Revisiting the Patient–Physician Relationship under the Lens of 
Value Co-Creation and Defensive Medicine

Abstract
[bookmark: _Hlk50977935]Purpose: This study formulates a new archetypical model that describes and re-interprets the patient–physician relationship from the perspective of two widespread phenomena in the healthcare delivery process: value co-creation (VCC) and defensive medicine (DM).
Study design/methodology/approach: Grounded in the existing literature on VCC and DM, we designed and conducted 20 in-depth interviews with doctors (and patients) about their past relationships with patients (and doctors). After putting the recorded interviews through qualitative analysis with a three-level coding activity, we built an empirically informed model to classify patient–physician relationships.
Findings: We identified four archetypes of patient–physician relationships. Each archetype is described along with its representing characteristics and explained in terms of its consequences as they relate to VCC and DM.
Originality/value: Although strictly linked to the interactions between patients and doctors, value co-creation and defensive medicine are typically considered disentangled. In this research paper, we identified four archetypes of patient–physician relationships in relation to these two phenomena.
Research limitations/implications: This research contributes to the literature on both VCC in healthcare and DM, in addition to patient–physician’s relationship literature.
Practical implications: Being aware of patient–physician relationship mechanics, building long-term relations with patients and investing in service personalization and patient-centred care can effectively mitigate the risks of DM behaviours on one side while increasing the likelihood of VCC actualization on the other.
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Introduction
Healthcare is a highly complex service that significantly affects both economies and quality of life worldwide (Berry and Bendapudi, 2007). The recent transformations in this sector have modified how service delivery is carried out by focusing more attention on patients’ values, needs and preferences during clinical decisions in order to achieve better health outcomes (Osei-Frimpong et al., 2015). Traditionally, customers have been viewed as passive recipients, separate and outside the firm (Payne et al., 2008). The customers, in this specific case the patients, do not merely play a passive role; instead, they assume a fundamental role as co-creators of value (McColl-Kennedy et al., 2012) as they are active participants and collaborative partners in relational exchanges (Vargo et al., 2008; Yi and Gong, 2013), which brings mutual benefits to the involved actors (Elg et al., 2012).
[bookmark: _Hlk61534541]A key element for value co-creation (VCC) is the interaction between the service provider and customer (Grönroos and Voima, 2013), i.e. the patient–physician relationship in healthcare (Osei-Frimpong et al., 2015). This relationship, however, which is strongly influenced by the personal traits of both the physician and the patient, other than by other situational conditions, has been demonstrated to be at the base of the phenomenon called “defensive medicine” (DM) (Hershey, 1972). This happens when, for example, the physician tends to give a lot of information to a very demanding patient; on the other side, the physician is aware that, when the patient is highly informed, the risk of a medical lawsuit in case of medical error may increase. The consequence is that the physician will likely behave in a defensive way when curing this patient, for example by prescribing more diagnostic tests than those recommended for that specific clinical case (Studdert et al., 2005). This deviation from natural medical practice is mainly driven by the risk of lawsuits and can be fomented according to the type of relationship that has been established between doctor and patient.
Although it is an old practice, in the last two decades, defensive medicine behaviour has been growing and spreading due to the introduction of legislative regulations which increase medical professionals’ exposure to greater legal liabilities (Vento et al., 2018). The rise in the risk of medical lawsuits has been so tremendous that the former President of the United States, Donald Trump, very recently signed a new law that provides additional federal liability protections for volunteer healthcare professionals during the COVID-19 emergency response[footnoteRef:1]. [1: Liability protections for health care professionals during COVID-19, America Medical Association AMA, April 8, 2020.
https://www.ama-assn.org/practice-management/sustainability/liability-protections-health-care-professionals-during-covid-19, accessed on March 17, 2021.] 

The healthcare management literature is united in recognizing the crucial role of the patient–physician relationship for achieving the best results in medical service (Damali et al., 2016; Gummesson, 2007; Hardyman et al., 2015; Osei-Frimpong et al., 2015; Ouschan et al., 2006). Each relationship is unique because it depends on the purpose, context, and specific expectations of all the involved parties (Hui EC., 2005). For these reasons, different patient–physician models have been identified in the literature to reflect the wide spectrum of clinical encounters (Brody, 1987; Emanuel and Emanuel, 1992; Entwistle and Watt, 2006; Ishikawa et al., 2013; McColl-Kennedy et al., 2012; Osei-Frimpong et al., 2015; Roter, 1987; Thompson, 2007; Veatch, 1972).
In this paper, we look at the patient–physician relationship from a different lens than in past studies. In particular, we identify and analyse the characteristics of this relationship that refer to the phenomenon of defensive medicine and which enable value co-creation activities in order to understand how these two are related to each other. The theoretical argumentation we offer and our empirical results lead to the development of four archetypical patient–physician relationships. This empirically informed model for patient–physician relationship archetyping contributes to enriching the three streams of literature on value co-creation in healthcare, defensive medicine, and patient–physician relationships. Also, this paper offers new suggestions for managers and healthcare providers about how to focus on the patient–physician relationship in order to increase the likelihood of patients’ participation in the healthcare process and to decrease the risk of defensive medicine behaviour.
This paper is structured as follows: In the next section, we present the theoretical background related to the three main elements of our study: value co-creation, defensive medicine, and patient–physician relationships. Subsequently, we describe the research methodology we used and present the main findings of the empirical analysis. The last sections report our discussion and conclusion.

