Huiet al, 2004; Spake and Bishop, 2009). Given the crezlattidbutes inherent in
health services, the relationship between the GRlanpatient has an important influence on
patient emotions and satisfaction even well afterdncounter has occurred (Garry, 2007;
Michel, 2001).

Furthermore, the complex doctor-patient relatigmshaffected by diverse factors which
are determined through the interaction that tak&sepn the service encounter (Leventhal,
2008; Spake and Bishop, 2009). Patients’ percetid®dP competence (experience and
knowledge) (Brown and Swartz, 1989; Hensel and Bgartan, 1988) and patients’ level of
psychological comfort (Spalet al, 2003) prove to be important factors in the depeient

of trust and commitment of patients towards the(§pake and Bishop, 2009). Authors such
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as de Ruyteet al. (1999) found that empathy (i.e. understanding)ésmost important
attribute in healthcare. Understanding, concenilityi and congeniality shown by the
physician to the patient enhance their satisfaatiith the relationship and medical encounter
(Winsted, 2000). Also, Wilde-Larsson and Larssdd0@) found in a study in Swedish
primary care that the combination of competencegdgnterpersonal interaction of the
physician (i.e. information and empathy) and anfdig and private practice atmosphere will
contribute to a good quality assessment and pagémin intentions.

Moreover, the intimate and very characteristiefipersonal relationship that takes place
within health services encounters is going throtaghd changes due to increased competition
and consumer orientation (Leventhal, 2008). Thesaorerization of healthcare (Sage, 1991;
Laing and Hogg, 2002) and consumers’ increasingsscto knowledge and education (Laing
et al, 2005a) have started to shift the power balant¢ke GP-patient relationship as patients
start perceiving equality with physicians (Laietgal, 2005b). Furthermore, information
obtained through the Internet (Laiagal, 2004, 2005b) and online health communities
(Hogget al, 2004) have created the notion of an assumed werptent in consumers when
it comes to professional services such as hea#i{d&wholmet al, 2006).

Current research shows that the fragmentatiorirdadnation empowerment of the
healthcare consumer calls for a change in the vaigiis want the medical service encounter
to develop itself (Laingt al, 2009; Lainget al, 2005a). Furthermore, research by Hausman
(2004) and Charlest al. (1999) found that patients desire a shift fromubkeal paternalistic
approach (i.e. the doctor has a dominant role askksthe decision on his own) to a more
informative and negotiated approach. This meartspdigents look for a shared model in
which they can exchange information with the phgsiand have a more active role in the
treatment decision making (Charktsal, 1997). Further, patients seek to gain psycho#lgi

comfort (Spakeet al, 2003) and feel treated with dignity (Kenny, 1980order to have a
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more negotiated process in which the informatiochexge between patients and GPs can
flow naturally (Hult and Lukas, 1995). This in tumill help patients obtain the more
personalised and holistic medical attention thay theek (Berry and Bendapudi, 2007).
Patients’ desire for a shared model is compatilile the service-dominant logic (S-D logic)
framework (Vargo and Lusch 2004, 2008abc). S-Ddagjia promising new school of thought
within marketing. The approach suggests that atiganies are service providers with
“service” being the fundamental basis of exchaMg@go and Lusch (2008c) define “service”
as the application of operant resources (knowleahgkeskills) for the benefit of all parties
involved in the service exchange. According to $dic, companies cannot create value for
customers but can only make value propositionstlage:fore can only create the
prerequisites for value (Flint, 2006). Value is ayw jointly co-created with customers and
uniquely and phenomenologically determined by theeficiary (Vargo and Lusch, 2008c).
By contrast, goods dominant logic regards compaasese creators of value and customers
as users and/or destroyers of value. Applied tddadth context this means that patients
desire a shared model where GPs only make valymgitions and where patients and GPs
jointly create value. This brings along the needlaring information and to engage in joint
problem solving, which relies on mutual trust begwdoth parties in the co-creation process
(Vargo, 2008). This shared model should replaceptbeious paternalistic approach, which
resembles the goods-dominant view, with doctorsrgathe leading role making all the

decisions.

Service failure and recovery in health services

Service failures such as for example giving thengrdiagnosis or treatment can test the
doctor-patient relationship. These service failuesinevitable due to the nature of services
(Homburg and Fuerst, 2005). Bitretral. (1990) identified 12 categories of incidents withi

services industries which pertain to three mairugso These groups are knowncase
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service failureswhichrefer to a failure in the main service and serdekvery system of the
firm; customization failureswhich refers to failures in attending specialuests and needs
from the customer; anghacceptable employee behavigwehich refer to incidents produced
due to contact employee behaviour.

Customers may react in different ways after haexgerienced a service failure. They
may decide to either complain to the service prewa a third party, churn (i.e. find a new
service provider), engage in negative word of mauthiimply do not take any action at all
(Colgate and Norris, 2001; Gutbezahl and Hann, R0®&ording to Tax and Brown (1998)
and Chebagt al. (2005), considerable evidence suggests that tleepiage of dissatisfied
customers who decide to complain is low.

In healthcare services, customers are less liketpmplain because of the low power that
they perceive to have in the relationship (Goodavid Verhage, 1989). Doctors are perceived
as experts and patients become intimidated becdubeir lack of knowledge and difficulty
in assessing this service (Gabbott and Hogg, 1985y and Hogg, 2002). A study by Friele
and Sluijs (2006) showed that patients who compdaiso mostly for preventing the failure
from happening again.

However, it should be in the best interest of msyitution to encourage customers to
make a complaint because it gives the company paramity to redeem itself while
obtaining higher levels of customer satisfactiammmitment, loyalty and positive word of
mouth (Karandet al, 2007; Swanson and Kelley, 2001; Tax and Brov@98). For health
service organisations, service recovery may sasts@nd increase loyalty and positive word
of mouth of patients (Schweikhaat al., 1993). Service recovery, however, does not only
involve complaint handling, but also refers toialmediate efforts in response to a service

failure (Groenroos, 1988; Michel, 2001). These #éf@an be implemented to avert and
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resolve service failures before customers decidagther leave dissatisfied (without
complaining) or complain (Lewis and SpyrakopouR&01).

In addition, research elaborated by McCollough Bhdradwaj (1992) proposed the
theory of the service recovery paradox. This thgwoposes that customers who have gone
through a successful service recovery have higheld of satisfaction and repurchase
intention than in the case of not having experidrecservice failure at all. However,
subsequent and current research (McCollaetggd,, 2000; Magninet al, 2007; Michel and
Meuter, 2008) have shown that the service recopargdox is not a common event and only
occurs when the customer perceives that the sefiailcee is neither critical nor the service

provider’s responsibility.