Literature Review
Value Co-Creation
[bookmark: _Hlk66892229]Value co-creation and, more generally, the concept of value have been widely studied and discussed in various contexts in literature, in particular by service and marketing academics (Helkkula et al., 2012; Vargo and Lusch, 2004b).
Since the 1990s, the consumer’s role has changed from isolated to connected, from unaware to informed, from passive to active (Prahalad and Ramaswamy, 2004). In services, which require significant customer participation to create value, such as in healthcare, customers who lack the knowledge, skills, and motivation necessary to participate effectively can negatively affect service quality and cost outcomes. Scholars have found that patients who are taught why they have to perform tasks have higher levels of motivation to perform them effectively, and, as a consequence, they have improved health outcomes and lower healthcare costs (Damali et al., 2016).
[bookmark: _Hlk66874507]An important theoretical contribution regarding the concept of value co-creation was given by the shift to the service-dominant (S-D) logic from the more traditional goods-dominant (G-D) logic (Vargo and Lusch, 2004b). In healthcare, G-D logic is manifested in the proliferation of more specialized and sophisticated providers, delivery systems, pharmaceuticals, medical devices, facilities, procedures, and more (Joiner and Lusch, 2016). On the other side, the S-D logic, which has been the object of much elaboration over the years (Vargo and Lusch, 2004a, 2006, 2008, 2012, 2016), represents the logic of a healthcare provider and a patient mutually applying knowledge and skills in order to actualise value for themselves and others, based on relationships with win-win exchanges (Joiner and Lusch, 2016). Both the healthcare provider and the patient integrate resources, learn from each other, and experience the service.
An important point stated as one of the fundamental premises of the S-D logic (Vargo and Lusch, 2008) is that ‘value is always uniquely and phenomenologically determined by the beneficiary’. What is the role of the service provider, then, in the value co-creation process? Gummesson (2007) states that the service provider is not only responsible for offering a value proposition, the actualization of which occurs during the customer’s service usage, but also for how important the customer–supplier interactions are in co-creating value. Other studies pointed out that co-created value can bring mutual benefits for the actors involved (Ramaswamy, 2011) by, for example, improving service quality by taking into account patient feedback (Zhang et al., 2015), developing tools that enable the co-execution of healthcare services (Batalden et al., 2016), and obtaining new ideas and learning from customers in healthcare service development (Elg et al., 2012).
How do patients co-create value? This question has been discussed by McColl-Kennedy et al. (2012), who divided patients’ value co-creation activities into ‘low-level’ activities, such as compliance with physician indications and collating information, and ‘high-level’ activities, such as co-learning, actively searching for information, and providing feedback. In Table I, the eight themes of activities identified in McColl-Kennedy et al. (2012) are presented.

Table I – Patient value co-creation activities
	Activity
	Description

	Cerebral activities
	· Mental preparation, positive attitude, actively hoping, acceptance of own condition, emotional labour

	Changing ways of doing things
	· Managing long-term adaptive life changes, targeting activities to take the mind off of the health condition

	Co-learning
	· Actively seeking and sharing information from several sources, such as internet, books, other professionals, or people with the same condition

	Co-operating
	· Accepting physician’s response and being in compliance 

	Co-production
	· Assisting with the design of treatment programs, choosing healthcare provider and/or medic professionals

	Collating information
	· Sorting and assorting information

	Combining complementary therapies
	· Using complementary medicine (i.e. Chinese medicine), yoga, diet, exercises

	Connecting
	· Building and maintaining relationships



[bookmark: _Hlk61254060][bookmark: _Hlk61254042]We grounded our research in the framework provided by McColl-Kennedy et al. (2012) in order to identify the patient–physician relationship characteristics and clinical conditions and contexts that encourage value co-creation.