Evaluating medical service recovery encounters
When evaluating the service recovery encountetpouers’ satisfaction will be determined
by the perceived fairness of the new exchange psoe Ruyter and Wetzels, 2000a; Tax
and Brown, 1998). Tax and Brown (1998) and €aal. (1998) proposed that customers use
three dimensions of justice to determine theirsattion with the service recovery encounter.
These dimensions concern the fairness of the acttoey have to carry out to gain
compensation (i.grocedural justicg the interaction and treatment received from the
contact-employee (i.énteractional justicg and the received compensation for the failure
(i.e. outcome justice

In a health service recovery context, Dasu and (R889) identified that patients use two
types of expectations when facing these encountéese arevill expectationswhich are
their predictions of what the hospital will do t@nage the complaint; asthould
expectationswhich are the customers’ ideal resolution ofgh&blem. Furthermore, Mattila
and Cranage (2005) identifiaaformational justiceas a fourth dimension influencing

satisfaction with service recovery. They argued tdoaasumers reduce attributions of blame to

10
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the service provider if they receive accurate imfation and choices. As a result, consumers
perceive that they have more control over the outof the encounter (Mattila and Cranage,
2005).

Consequently, Friele and Sluijs (2006) found #ratmprovement in the system will
satisfy patients’ sense of justice. They also shibtliat a fair and respectful treatment,
physicians’ assumption of responsibility, an explaon of what happened, an apology and an
effort by the physician to restore the doctor-pdtielationship are part of complainants’
expectations within the service recovery encouint@ealth services. Patients expect
responsiveness and an explanation, and they hewédoaV expectations of service recovery
efforts provided by public-hospitals because treggard them as bureaucratic and complex
entities (Dasu and Rao, 1999; Gutbezahl and H&#16)2

In addition, Priluck and Lala (2009) suggest t@hpensation after a service failure
should be determined by contact employees anddradeording to the different levels of
expectations that customers have after a servieedaConversely, Wirtz and Mattila (2004)
argue that compensation may neither alleviate fiieets of a poor recovery effort nor
increase the levels of satisfaction when a goodvery process has taken place. Likewise,
Friele and Sluijs (2006) found that only a smaliceatage of complainants in healthcare
(7%) complain in order to get compensation.

Moreover, courtesy, empathy and quick reactiosetwice failure are among customers’
requirements for a successful service recoveryameo (Hocutet al, 2006). Emotions will
also influence the perceptions of the outcome imice recovery encounters (Varela-Neata
al., 2008). As Berry and Bendapudi (2007) explainedignts are in dread when going to the
medical encounter. After a service failure, negagwmotions will influence complainants’
perceived justice and evaluation of the recovefyresf (Varela-Neiraet al, 2008). Severgt

al. (2008) proposed that a hospitality centric phif@spcan improve patients’ experience in a

11
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hospital setting while diminishing their emotiorfd@ar and stress. They further argued that
this experience improvement through hospitalitycpcas may help patients regain their
health. Moreover, research by Ashatlal. (2005) showed that service recovery performance
within a public hospital setting will be positivedffected by the empowerment that frontline
staff have; the presence of an effective teamwaowkrenment; clear information and
guidelines for employees to perform their rolehia encounter; and the level of affective
commitment that staff have towards the hospital.

Rod and Ashill (2009) found that employees’ sexviecovery performance will be
positively influenced by the job resourcefulnessttof contact employees, the amount of
received training they have and the rewards tegt thay obtain for good recovery efforts. In
contrast, healthcare hospital staff may perceiveicarecovery efforts as an extra-role
activity that would distract them from their regutasks, for which they need to be really
focused due to the inherent high risk and techrd&culty involved in the performance

(Gutzebahl and Haan, 2006).

Research objectives

A review of the literature has established thatdésired attributes and behaviours that
patients would like their GPs to have during meldjsarvice recovery) encounters have not
been addressed in depth. There is further a lacksafarch focusing on the benefits that the
attributes and behaviours of GPs create for patiéating medical (service recovery)
encounters.

The objectives of this research #nerefore: The first objective will be to uncoverda
understand the desired qualities and behavioutgp#ieents believe GPs should have in
medical (service recovery) encounters. It is imgroirto understand patients’ needs and
desires in order to obtain a valuable in-depthginisinto what consumers consider as

important attributes in the GP-patient interactida.mentioned by Olson and Reynolds

12
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(2001), uncovering the desired attributes thatarasts want in a product or service is the
first step in order to understand the reasons vamgemers make decisions. Subsequently,
this will then result in recommendations that cafpfGPs recover patients’ trust while at the
same time improving the performance in serviceveppencounters (Berry and Bendapudi,
2007).For this purpose, we will obtain attribute-consemevalue chains (A-C-V) using
means-end theory in order to develop a Hierarchiesle Map (HVM) of the attributes and
needs desired by patients. This will help to ilatt the qualities and behaviours of GPs that
patients value in a medical (service recovery) exinby showing a map of interconnected
concepts (Grunest al, 2001). The illustration will help see how diet concepts are
related to each other and the amount and streridjttkages between them (Bryman and
Bell, 2007).

The second objective will be to reveal the bereftught by patients in a medical (service
recovery) encounter. As benefits are the reasonsamtertain attribute is important (Olson
and Reynolds, 2001), it becomes of significanceelioit and understand the different
consequences sought by patients and how theseitsefinether connect to different values.
Through this, the elements that determine patidrglaviour can be understood and used to
determine a better way for motivating patients dket their part in their co-creation role
during service recovery encounters (Berry and Bpadia 2007).

Answering these questions will further the heaénvices literature, satisfy the need to
understand patients’ traits, circumstances, neaad,desired attributes in service recovery
encounters; and uncover possible marketing imphica that can help GPs in order to
maintain patient loyalty and improve the performamt service recovery encounters (Berry

and Bendapudi, 2007).

13
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Methodology — Using the laddering technique to invaigate GP qualities and behaviours
For this exploratory research study the semi-statizied qualitative laddering interviewing
technique (Reynolds and Gutman, 1988) was regasieth appropriate research method as it
allows researchers to gain a deeper insight intoraler-developed research subject. Using
laddering, researchers are able to examine thauomerss individuality in depth while still
producing quantifiable results. Laddering is espiécuseful for understanding qualities and
behaviours and for exploring individuals’ opinioastitudes and beliefs (Veludo-de-Oliveira
et al, 2006). Laddering usually involves personal setairdardized in-depth interviews
where interviewees are given the possibility toregp freely and answer questions in their
own words (Olson and Reynolds, 2001). The technipses its approach on means-end
theory, which Grunert al. (2001, p. 63) describe as “one of the most pramwisi
developments in consumer research since the 19808 theory states that values or
desirable end-states are the key drivers of conslrcigoice patterns (Gutman, 1982). In
other words, thattributesof products or services (“means”) represent méamashieve more
important desiredonsequencesvhich in turn are other means to achieve an ali@value
(“ends”) (Olson and Reynolds, 2001). In this resbave suggest that the ability of a patient
to attain his personal goals and values (ends)rils® a certain degree on the qualities and
behaviours of GPs (means) during medical (senacewvery) encounters.

Since its development, the laddering techniquebleas used in marketing studies of a
variety of consumer goods, brands and servicesufietle-Oliveira, 2006). Recently,
laddering has been used successfully in domairts asicelationship marketing (Paatlal,
2009), sales management (Deeter-Schraed, 2002, 2008), business-to-business
relationships (Henneberd al., 2009), services marketing (Gruletral, 2009ab; Grubest

al., 2006), and higher education (Vadsal, 2007).
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During the laddering process interviewers ask mghuestions to reveal structural
relationships between attributes, consequencesdaby those attributes, and personal
values or goals that the consequences reinforeghiBopurpose, interviewers repeatedly ask:
"Why is attribute/ consequence/value xyz imporiaybu?, with the answer to this question
serving as the starting point for further questigniThe aim of the sequence of probing
questions is to identify cognitive relationshipspefsonal relevance to the respondent
(Gengler and Reynolds, 1995). For higher level eqnsnces and values, Reynaidisl.

(2001) suggest that interviewers should also aglstipns such as “How does that make you

feel?”

Data collection

Sample size and sampling technique

Reynoldset al (2001) suggest that approximately 20 respondsrtsubgroup can provide
researchers with sufficient data to gain signiftaamderstanding of the main desired
attributes, consequences and values of productscee or people. Thus, 20 interviews were
conducted among respondents who had experienaadiaesrecovery encounter with their
GP in the UK while 18 interviews were conducted agoespondents who had a normal
encounter (i.e. no service failure experiencedpv@rall sampling, which consists of asking
recruited respondents to refer subsequent panitsghat share the characteristics desired for
the research (Malhotra and Birks, 2006), was usedentify respondents. This non-
probability sampling technique, which has been wextessfully in similar service research
recently (Grothet al, 2009), allowed us to gain access to more resgggusdvho shared the

sought characteristics for the subgroups of thudyst
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Sample characteristics
Most respondents were postgraduate students, widtverage age of 30.1 years for the
normal encounters subgroup and 25.4 years forettw/ery encounters group.

We tried to maintain balance between the gendamsspondents in order to avoid bias in
the overall results due to gender differences lnevareferences (Rokeach, 1973). Therefore,
the gender distribution across subgroups was d¢mhle and 9 male respondents for the
service recovery encounters and of 7 female anddl& respondents for normal medical

encounters with the GP.

Combining CIT and laddering
The critical incident technique (CIT) (Flanagan54Pwas used as a “warm up” technique
before the actual laddering interviews started. itlea@ behind this procedure was to establish
rapport with respondents by showing them that weewgenuinely interested in their personal
experiences and to prepare them for the followaagléring interviews. During the CIT phase
of the interview, respondents were asked to reisalinost recent encounter with their GPs
(either normal or failure/recovery encounters) exgpeed within the last twelve months. The
focus on the last 12 months was necessary to avoieduce biases and mistakes in the
responses and description of encounters due toatbgage of time since the encounter
(Gremler, 2004; Ramsaran-Fowdar, 2008). Typicaliserfailures mentioned by respondents
of the recovery subgroup were: GP did not ask tinginty about patient symptoms and gave
the wrong diagnosis; GP was not able to diagnos@diient's problem and gave the wrong or
ineffective treatment; GP showed indifference awuk lof interest during the interaction.

After that we asked respondents to elicit theitjgaland behaviours (attributes) that they
would expect their GP to have in either (a) a nomwngb) a service recovery encounter. In
case respondents elicited 5 or more attributey, wWeze asked to rank them in order of

importance so that we were able to start the ladgghase of the interview with the most

16



Medical (Service Recovery) Encounters

important attributes (Reynolds and Gutman, 198&t&eSchmelz, 2002, 2008). After this,
variations of the question “why is it importantyiou?” were used with the purpose of helping
respondents elaborate and uncover the underlyingecuences and values behind a certain
mentioned attribute (Reynolds and Gutman, 1988 process was repeated until the
respondents either reached the value level or wakle to give further answers. The

interviews lasted between 15 and 78 minutes (40Bdites average) in total.

Data analysis

Once the information was obtained from the intemgiecontent analysis was conducted in
order to extract¢hunks of meaning(Gruberet al, 2006, p. 627jor the development of
meaningful categories (Reynolds and Gutman, 1988).laddering data were then classified
into attributes, consequences and values anddatered into the LADDERMAP software
(Gengler and Reynolds, 1993) for further analybinge following tables give an overall view
of the 12 attributes, 18 consequences and 10 valig#ed the most often by both subgroups
together with a brief description of each constarad the number of times the concepts were

mentioned in the ladders by each subgroup.

Table 4 shows that a total of 375 ladders wereect#dd from the laddering interviews and the
38 respondents provided between 5 and 26 laddels wi&h an average of 9.9 ladders per
respondent. The longest ladder consisted of 10emia®f meaning (attributes, consequences,

and values) and the shortest 3, with an averagerof
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By comparison, previous laddering studies by Gretbeid. (2009b) and Vosst al. (2007),
collected on average fewer (5.6 and 4.3) and dleder (2.9 and 4.8) ladders per respondent.

After generating summary codes, the LADDERMAP wafe was used for building
implication matrices for each subgroup. These medrshow the amount of direct and
indirect links that a certain element has with Aeo{Deeter-Schmelet al, 2002, 2008,
Reynolds and Gutman, 1988). While direct relatigpsiamong concepts are the times one
attribute or consequence is connected directiyatheer attribute or consequence, indirect
relationships are the times one attribute or comsece is connected to another concept but
with another element in between (Gruberl, 2006; Reynolds and Gutman, 1988).