Defensive Medicine
[bookmark: _Hlk66876889]As already discussed, a key element for value co-creation is the interaction between the patient and the medical doctor. This relationship, however, is strongly influenced by the personal traits of the physician and the patient, in addition to other situational conditions, and has been demonstrated to be at the crux of the phenomenon called ‘defensive medicine’ (Hershey, 1972).
Defensive medicine is a deviation from the usual medical practice that is induced primarily by the threat of lawsuits (Hershey, 1972). This phenomenon was born in the 1970s in the United States due to the introduction of legislative regulations which increased the exposure of medical professionals to greater legal liabilities, and it has presently become a practice diffused worldwide. In literature, two kinds of defensive medicine have been defined: ‘assurance behaviour’ and ‘avoidance behaviour’. The former occurs when, for example, the doctor prescribes more diagnostic tests than those strictly needed for that specific case, just to avoid the risk of incurring lawsuits. The latter occurs when, in high-risk medical situations, the physician delays and/or refuses treatments that require great responsibility (Studdert et al., 2005).
The likelihood of adopting a defensive behaviour is directly proportional to the specific risk related to medical liability (Tinica et al., 2017). Previous studies identified six medical specialities in which defensive practices occur in more than 50% of cases, even reaching 93% in some specialties. In specific, these specialties are emergency medicine, general surgery, neurosurgery, obstetrics/gynaecology, orthopaedic surgery, and radiology (Plebani, 2014; Studdert et al., 2005).
Defensive medicine is the cause of unnecessary tests, hospitalizations, and drug prescriptions and the avoidance of high-risk patients (Vento et al., 2018). This can lead to not only a negative impact on the operations of healthcare providers but also negative effects, both directly and indirectly, on the patients. For example, a patient in critical condition could be penalized by a congested healthcare system due to long waiting times for either a medical visit or a diagnostic test. Moreover, the abuse of diagnostic tests can also lead to an increase in the rate of false-positive and false-negative results (Plebani, 2014).
Some antecedents of defensive behaviours have been identified in the literature, such as patients distrusting physicians who do not pay them enough attention, family doctors who have been playing a progressively less central role, and the replacement of clinical reasoning with guidelines and algorithms. Healthcare providers should not just focus on examining patients, ordering tests, and prescribing drugs but should also understand how important it is to spend time with patients, express a sincere interest in their health condition, and address their concerns. Otherwise, defensive medicine will be the logical consequence of a ‘poor’ patient–physician relationship (Baungaard et al., 2020; He, 2014; Vento et al., 2018). Patients have become increasingly demanding in their requests for care and may even pressure physicians to provide specific forms of care. This perceived pressure is associated with an increased likelihood of examining patients and over-prescribing drugs (Renkema et al., 2019). Hence, the patient–physician relationship represents a critical aspect of defensive medicine. Moreover, with the diffusion and use of many smart devices connected to the internet, patients are more likely to search for information about their health status on the web rather than directly asking the doctor (Tinica et al., 2017; Vento et al., 2018). The problem is that the information that is collected by the patients is unreliable most of the time and, in addition to this, patients are not able to contextualize this information with their own clinical status. For this reason, there are conflicts between what the doctor suggests and what an ‘informed patient’ expects, leading to a disruptive relationship and, thus, to defensive behaviours (Toraldo et al., 2015).
Finally, but importantly, defensive medicine has a strong negative economic impact. In the United States, healthcare cost increases due to defensive medicine range between 5% and 9%. In Italy, the increase is about 10.5% and 14% of the annual healthcare spending for the public and the private sectors, respectively (Tinica et al., 2017). This phenomenon is influenced by the domestic legal culture. For this reason, it is possible to find several empirical studies based on surveys and focus groups about the rate of its diffusion. Just to cite some of them, the percentages of doctors who claimed the practice of defensive behaviours are around 73% in the USA, 60% in Italy, 54–62% in Israel, 98% in Japan, 72% in Turkey, and, less frequently, in the UK, China, Australia, Romania, Canada, South Africa, France, Switzerland, Belgium, and Scandinavian countries (Assing Hvidt et al., 2019; Baungaard et al., 2020; Calikoglu and Aras, 2020; Chen, 2007; Garattini and Padula, 2020).