Next, a so-called Hierarchical Value Map (HVM) wasld for each subgroup with the
data from the corresponding implication matrice¥Ms$ illustrate the most important
concepts of meaning in a graphical form for furtimerpretation. For this purpose,
researchers have to decide on a suitable cutaadf.|€or example, a cut-off level of 1 means
that every connection between constructs mentibyaespondents is graphically
represented. The resulting HVM is “a mass of liakdg concepts that usually is
unintelligible” (Christensen and Olson 2002, p. #8%e higher the chosen cut-off level is,
the more linkages and constructs of meaning wslhpgpear and the more interpretable the
map will become. However, if the cut-off level @thigh, too many constructs will have
disappeared and the resulting map will not be @stttng. Researchers, therefore, have to find
a balance between data reduction and retentiongl&meet al, 1995) and between detail and
interpretability (Christensen and Olson 2002) tate a clear and expressive map with
sufficient information. A cut-off level of three waletermined as most suitable as it provided
us with the most important information from thealaet while reaching a balance between
data reduction and retention. This cut-off levelmethat the linkages between elements

must have been elicited by at least three respasdeiorder to be shown in the HVM.
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Results
The HVM in Figure 1 shows a very complex map forrbggatients as they try to reach the

desired outcome of getting healthy in a medicaliserrecovery encounter.

In service recovery encounters, patients want {a&is to show empathy, be professional and
friendly, have good communication skills, and bepetent in order to build trust in their
abilities and willingness to help patients. GPs a0 build trust with patients (although not
directly) by showing empathy. By perceiving thats&Pow interest and understanding
(“empathy”), patients feel that they are being takeriously. This process builds trust in the
doctor-patient relationship. Once patients feel thay can trust the doctor, a sense of
comfort and feeling of being cared for can be olser

The feeling of relief or comfort, which respondenbtain mostly by developing trust in
the physician, is also directly influenced by tleeessibility patients have to the GP after a
service failure has occurred. Furthermore, thébaittes of responsibility, professional
behaviour and active listening influence this cousmce indirectly. This suggests that after a
service failure, patients want their GPs to ackmalge and take responsibility of the
complaint in order to feel that their problem ikdaa seriously. By listening actively to
patients, doing checks and following professioredidviour, patients also believe that GPs
will determine the right diagnosis. These consegasrt‘take problem seriously” and
“diagnosed correctly”) influence the patient’ réleg stress and worry.

After examining the linkages between elementstetidoy respondents, it seems that the
sense of comfort and trust in the physicians hefients to open up about their ililness and
take their part in the co-creation of the effectreatment that GPs would determine.

Furthermore, the consequence “feel cared for” hetsomg influence on reaching an effective

19



Medical (Service Recovery) Encounters

treatment. In this regard, the consequence “effedteatment” is one of the main benefits
sought by patients in this type of encounters. Duhe fact that most of the service failures
elicited by respondents were core service failutesyespondents’ main concern in the
service recovery encounter was getting an “effediigatment” in order to solve their medical
problems. Thus, we decided to name this consequeffegtive treatment” as it was the
solution that was mostly elicited by respondents.&ministrative service failures (e.g.: non
availability of patients’ records, wrong appointrhseattings, etc.), we created the code “get
solution”. However, only 2 respondents experientesitype of failure and hence, this
construct was not mentioned enough times to appehe HVM.

Furthermore, “feeling cared for” (direct influenc&open up” (direct influence) and
“feeling comfortable” (indirect influence) are th@in consequences that lead to receiving the
effective treatment which in turn will result ingtlattainment of health. Health is the main
value or end state sought by patients when requive@alth services (Gabbott and Hogg, 1995,
1996; Laing and Hogg, 2002; Lytle and Mokwa, 19%2)en though the map shows a strong
link between effective treatment and health, thietas also perceived to be obtainable
through the prevention of illnesses (“prevent”gefing understood” and a “negotiated
process” between GPs and patients during medicaktseecovery encounters. When GPs
are informative, patients gain knowledge which Wwelp in the development of an effective
treatment and in the prevention of future illnesses

Effective treatment also leads to patients “nostimg time” in coming back to the doctor
again. This will give patients the opportunity tmdve on” to achieve their goals in life
(“accomplishment”) and to feel safe (“safety”) snbey perceive that they are in good hands
and not at risk of catching further diseases wivaging for medical attention.

The value of “health” leads to the attainment iffedent values as patients perceive that

they need their health in order to move on andagkbo their normal lives. This implies
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going back to family and social life (“belongings8sbut it also leads to the sense of feeling
good and having a long life (“well-being”). Thetktwill in turn lead to going back to work,
study and achieve goals (“accomplishment”). Throtinghachievement of goals, people feel
that they can fulfil all their dreams and needelfsealization”) and also enjoy life
(“hedonism”). Moreover, the HVM for the recoveryogmoup suggests that patients want to
feel that their complaint makes a contributiondoisty and avoids others to go through the
same (“altruism”). If GPs demonstrate “respondigilipatients will perceive that their
complaints are helping to “improve the system”.pagients feel that they help others, they

feel better about themselves (“self-esteem”) as. wel

The HVM for the normal medical encounter subgroagnayed in Figure 2 shows a map,
which can be interpreted more straightforwardlye Tinost important attributes for patients in
a normal medical encounter with a GP are competénerdliness, being informative, and
empathy. These attributes are important to patienthem to feel comfortable with the
doctor and to feel understood. Especially “friendfs” has a strong link with the
consequence “feel comfortable”.

Furthermore, the main consequences for this sulpgrce “feel comfortable”, “trust”,
“open up”, “effective treatment”, “feel cared forfeel understood” and “diagnosed
correctly”. These follow an order before reachihg value of “health”. Once patients feel
comfortable, they gain confidence and trust in@igs abilities, which will lead to them
opening up and expressing themselves freely abeutdondition. This has a strong link to
getting the right diagnose which will lead to trenbfit of an effective treatment. The latter

has the strongest link to the “health” value.
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By showing empathy towards their patients, GPsneake their patients feel understood,
which also helps them express themselves (“opeh Ag”a consequence of this, patients get
the sense of feeling cared for and that someotiere for them, relieving them from worry
and dread and making them feel safe (“safety”). ddwer, “feel cared for” has also a strong
link with “health” as respondents mentioned thatethey feel cared for, they believe that
they will get healthy.

Just as for the recovery subgroup, health isalgateway for patients in order to move on
with their lives and satisfy other needs or val@@sce health is achieved, patients feel that
they can go back to their families and social lig#®longingness”). Furthermore, they also
feel good and that believe they will have a lorg (fwell-being”). This will, in turn, make
them feel better about themselves (“self-esteemd)go back to the pursuit and achievement
of goals (“accomplishment”). The latter successibmalues helps respondents in getting the
best out of life (“self-realization”). However, semespondents of the normal encounter
subgroup feel that they can reach satisfaction tmegget what they expect from the medical

encounter with the GP. They reach this end stataigh “feeling treated as individuals”.