Patient–Physician Relationship
[bookmark: _Hlk66889774]The value co-creation and defensive medicine phenomena are both strongly influenced by the ways in which the patient and the physician interact with each other. The patient–physician relationship has been studied for many years, and a variety of archetypes, models, and theories have been developed by scholars and have evolved along with societies.
Many writings on medical ethics in the decade of approximately 1967–1977 can be seen as critiques of the paternalistic view, which could be considered the oldest archetype of the patient–physician relationship, but it is still common in many cultures. It assumes that the physician has the expertise necessary to unilaterally determine and manage the care process in the best interests of the patient (Deber, 1994). To argue that both the physician's and the patient's perspectives should be considered with equal weight in approaching an ethically appropriate relationship, Veatch (1972) proposed the contractual model. This archetype was widely discussed in the literature at that time, and some refinements were proposed (Brody, 1987). According to this model, the physician took responsibility for all purely technical decisions and the patient retained control over decisions made according to their personal moral values or lifestyle preferences. Thanks to this alternative way of considering the relationship between the doctor and the patient, the conception of healthcare as a service became much stronger. In fact, Roter (1987) speaks about clients and providers, referring to patients and doctors/hospitals, and she analysed three typologies of patient–physician relationships: authoritarian guidance (high physician control), partnership, and independent decision-making (high patient control).
Since patients started reporting higher levels of satisfaction in cases of partnership or, more generally, when their needs and preferences were taken into consideration (Anderson and Zimmerman, 1993), a new medical practice called patient-centred care was conceptualized. Epstein et al. (2005) identified three core values of patient-centeredness: (1) considering patients’ needs, wants, perspectives, and individual experiences; (2) offering patients opportunities to provide inputs and participate in their care; and (3) enhancing partnerships and understanding in the patient–physician relationship.
[bookmark: _Hlk61348341][bookmark: _Hlk61284095]The advent of so-called evidence-based medicine (Evidence-Based Medicine Working Group, 1992), which asks physicians to ground their clinical practices and medical decisions in the critical evaluation of empirical evidence from clinical cases, somehow represented a milestone in the evolution of the patient–physician relationship (Glass, 1996). In fact, it has been demonstrated by Panella et al. (2017) that one of the best strategies to dampen the phenomenon of defensive medicine is through the systematic use of evidence-based medicine, together with better communication with patients and their families. This is because, by anchoring medical choices to previous scientific studies (and communicating this to patients), physicians’ self-confidence about their conduct increases, making them more relaxed in the relationship with the patient, and the comfort of the patient increases, making them more likely to have faith in the physician (Hiyama et al., 2006). 
Referring back to empathy, physicians associate it with benevolent emotions and developing a shared understanding with patients. Many articles discuss the difference between cognitive and emotional empathy in medical practices (Halpern, 2007; Larson and Yao, 2005). For a deontological reason, medicine should not be affected by emotions since the health of the patient holds priority, but empathy can have positive effects on the patient–physician relationship in some cases and, consequently, on the medical practices as well. Managing ‘problematic’ people represents an example. Conflicts can occur between physicians and their patients, especially when both parties are angry, and yet empathy is needed (Halpern, 2007).
Another important aspect that strongly influences the patient–physician relationship is trust (Thom and Campbell, 1997). Trust is enhanced when physicians make an effort to communicate clearly with their patients, understanding their problems and needs with the aim to establish a sort of partnership (Fiscella et al., 2004). Engaged physicians communicate more effectively, decreasing patient anxiety and improving patients’ compliance, leading to better outcomes (Beck et al., 2002; Halpern, 2007).
Patient participation, even in medical decision-making, generally has positive effects on health outcomes, but this is not always possible or desirable because there are patients that prefer to let the physician decide freely according to their major expertise. A previous study has shown how, in cases where both physicians and patients share the same preference in terms of patient participation in the care process and decision-making, the latter’s satisfaction, adherence to the treatment, and health outcomes tend to be more positive (Jahng et al., 2005).
[bookmark: _Hlk52819694]In conclusion, the literature focusing on the patient–physician relationship offers a variety of archetypes, constructs (empathy, trust, patient engagement, etc.), and theories (patient-centred care, evidence-based medicine, etc.) that are useful for comprehending the different facets of this relationship. However, in the same literature, we did not find any study that analyses the patient–physician relationship by taking into account the two phenomena of defensive medicine and value co-creation. Conversely, many studies on either defensive medicine or value co-creation clearly indicate that these two phenomena are strongly linked to the nature of this relationship (Barile et al., 2014; Entwistle and Watt, 2006; Ouschan et al., 2006; Renkema et al., 2019; Studdert et al., 2005; Tinica et al., 2017; Vento et al., 2018; World Health Organization, 2013). Therefore, the research presented in this paper is positioned within and wishes to contribute to the literature on patient–physician relationships by adding considerations for the phenomena already mentioned. In this way, we will be able to study specific relationship characteristics which are relevant in terms of value generation and defensive medicine behaviour.

Methodology
[bookmark: _Hlk61344893]To analyse and define patient–physician relationship archetypes, we opted for the revised qualitative approach adopted by Corbin and Strauss (2008) involving a three-level coding activity. The data was collected between January and March 2020 at three different Italian hospitals and a private medical office. They include semi-structured interviews with 5 physicians and 15 patients which lasted, on average, 1 hour (with the physicians) and 20 minutes (with the patients) as well as field observations and personal notes.
Concerning the physicians, our sampling logic was built around choosing key informants from different medical areas. The specific medical areas involved in this study are general medicine, emergency surgery, radiology, internal medicine, and gastroenterology. In the literature, many studies on defensive medicine are focused only on medical specialities with a high risk of lawsuits, but since our study is about a generalization of patient–physician relationship typologies, we opted for specialities in which the risk of defensive behaviours vary from rare (general medicine) to frequent (emergency surgery). For our purposes, a key informant is a physician with a range of 10–25 years of job experience. We wanted to eliminate both those who were too ‘old school’ and newer physicians, who may alter the solidity of this study. Another aspect we have taken into account is that almost all of the physicians who were interviewed had experiences in both the private and the public sectors. In this way, we could include both perspectives. On the other side, the patients were chosen randomly from the adults in the waiting rooms of the key informant physicians. We selected three patients from each speciality.
It is important to clarify that during the interviews, both with patients and physicians, we did not focus on just one relationship, i.e. we did not ask patient A to tell us only about their relationship with doctor B and vice versa, and we did not match their answers about a specific relationship (A with B). Contrarily, we interviewed patients (and physicians) about their entire experience of relationships with physicians (and patients). We asked them to tell us about the multiple relationships they had in order to get as many insights as we could. The questions (see Appendix 1 and 2) were quite general and open-ended, asking for, when possible, examples or direct experiences. The discussed topics referred to the concept of value in healthcare, co-creation activities, cognitive and behavioural aspects in patient–physician relationships, defensive medicine practices, and possible triggering conditions. We recorded the interviews and transcribed them within two days in order to recall those moments in an optimal way and to re-order field observations and personal notes.
Our transcriptions have been analysed by two researchers with the support of the text analysis software ATLAS.ti. In specific, the data were coded separately, and then the results were matched only at the end of the process in order to confirm and discuss the differences obtained. Through the organizing of sentences from the interviews’ transcriptions by quotes, these were labelled into a pattern of aspects and characteristics with the first level of coding.
[bookmark: _Hlk61259135][bookmark: _Hlk61531123]Once we had identified all the characteristics present in the data, the second level of coding consisted of assigning a degree (low or high) to both the risk of defensive medicine behaviour and the likelihood of value co-creation emerging from the interviews. During the interviews, we found several occurrences of assurance behaviour but only one occurrence of avoidance behaviour. For this reason, in the empirical analysis, we did not consider the latter, and we focused only on the assurance behaviour of defensive medicine.
In particular, in order to attribute a degree of value co-creation, we used the classification of the activities provided by McColl-Kennedy et al. (2012), as described in the literature review section, and considered the potential margin of value contribution of the patients. For example, for a dental extraction, the patient cannot do a lot to ‘co-produce’ value, other than taking antibiotics and following correct oral hygiene practices. In contrast, when the patient had more responsibility for the success of the care process, such as in the case of metabolism-related illnesses, the potential for value co-creation (but also value destruction if they do not follow the medical indications) is much higher.
The third and final level of coding was focused on the systematic selection of the characteristics that emerged as the most frequent and relevant for both patient and physician perspectives.
[bookmark: _Hlk61267811]Some examples of the coding process are reported in Appendix 3. Just to cite one of them, an internist declared: “[…]I think that is fundamental, that the therapy has to be adapted to the patient’s needs, otherwise they will not be compliant. […] When a patient complies with the therapy and pays attention to the diet, they immediately see the positive results on their quality of life. […] When you give attention to the patients, they feel more satisfied, and as consequence, we feel less pressure from the risk of lawsuits.” At the first level of coding, we identified ‘attention to patients needs’ and ‘service personalization’, and then we attributed a coding of ‘VCC HIGH’ according to the two value co-creation themes proposed by McColl-Kennedy et al. (2012): ‘co-production’ and ‘changing ways of doing things’. We also attributed ‘DM LOW’, since the low risk of lawsuits disables defensive behaviours. At last, the third level of coding defines the archetypes according to the two dimensions under evaluation.

Findings
A preliminary result from the first coding analysis is that the identified characteristics refer to different relationship dimensions: patient, physician, patient and physician, or situational. These are presented below in Table II.

Table II – Dimensions of the patient–physician relationship characteristics
	Patient
	Physician
	Patient and Physician
	Situational

	Demanding patient
	Attention to patients’ needs
	Attention to dialogue
	Relationship length

	Patient control
	Physician control
	Information asymmetry
	Risk of lawsuits

	Patient curiosity
	Physician empathy
	Patient engagement
	Service personalization

	
	
	Trust
	



This classification shows how different aspects coalesce in characterizing the patient–physician relationship: Some of them refer only to patients or only to physicians, while others are valid for both or are circumstantial.
The coding activity allowed us to associate the identified characteristics with a degree of VCC according to the notions of McColl-Kennedy et al. (2012) and to the risk of defensive behaviours. We then clustered the characteristics into four categories: Archetype 1 (low VCC, low DM); Archetype 2 (high VCC, low DM), Archetype 3 (high VCC, high DM), Archetype 4 (low VCC, high DM). These characteristics are listed in Table III, where we marked the characteristic results relevant to the specific archetype with an ‘X’ if it is present or with a ‘-’ if it is not. We also added a short comment to clarify in what way the characteristic is relevant when it is not obvious.

[bookmark: _Hlk41383088]Table III – Archetypes characteristics
	Characteristics
	Patient–Physician Relationships

	
	Archetype 1

Low VCC
Low DM
	Archetype 2

High VCC
Low DM
	Archetype 3

High VCC
High DM
	Archetype 4

Low VCC
High DM

	Attention to dialogue
	-
	X
	X
	-

	Attention to patients’ needs
	-
	X
	X
	X 
(Inattention)

	Demanding patient
	-
	-
	X
	X

	Information asymmetry
	X
	X
(Symmetry)
	X
(Symmetry)
	X

	Patient engagement
	-
	X
	-
	X 
(Disengagement)

	Patient control
	-
	-
	X
	-

	Patient curiosity
	-
	-
	X
	-

	Physician control
	X
	-
	-
	-

	Physician empathy
	X
	X
	-
	X
(Insensitivity)

	Relationship length
	X
(Medium-Long)
	X
(Medium-Long)
	X
(Short-Medium)
	X
(Short-Medium)

	Risk of lawsuits
	X
(Low)
	-
	-
	X
(High)

	Service personalization
	-
	X
	-
	X 
(Standardization)

	Trust
	X
(Patient)
	X
(Mutual)
	-
	X
(Mistrust)



After that, for each archetype, we were able to identify and select the resulting aspects that were simultaneously relevant for both the physician and patient perspectives. In other words, when interviewing both parties, common aspects emerged, and we set those aspects as the most relevant for each archetype. By the end of this process, we had obtained the empirically informed model presented in Figure 1.