Discussion
The presented findings suggest a very complex thatvpatients have of medical (service
recovery) encounters with GPs. Not surprisinglgeréing an effective treatment with the
consequence of getting healthy is at the centpatént desires. This coincides with previous
research by Gabott and Hogg (1996) and Laing argH2002), which suggest that a good
core service outcome is the most essential consegusmught by patients.

However, due to the credence attributes of thps ©f service, patients have difficulties in
assessing the competence of doctors and the tetlguiality of the outcome (Padregal,
2009). Hence, they will look for signs of interactal quality in order to assess the

competence of GPs and to develop trust in thelitiasiand the outcome of the encounter
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(Hausman, 2004; Reidenbach and Sandifer-Smallwiffl)). The concepts depicted in both
HVMs for normal and service recovery encounterggeggthat it is mostly through
interpersonal interaction attributes and behaviofixGPs that patients develop trust and a
sense of comfort within the medical (service recgyencounter. In order to understand how
patients perceive a doctor to be competent, wedaggondents how they would identify
this characteristic. Most respondents answeredGRat would give this impression by being
informative, speaking about their experience arck@waund, having a confidence tone of
voice and by listening carefully.

Other interpersonal interaction attributes sucfriaadliness, empathy, and professional
behaviour also influence the building of trust betw doctors and patients. As Brown and
Swartz (1989) and Spake and Bishop (2009) pointtbatinteraction has a significant impact
on patients’ quality perceptions in this type afvéee. The findings of our study are also
consistent with research by Hausman (2004) whictiuetes the influence of interpersonal
relationships on the outcome of encounters andnibtévation of patients to follow the
treatment provided by the doctor. As Chestedl. (2000) and Mattila (2004) found, trust is
one of the key elements in order to evaluate sem@formance and reduce perceived risk in
services. Interestingly, the findings of this resbacontest findings by Shemwell al. (1994)
which showed that trust did not significantly maaterperceived risk in primary care. Our
research findings, however, suggest that onceitribe physician is developed by patients,
the latter are more willing to open up and disdussly the details of their problems. This, in
turn, will help GPs to make the right diagnosisegihe right information (health advice
and/or feedback) and develop the effective treatmeeaded in order for patients to regain
their health. As data by Laing and Hogg (2002) alsggest, the usage of interpersonal and
process of delivery quality for assessing healtlises is different than in other professional

services (e.g. legal and finance services) in thet®nal involvement by patients in
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developing the confidence (“trust”) that doctorséghe right knowledge and their best
interest at heart. On the other hand, the desinetbme “Health” is perceived by the
respondents as being the gateway or requirememtiar to move on with the achievement of
other values and goals in their lives. Consequenitly Maslow’s (1970) hierarchy of needs
and theory of motivation, health is part of the @bjogical needs and is considered as a
starting point in the satisfaction of needs bywmdlials. Patients perceive that once they
regain their health they can go on with the diffeéra&ctivities of their everyday life.
Furthermore, respondents also want to satisfy Ha#ety needs. The empathy looked for
in a doctor is an antecedent to the developmerdpdort and feeling understood (Macintosh,
2009). For the respondents of this study, this dweigs them to open up, feel like at home
and cared for (Pawt al.,2009). This sensation is linked to a feeling ahgen safe hands,
secured and protected, which satisfies the satygsof the individuals (Maslow, 1970).
Our findings also corroborate previous researcfsalgbott and Hogg (1996) and Padma
et al. (2009) that showed that the attainment of heal@nfeature that is expected by patients
and is usually taken for granted. If present, teractional quality will be the main influence
on satisfaction with these encounters (Brown andr&y1989). However, if it is not present
good interpersonal quality won’t be able to redekenfailure (Gabbott and Hogg, 1996).
Previous research by Jayanti and Whipple (2008)stdhat the likeability of the physician
had an impact on patients’ satisfaction or diskatt®on with the encounter. They found that
physicians that were perceived to be more likebplpatients had poorer ratings than non-
likeable physicians in cases of failure. In thise@rch, the HVM for the normal subgroup
shows that the end state of satisfaction is presgeatconsequence of being treated as
individuals. As a result of opening up and trustjek are consequences of the interaction and
competence of the GP, patients feel treated asithdils who are at the same level as the

physician.
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Nevertheless, patients look for more attributes laenefits in the GP-patient encounter
after experiencing a service failure. This may be tb the fact that the zone of tolerance of
individuals varies according to situational fact@sithamlet al, 1993) and narrows after a
service failure (Hoffman, 1995; Wew al., 2004). In health care, the complexity of the
needs desired by patients and the level of impoet@ttached to having health in life make
the zone of tolerance smaller for this type of g@wn comparison to other services industries
(Taner and Antony, 2006). Moreover, the high lesfemotional involvement, trust and
affective commitment inherent in health servicesr( and Bendapudi, 2007; Hoggal,
2004; Mattila, 2004) also reduces customers’ lewétslerance for service failure in this type
of encounters (Mattila, 2004). Given the fact tinat likability of the physician will impact
the perceptions of overall quality in case of avieerfailure within health services (Jayanti
and Whipple, 2008), patients may look for moreilatttes and benefits from the interaction
with the physician in order to regain trust, whishimportant for the continuation of the
relationship (Shemwed#t al,, 1994). Thus, the findings of this research supibe result by
Mattila (2004) who showed that recovery effortshase types of circumstances — services
with high emotional involvement, affective commitmi@nd trust — should be higher as
customers expect more in the case of service &slur

Our findings also show that competence has ag#morole in the building of trust in the
recovery encounters than in normal medical encesintéis is similar to what Jayanti and
Whipple (2008) implied in their research as pasambuld be willing to trade off likeability
for competence in the healthcare setting. Theskngs seem to partly concur with the
conclusions given by Friele and Slujis (2006). gmeement to their findings, the HVM for the
recovery subgroup shows that patients want totfegtlthe handling of their complaint will
improve the system in order to avoid it from happgrio someone else. Friele and Sluijs

(2006) also found that only a minority of the compénts in a hospital setting will look for
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financial compensation in case of a service failGieilarly, none of the complainants in our
study seemed to be interested in a financial ngiob. Instead, complaining patients were
mostly concerned with getting the right diagnosid affective treatment, which, in turn, are
antecedents to regaining health.

Furthermore, patients also look for the consegeétmeated as individual”, by which
respondents’ referred to being treated fairly, Bkeindividual and at the same level as the
physician. This consequence can be considered pab®f the construct of perceived
interpersonal fairness that is sought by individuhlring the service recovery encounter (Tax
et al, 1998). The attributes elicited as antecedentsisfconsequence are part of the
elements identified by Tax and Brown (1998) in pinevision of interactional justice.