[image: ]
Figure 1 – Empirically Informed Model for Patient–Physician Relationship Archetyping

Archetype 1 was named “paternalistic” since, in this archetype, the physician undertakes to supply the needs and regulate the conduct of the patient, who is under their control. This archetype includes aspects such as information asymmetry, high physician control, and patient trust in the physician. The first two features denote a low level of contribution by the patient in terms of value co-creation, and the patient trust in the physician dismantles defensive behaviours of the latter.
Archetype 2 was defined as “collaborative” because service personalization, physician empathy, ability to engage the patient, and mutual trust are its predominant characteristics. In this archetype, patients and doctors collaborate as they work together in a team. In this context, the patient’s active participation in the care process is a natural consequence, as are their interactions with the physician. More value is co-created with this archetype, and the risk of defensive medicine practices is quite low due to reciprocal trust.
Archetype 3 was termed “informative” because the relationship is more focused on sharing information in this archetype due to the patient’s curiosity or, in the case of hypochondriacs, their need to have every possible aspect of their health conditions under control. Generally, the patient in this type of relationship tends to ask for a lot of information and is sometimes also repetitive; this may lead to a stressful situation for the physician who tries to provide what is demanded. The likelihood that value co-creation happens is high, as is the risk of incurring defensive behaviours.
Finally, Archetype 4 was defined as “contractual” because aspects that bring contexts with a high risk of lawsuits, such as the absence of trust and short-term relationships, heavily influence this kind of interaction by making it more formal and interpersonally disengaged. This results in few value co-creation opportunities and a major risk of defensive medicine practices.
A detailed description of each patient–physician relationship archetype has been provided in the following sub-sections.

Paternalistic
[bookmark: _Hlk66810696]The paternalistic interaction is an older model, and it has been defined as out-dated very often in literature. Today, however, it is still a common practice. Generally, paternalism is seen as an undesirable practice due to moral and social issues (Brody, 1987), but here we want to rethink this type of relationship by viewing it from the perspectives of VCC and DM outcomes. Most of all, we observed a beneficial effect from this type of relationship in terms of the risk of defensive medicine behaviour.
The paternalistic approach is considered to be the traditional consultation model whereby patient involvement is limited to reporting symptoms and not engaging as an active participant in the consultation. Both parties attribute their position to the fact that the physician is an expert and has the right to exercise their specialised knowledge to make informed decisions regarding the management of the patient’s health condition in their best interest. However, this knowledge asymmetry poses a problem in enabling the value co-creation process (Osei-Frimpong et al., 2015). In some cases, patients may prefer a more passive role, thus favouring a more paternalistic physician style, for example in cases of serious illness or specific medical needs coupled with a patient’s incapacitations (Thompson, 2007).
The patient, in a paternalistic interaction, tends to refuse active participation in the decision-making process because they believe more in the expertise and medical competences of the physician rather than their own limited knowledge. For this reason, trust is an essential aspect of this relationship archetype; otherwise, the patient would not comply with the medical indications.
“I think that it is important to me to follow the physician’s prescription because she has studied a lot. Thus, she is an expert, and she knows my disease well.”
Patient #13
Usually, in cases where the physician is the family doctor or a friend or where the patient–physician relationship has been long-lasting, the interactions tend to follow a more paternalistic style because of the solid trust built over time.
“Family doctors should be the most trustworthy person among physicians because they follow their patients, ideally, for their entire life.”
Family doctor

Collaborative
Collaborative relationships can be seen as being co-determined by patients and medical professionals and occurring only through reciprocal relationships with the use of dialogues and shared decision-making. Collaboration between the parties enables the co-creation of value, which implies not only benefits for the patients but also for the service provider (Joiner and Lusch, 2016). However, collaborative practices are not easily applicable and depend on factors such as cognitive and behavioural aspects of both parties, their personal traits, the patient’s medical conditions, and general socio-cultural contexts.
One of the key elements that emerged from the interviews is the factor of time. In order to have a strong collaboration, time is required in order to build up and strengthen the relationship. For this reason, some studies show how the results are far more relevant, in terms of value co-created, for chronic conditions, such as hypertension, diabetes, and other diseases linked to metabolism dysfunctions (Damali et al., 2016; Elf et al., 2017; Elg et al., 2012; Entwistle and Watt, 2006; Guadagnoli and Ward, 1998; Joiner and Lusch, 2016; McColl-Kennedy et al., 2012; Porter, 2010; Sweeney et al., 2015; Thompson, 2007). This is because the greatest effort in the healing process, or in maintaining good health in these situations, must be accomplished by the patient.
“NAFLD (Non-Alcoholic Fatty Liver Disease) is an example in which the patient is the only active part of the healing process because they have to change their lifestyle. There is no pharmacological treatment, so the only way is following a diet, doing sport, and being responsible.”
Gastroenterologist
“My participation is not limited to following the medical indications, such as the diet or taking medicines, but also involves being responsible by avoiding a cold. Otherwise, I could not take the usual pills. In this way, I try to anticipate some issues with my behaviours.”
Patient #14
Two other important aspects of a successful collaborative interaction are the attention to the patients’ needs and the flexibility of the medical indications. These are very important in chronic diseases that are, by definition, long-lasting; in these situations, any therapeutic path or diet choice has a great impact on the patient's daily life. Quite often, overcoming the resistance to change habits and lifestyle is the most difficult step, but it is necessary in order to achieve a better health condition. Empathy provides a great boon to physicians in understanding their patients’ perspectives in order to find the best way to engage them.
“Empathy is important, but it depends on the situation and the patient. However, it is a professional empathy, not like a friendship. Even though emotions are part of us as human beings, we should try to not be influenced by them or we could make mistakes.”
Radiologist
“I think that a physician should be empathic in order to take care of the patient as a human being and not only pay attention to the pathology.”
Patient #5
Disease awareness and medical accountability aspects were cited by all interviewees, both physicians and patients. These two characteristics are the fundamental requirements for the patient in order to comply with the therapy and be pro-active with regard to value co-creation. That is why the physician plays an important role as a motivator, and they should push the patient toward practicing more value awareness in their own health.
“I try to explain to my patients that, for a disease that is linked to lifestyle, the only way to get better is by changing their own habits. I try to provide soft targets and personalised indications in order to motivate them and make the objectives reachable.”
Internist
The primary purpose of a collaborative patient–physician relationship is to improve the patient’s quality of life since, quite often, chronic conditions cannot be healed but only kept under control. It is important to have awareness of one’s own illness and learn how to live with it.
“My disease cannot be healed, but now I have a better quality of life. I feel better, and I try to avoid stressful situations, even though my job is hard, in addition to following medical indications.”
Patient #6
Thus, the role of the physician goes beyond prescribing drugs or therapies. They represent the main support for the patient and take care of them in a holistic manner to achieve a better quality of life.