Moreover, patients in this study expect their @Pact professionally by doing the
necessary checks and following a proper conduceéimd. They also expect them to take
responsibility, be accessible and provide with egotiated process” during the encounter.
These elements can be considered as part of thedaral justice construct described by Tax
and Brown (1998), Tagt al. (1998) and Colquitt (2001). Regardless of not penmentioned
as an end states or values sought by patientpyéisence of attributes like taking
responsibility (Tax and Brown, 1998), accessihilgyoper checks and procedures conducted
(Taxet al, 1998) and the sought consequence of havingae wiand influence on the
outcome (Colquitt, 2001) imply the presence of prhaal justice.

Another noteworthy finding of this research is glniesence of the constructs “gain
knowledge” and “negotiated process”. Gaining knalgke through health advice and
feedback from the physician seem important to ptien both types of encounters since they
give patients a sense of control and help themegmteliness and stay healthy. The sense of

control and the perception of having received prd@edback about their condition can be

26



Medical (Service Recovery) Encounters

interpreted as part of the elements that providesiduals with informational fairness
(Colquitt, 2001; Mattila and Cranage, 2005).

Additionally, some patients want to feel that fimglan effective treatment is an outcome
of a negotiated process with the doctor. The pr@sehthe latter and the feeling that they
take an active part in the decision have an impagiatients’ self-esteem. Conversely, the
findings seem to point out a fragmentation in traywatients want the medical service
encounter to develop itself (Laireg al, 2009; Lainget al, 2005a). On the one hand, patients
appear to want to gain and exchange knowledgethétidoctor by having a negotiated
process and compare the information with the oatttiey already have (Newholeh al,
2006). On the other hand, the majority of patietitswant the doctor to know more and
come up with the final interpretation of the infation and decision on the effective
treatment to follow (Laingt al, 2004; Laing and Hogg, 2002).

Our research findings also show the influence tt@ttonsumerization of healthcare
(Sage, 1991), the empowerment of consumers thrthegbain of knowledge (Laingt al,
2005a) and the need to feel treated with digmity as an individual (Kenny, 1990) have on
the growing need of patients to get a different anmile negotiated approach rather than the
paternalistic model in this type of service enceuifCharlest al, 1999; Hausman, 2004;
Laing et al, 2005b; Newholnet al,, 2006). By getting patients to “feel understoadd
“treated as individuals”, GPs may provide the psjyapical comfort and well-being
according to the patients’ needs (Spakal, 2003). This in turn, will help the information
flow between the patient and the GP (Hult and Luk8985) and provide the holistic attention
sought by patients (Berry and Bendapudi, 2007).

Finally, the importance given to the accessibiityghe GP by respondents (especially in
service recovery encounters) suggests that theuateros assessed holistically. Factors like

the waiting periods and the ease of contact of@Rewhich are apart from the interaction of
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the encounter, have an influence on both the ouwtaninthe encounter and patients’
satisfaction (e.g. Gabbott and Hogg, 1996). Outysthows that the attribute “accessible”
appears to have an influence in the sense of comhfar respondents desire to obtain and

hence, will also influence the development and auie of the medical encounter.

Summary of findings and possible implications for ®s and health organisations

The research findings present the qualities and\ebrs of GPs that patients desire in
medical (service recovery) encounters. These campricomplex and broad set of attributes
which produce a series of consequences soughttlenfsain order to regain trust, comfort
and ultimately their health. GPs should especiatiyk on different aspects of their
behaviours for enhancing the interactional qualitthe encounter. As the HVMs for the
normal and recovery subgroup show, interactionalityuis important in order to achieve the
effective treatment or solution.

In case of a service recovery encounter, respasdatieve that GPs need to show
competence, friendliness and empathy in orderdtre trust in them. As mentioned, GPs
can give patients the impression of being compdigrspeaking about their experience and
background, having a confidence tone of voice anliskening carefully to what their
patients have to say. As listening is a skillahde learned, taught, enhanced and evaluated
(de Ruyter and Wetzels, 2000b; Ramsey and Soh¥))1@Ps could improve their listening
skills by using the following training activitie&Ps should be trained to improve their
capability to analyse messages and interpret tioerect meanings. Therefore, they have to
increase their knowledge base by including scapts$ cues to their repertoire. For GPs to be
able to respond better to patients, they have bhamce their verbal communication skills and
to improve their patience and adaptability. GPsleam all these skills through role-playing
and several other training tools. They should ttheir active listening skills throughout their

career and not only during the initial trainingiper
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GPs are also expected to show interest in andrsiraeling (empathy) of their patients’
problems and be friendly and courteous to them. éRgdisplay the appropriate and
demanded emotions by practicing ‘emotional labgshforth and Humphrey, 1993). GPs
can practice emotional labour either through serfacting or deep acting. Surface acting
means that they pretend to have certain emotiohishvthey do not truly feel, by displaying
certain desired facial expressions, voice toneggestures (Ashforth and Humphrey, 1993).
Recent research by Grathal. (2009), however, showed that customers can idefdigned
emotions to a certain degree, which makes surfetiggaa problematic strategy. The
recognition of faked emotions will then negativeifluence customer perceptions as they
will not believe that the employee is sincerelyeneisted in them and their problems and they
will not feel taken seriously. By practicing deegtiag, GPs may sincerely try to change their
emotions so that they can play their role succigsithey can either try to evoke (or
conceal) certain emotions or use thoughts and isnagelicit certain emotions. GPs cannot
engage in deep acting during the medical (serd@cevery) encounter but they could still try
to change their emotions and genuinely feel whaiptitients demand them to feel before the
encounter takes place. For example, if they aeebad mood they could spend some time on
actively invoking “thoughts, images, and memor@stuce the associated emotion
(thinking of a wedding to feel happy)” (Ashforthcahlumphrey, 1993, p. 93). GPs can also
take part in empathy training or use perspectikmtptechniques (Grotét al, 2009).
Perspective taking is a cognitive skill that allawdividuals to understand another
individual’s point of view (Davis, 1980). Reseatmy Parker and Axtell (2001) has revealed
that perspective taking is positively associatetth \watience, reasonableness, and sensitivity.

GPs should also do the proper checks by followimgspectful and ethical professional
behaviour in order to find the root of the probldfarthermore, respondents want their GPs to

take responsibility for the problem and give aificsttion of what happened. Even though it
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is not likely to get a proper admission of medivastakes due to legal barriers (Friele and
Slujils, 2006), an explanation of what happened asicthowledgement of patients’ condition
will give patients the impression of being takeri@esly. This will improve the quality of the
interaction during the encounter. In the case addministrative mistake, the
acknowledgement of wrongdoing and taking of coiveamneasures will give the patient the
sensation of making an improvement in the systems 3ensation and the perceived
responsiveness will impact on customers’ assessofi¢hé encounter (Hocugt al,, 2006;
Mattila and Cranage, 2005; Williane$ al, 1995) and satisfy respondents’ desire to help
others and contribute to society (Friele and SuRI006).

Moreover, respondents would like to gain knowledhgeut diseases in order to prevent
them from happening again. GPs could help patierttss regard by providing them with
leaflets, reading lists, website addresses or kyngehem in contact with self-help groups if
necessary. Patients also desire to have some askosetrol over the decision of the
treatment and a more active role in the encoumerti@atment, which calls for a shared
model in the process of treatment decision mak@itafleset al, 1999). Through this type of
approach, a two way interaction in which patiemd physicians exchange information and
discuss all aspects that are relevant for the ecrmaking occurs (Charles al.,, 1997;

1999). Thus, patients will feel that they have aerarctive role in the encounter and that the
decision is made together with the physiqi@harleset al, 1997).

Patients’ desire for better accessibility and srarvaiting times calls for management to
find ways to improve access. In order to do thianagement should also consider that
respondents desire GPs to take time to listeneimtimot be dismissive and inform them of
their condition. Therefore, shortening time for tBB-patient encounter is not a suitable
solution. Time is an important resource for GPslitain a favourable outcome and re-

establish the relationship with the patient. Espécivhen GPs want to make a diagnosis they
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should follow the good practice set by the Mayaicland take whatever time is needed to
collect all the required information to avoid rusito conclusions that could later endanger
the patient’s health (Berry and Seltman, 2008).

As previous research by Rod and Ashil (2009) hasvs, the increase of job resources is
important in order to avoid burnout in employeed amprove service recovery performance.
Therefore, the design of special customer servickiateraction training programmes can be
a possibility to improve physicians’ performancehe medical (service recovery) encounter
with patients. By enhancing their interpersonalitis, physicians can make better use of the
time they have with patients. Even though someatschay be reluctant to have such
training programmes (Laing and Hogg, 2002), analgsid explanations of its benefits should
be provided in order to prevent GPs from thinkingttthese programmes would only be a
distraction from their core responsibilities.

Additionally, patients’ views should be taken imtmnsideration when developing
benchmarking processes and improvements. Prevesesurch by Guven-Uslu (2005)
revealed that patients’ expectations in the UK wereconsidered in this process. Therefore,
listening to patients’ feedback is of importancetasakes them feel that their problems are

being taken seriously and that they are contrilgutinthe improvement of the system.

Limitations and directions for further research
Like all research studies, this project has sevamatiations as well. First, even though we
aimed at recording information in an unbiased mgnme are aware of the fact that there is,
always the possibility of interviewer bias when doating personal interviews. We have
therefore tried to minimise personal leanings aoidmfluence respondents to give a hoped-
for answer.

Second, the study only involved respondents fromlarge metropolitan area in the UK,

which means that the results cannot be generdiegdnd this group. However, it also has to
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be said that the potential for generalizability o@ver be achieved in any one study, but is an
empirical question that requires comparisons ouféerdnt studies (Greenberg, 1987). Thus,
what is now needed is similar research with difiésample populations. Results from these
studies could then be compared and differencesiamthrities revealed.

Most interviewees were in the age group of 218ddhly two respondents were older),
which would classify them as young to middle agatigmts. According to Drain (2001), age
has an influence on the assessment of qualityeiptimary care medical encounter since
young patients are more judgemental of the quafithe interaction. Previous research by
Gabbott and Hogg (1995) also identified other eis{e.g. women with family and the
elderly) having different expectations and assesswiemedical encounters. As age, gender
and socioeconomic factors are characteristicstiflaence quality appraisals of healthcare
services (Padmet al, 2009; Kemppaineat al, 1998), further research should find out if
these variables have an impact on the qualitiedbahdviours of GPs that patients desire
during medical (service recovery) encounters.

Hierarchical value maps also only display assamiatbeyond a specific cut-off level,
which means that associations have to be mentiop@dcertain number of respondents in
order to be graphically represented. However, éberetheoretical nor statistical criteria exist
that help researchers decide which cut-off leveytbhould choose (Grunert and Grunert,
1995), further research might try to develop thageria.

Further research could also investigate whetheemaexpectations differ greatly from
what GPs believe patients want. In this connectmer et al. (2000) suggest that service
providers may not always know their customers’ merquality expectations. Similarly,
Mattila and Enz (2002) revealed a large gap betweestomer and employee perceptions
regarding service quality expectations. In a headile context, Fottlest al. (2006) and

Wisniewski and Wisniewski (2005) suggest the existeof a gap between the patients’ and
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staff's perceptions of reliability attributes anctwal service delivery. Further, physicians
perceive patients’ expectations to be lower thay tieally are (O’Conncet al, 1994; O’
Connoret al, 2000). Consequently, fellow researchers coukhwew both GPs and their
patients. The resulting hierarchical value mapgdbighlight different views and compare
patients’ and GPs’ perception of the service repppeocess. Insights gained could make
GPs aware of differing perceptions and identifyaarfor training. GPs could also use
hierarchical value maps to segment patients atallty behavioural strategies to different

patient groups.

Conclusion
This paper gives a valuable first insight into tlesired qualities and behaviours of GPs
during medical (service recovery) encounters. Qwdifigs show that laddering provides
researchers with a research design, which unlo@ensiend considerations otherwise hidden
from quantitative research. Several concepts tieakmown from the literature such as “trust”,
“competence” and “effective treatment” were idartifand their importance was reinforced.
Although earlier service recovery research in ofegvice industries have arrived at similar
findings, few have attempted to examine what liglsitd the attributes of “Empathy”,
“Competence” and “Friendliness” that customersfasland the values customers want to
reinforce through the service experience. In thaex of health care, GPs can leverage this
information to enhance the GP-patient relationsimg to foster positive patient outcomes.
Our study results also stress the fact that camptapatients are people first and patients
second, where the primary importance is the satisfaof basic social needs. Even though
the importance of social needs has been knowreilisirvice) literature for quite some time
(e.g. Schneider and Bowen, 1995), many serviceigeos, unfortunately, still do not seem to
pay sufficient attention to this important issuee Wope that our study helps raising

awareness for the social nature of service exclgange
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The fact that this study has revealed a very highber of very long ladders and also the
highest number of values in published ladderingistiso far shows how emotionally
involved respondents are when it comes to discgssalth related issues. In particular, our
results show how crucial medical (service recovengounters in general and GP qualities
and behaviours in particular are for patients. Ruihe high importance of health, patients
want to have the feeling of control during medi@arvice recovery) encounters and
especially want to be integrated in the servicevigion. Therefore, GPs need to understand
that patients do not only want to be provided diyewith a solution, but they want to be
involved as active players in the decision-makingecpss. According to S-D logic, the ability
to share information hereby relies on mutual thettveen the parties and is essential for the
co-creation process (Vargo, 2008).