Informative
In an informative interaction, the physician provides the patient with all relevant information, letting the latter select the medical intervention that best realizes their values. Thus, the patient holds control in the decision-making process, in contrast to a paternalistic interaction.
The relevant information includes the patient’s disease status, the possible diagnostic and therapeutic interventions, the nature and the probability of risks and benefits associated with the options provided, and the answers to the patient’s uncertainties (Emanuel and Emanuel, 1992). Physicians have the important obligation to provide truthful information; for this reason, consulting colleagues is a common practice.
“In case of any doubts on a diagnostic test, in a hospital, it is easy to contact a colleague for help in order to clarify the situation.”
Radiologist 
[bookmark: OLE_LINK3]In this relationship archetype, core activities that co-create value are represented by the seeking, selection, and sharing of information by both parties, either for the patient’s need for awareness or for the physician’s desire to provide a comprehensive clinical view (Barile et al., 2014). Information technologies allow patients to collect a lot of information and educate themselves through the internet, not only on the scientific and clinical aspects of their health conditions but also on the range of therapeutic options experienced by other people (Vento et al., 2018).
“I follow the indications that the physician provides me, but I also seek information on the internet. This is because I am scared, so I also look for news on scientific researches about my illness. Thus, I am always on alert.”
Patient #9
[bookmark: _Hlk61284322]Being highly informed is not always synonymous with having good or correct information. It often happens that patients have a lot of prejudices based on the incorrect or misleading information they have found. These can pertain to not just diseases, alternative therapies, and diets but also feedback and opinions on physicians and healthcare providers. These contribute to altering their relationship with the medical professionals, thus leading to more defensive medicine practice by the latter. The patient’s active role during the interaction with the physician and the physician’s effort to satisfy the patient both lead to defensive behaviours because the doctor may likely prescribe unnecessary diagnostic tests to address the pressure from the patient.
“People have strange behaviours. It happened that a patient came for a diagnostic test, but he did not say that the week before he did the same test in another hospital. So, he repeated the test just to know what my opinion was. Thus, how it is possible to trust in patients?”
Radiologist
For the reasons above, informative relationships are common when a patient engages a medical specialist, often following the advice of their family doctor for a further diagnostic investigation or desiring another medical opinion about a specific medical situation.

Contractual
A contractual patient–physician interaction refers to the cases in which the physician focuses more on the rules and clinical guidelines rather than on the specificities of the clinical case and the active involvement of the patient while designing the therapeutic path. This is more seen as a provider–customer relationship in a functionalist perspective (Ishikawa et al., 2013). Thus, it is quite far from the collaborative archetype.
It is recognised in the literature that defensive medicine practices are directly proportional to the specific risk of failure related to the applicable treatment or therapy (Tinica et al., 2017). In particular, the high-risk medical areas in which defensive behaviours are more common are emergency medicine, general surgery, neurosurgery, obstetrics/gynaecology, orthopaedic surgery, and radiology (Plebani, 2014; Studdert et al., 2005), which are typical of the hospital’s emergency rooms.
One common characteristic among the above medical specialities, apart from the high level of risk, is that they are used to address occasional or short-term situations. The patient–physician relationship is surely not based on long-term trust because, in most cases, both parties would not have met before. In fact, in an emergency or acute illness situation, the patient does not have the time or the possibility to choose the physician.
“In emergency, trust from both parties does not exist.”
Emergency surgeon
Another aspect that is undervalued most of the time is that, in emergency rooms, the physicians are in danger quite often due to problematic patients. In fact, it is common to see police or security staff patrolling in order to avoid disruptions (Maguire et al., 2018; Zafar et al., 2013). This also provides evidence of the interpersonal absence of trust, and also the threat to one’s own safety, that physicians and the medical staff can suffer.
“One day I had to perform emergency surgery on an old woman, and her son came in the surgical room in shorts and slippers to threaten me in case something went wrong. Then the policemen took him out of the room. […] Two other times, armed people came into the hospital searching for a medical professional.”
Emergency surgeon
Hospital emergency rooms take care of a very high volume of people every day (Eitel et al., 2010; Miró et al., 1999; Richards and Derlet, 2000), for this reason the standardization of the practices and processes, even therapies and diagnostic tests, is useful for handling the high demand, but this cannot avoid the introduction of some risk. One of them is that the standardised therapies and tests could have no efficacy, because every person is different from one to another, broader medical guidelines are provided in order to keep the service quality high. In these uncertain contexts, overtreatment and overordering of diagnostic tests, even beyond recommended guidelines, are common practices in an effort to avoid lawsuits by patients.
In the situations mentioned, the priority for the physician is in preserving the patient’s health, so not much attention is given to the patient’s experience or satisfaction. In the case of an emergency, the only important thing is to save the patient’s life.
“In emergencies, the only important thing is saving the patient’s life.”
Emergency surgeon