Another strong contribution of this paper is threling that all the identified concepts
from the laddering interviews that are shown intirearchical value maps must not been
seen in strict isolation, as in previous resedsalhhave to be understood aseaworkof
interrelated concepts: GPs can improve servicevagactivities their by not just having the
appropriate attributes desired by patients, buagsessing these in a way that their impact is
linkedto the perception of the patient to the importarisequences and motives. Laddering
helps GPs understand that thegtiributeshave several importanbnsequencesr patients
(e.g. the feeling of being taken seriously), whaech then linked to patients’ personalues
and basianotivations(e.g. perceptions of justice). By using methodshsas the laddering
interviewing technique, researchers can reveal &lbthhese indentified elements that are of
importance to patients are interconnected anddapandent, which then helps health service
providers realise that focusing on concepts (eRp Being competent or friendly or
empathetic) in isolation is not sufficient for reeoing dissatisfied patients in face-to-face

medical (service recovery) encounters.
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Figure 1. Hierarchical value map (recovery subgroup)
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Figure 2. Hierarchical value map (normal subgroup)
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Table 1.Overview of attributes

Medical (Service Recovery) Encounters

Name of Attribute

Number of
times
mentioned
in Ladders
in Normal
Encounters

Number of
times
mentioned
in Ladders
in Recovery
Encounters

Description

Empathy

28

24

GP should show that he is interested in the pati#w s/he cares
about the patient and is understanding of therfgeland background
of the patient. Patients perceive this quality fribra GP when s/he
asks for the history and background of patienbsieits; tries to
relate to them; through body language and supgorémarks; shows
interest and sympathy as opposed of being borediiantssive; and
acts in an accommodating and compassionate manner.

Professionalism

14

=

)

GP should behave professionally. This means siealdldo checks,
be conscious of time, be respectful, check and emenpistory,
follow code of conducts and ethics.

Responsibility

19

GP should be responsive, acknowledge and takensiyldy for
actions, apologise and justify behaviour.

Competence

24

€0

The GP should have knowledge, skill and experielmcerder to
show competence, the GP should talk about his Expe, the GP
should talk about their background, be well spokmave
confidence in his voice, be fast an accurate irdsponse, listen
carefully and make notes and be prudent.

Informative

24

16

GP should give feedback, health advice, willingtswer questions,
inform and discuss what is going on and the mattémness of the
patients.

Communication skills

14

GP should have good communication skills, be ablateract, be a
good talker, have people skills, be easy to takr good eye
contact and good body language.

Accessible

13

Patients want their GP to be easy to reach, aV@jlabganized, easy
to contact and specially a better waiting periagddkness).

Friendliness

31

1 friendliness if s/he is warm, courteous, friendfyl&ind; breaks ice

GP should be friendly. Respondents of this resepecteive GP's

to start a conversation; smiles; is open mindedgaming; friendly
eyes; has nice personality; is polite.

Active listener

17

Patients want their GP ttelisactively to them.

Politeness

GP should be polite.

Proactive

GP should take initiative and action.

Patience

20

GP should have patience and take the time to talkisten to the
patient.

48



Table 2. Overview of consequences

Medical (Service Recovery) Encounters

Number of Number of
times times
Name of mentioned | mentioned -
Consequence in Ladders in Ladders Description
in Normal in Recovery
Encounters | Encounters
Patients want to feel comfortable, at ease, woag,frelieved and
Feel Comfortable 9¢ 8 assured that they are in good hands.
. 4 GP can determine the best and most effective tezatfor patients
Effective treatment 6 7% )
in order to solve their problems.
Trust 67 57 Patients feel that they can rely on and have cenfid in the
physician, his abilities, intentions and diagnosis.
Feel cared for 33 34 Patients want to feel that there is someone theyezmn on and feel
taken care of.
Diagnosed correctly 25 38  GP can determine theecbdiagnosis.
Open up 74 o5 Patients want to feel they can tell everything® GP and express
freely.
. 4 Patients want to learn and understand more alinasdes and their
Gain Knowledge 2] 23 condition; and get health advices.
Treated as individual 1 21  Patients want to figelindividuals, at the same level, related to
physicians, fairly and not like numbers.
Feel taken seriously 1 19 Patients want to feel they are taken seriouslylistehed to.
Not waste time 14 17 Patients want to save tintheémrocesses of seeing the GP and
getting cured.
By getting information, comfort and support, theigat will feel
Feel Motivated 5 13 more confident, with hope, more energy, be williogooperate
more optimistically and follow the treatment.
Take problem 0 13 Patients want to have the impression that theiolpro is
seriously acknowledged and taken seriously
Move on 4 12| Patients want to take care of othegth

Negotiated process

A%

Patients want to have an active role in the prooé#ise treatment
decision.
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Control 4 8 Patients want to be in control of what they arendptdecide or make
decisions by themselves and plan their lives.
Patients want to feel that the doctor understaneisitand their

Feel understood 39 .
needs; and feel accepted.

Prevent 3 8| Patients want to prevent illnessestmdhealthy.

Improve Svstem a 4 Patients want to feel that their complaint and @ast solution will

P Y contribute to the improvement of the system

Table 3.Overview of values

Number of Number of
times times
mentioned mentioned

Name of Consequence in Ladders in Ladders Description
in Normal in Recovery
Encounters | Encounters
Health 91 77 | Patients want to get healthy and cured.

Patients feel good, better and want to live a long,

Well-being 62 65 happy life.

Accomplishment 50 a7 Patients want to carry on and achieve their goals
(study, work, success and others).

Safety 61 44 | Patients feel safe and secure.

Patients feel better and happy about themselves
Self-esteem 28 33| unique, recognized, back to normal self, and
morally motivated.

Hedonism 11 25| Patients want to enjoy life.

Patients feel accepted by others, not feel alone

Belongingness L 19 socialize and go back and care about family.

Self Realization 39 18 Patients want to make the best out of their lives
and feel self-realized.
Patients care about the well-being and time of

Altruism 7 10 others; and want to contribute to society with (1]
their efforts, (2) help and (3) improvement of the
system.

Satisfaction 8 3 Patients feel satisfied and that they got what they

expected.
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Table 4.Overview of number and length of ladders

Average

Medical (Service Recovery) Encounters

Average

375

26

9.9

2167

5.7
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