Discussion
We defined four archetypes of patient–physician relationship based on their effects on the likelihood of value co-creation and the risk of defensive medicine behaviours, as these two phenomena are very relevant in healthcare management today (Damali et al., 2016; Joiner and Lusch, 2016; Vento et al., 2018). Thanks to this approach, we are able to provide insights and reflections on patient–physician relationship archetypes and, in particular, on their differences and commonalities. For example, in the literature, the informative relationship is commonly considered to be in contrast with the paternalistic one (Emanuel and Emanuel, 1992; Ishikawa et al., 2013). However, our study shows that, although both the paternalistic and informative archetypes have, in fact, opposite effects in terms of defensive medicine and value co-creation, neither is necessarily better or worse in terms of a desired healthcare outcome. In fact, one is preferable in terms of value co-creation, and the other is preferable in terms of defensive medicine. Clearly, however, these evaluations depend on context. If the context is that of a dental extraction, then value co-creation is not a problem, so a paternalistic relationship is fine. Contrarily, if the context is that of long-term liver disease, where the patient’s contribution to value co-creation is relevant, then a paternalistic relationship is not the proper solution (Osei-Frimpong et al., 2015).
Contrarily, collaborative and contractual archetypes, which, again, have opposite effects in terms of defensive medicine and value co-creation, are definitively in contrast with each other, even in terms of desired healthcare outcome, with the collaborative archetype being much better than the contractual one in terms of both defensive medicine and value co-creation.
On the other hand, when comparing the contractual archetype with the paternalistic one, or informative with collaborative, one can conclude that, if the level of value co-creation remains the same within a pairing, the paternalistic and collaborative archetypes are preferred to the other two because they decrease the risk of defensive behaviour. The same line of reasoning can be applied when comparing the collaborative archetype with the paternalistic one or informative with contractual. The formers, of course, are preferred.
Although our premise and our findings tell us that each archetype is defined by a combination of relevant characteristics that influence the risk of defensive medicine, or the likelihood of value co-creation, in one direction or the other, we can also make some considerations related to the relevance of every single characteristic in this model. When looking at specific characteristics of the patient–physician relationship, the results presented in Table III show that there exist some different patterns in the way each characteristic may be relevant for one or more archetypes. In fact, if we look at these characteristics in a visual way (such as in the two-by-two matrix in Figure 1), we see that some of them appear along a column, others along a row, and others along a diagonal. What does this mean? If we look at trust, for example, it is an element in both the paternalistic and collaborative archetypes; that is, trust appears along the column ‘low risk of defensive medicine’. Thus, we can conclude that the collaborative and paternalistic archetypes are both good in terms of reducing the risk of defensive medicine, probably because they are both based on trust. So, by looking at the characteristics that each couple of archetypes have in common, we can identify which, among the others, is the most relevant characteristic of those archetypes in affecting either defensive medicine or value co-creation. With the same line of reasoning, we observe that trust appears as a disabling factor for defensive medicine but, at the same time, has no particular relevance for value co-creation activities. (Note that the paternalistic and contractual archetypes both lead to a low level of value co-creation, but the former is characterized by high trust and the latter by mistrust.)
In a collaborative relationship, mutual trust is a fundamental aspect in order to make the patient compliant with the therapy, changing their lifestyle, and being more responsible and more amenable to the care process, but the doctor also needs to know that their medical indications are respected. In this way, it is possible to achieve better health outcomes as confirmed by previous studies (Entwistle and Watt, 2006; Osei-Frimpong et al., 2015; Vargo and Lusch, 2006). However, the results show that trust, in some cases, is not as relevant as other characteristics.
[bookmark: _Hlk61532883][bookmark: _Hlk61485646][bookmark: _Hlk61261066]As an example, an informative clinical consultation has the goal to clarify and deepen understanding of some aspects of the patient’s health condition, but in this case, the relationship cannot be based on trust because, in almost all cases, the medical specialist meets the patient for the first time. Thus, the important thing is to pay a lot of attention to the communication, explaining all the viable therapies, trying to be clear, and providing all necessary information to satisfy the patient’s need to know. This will foster the patient’s willingness to be engaged in the care process, and they can contribute through feedback and ideas in order to have a better health outcome, thus co-creating value (Entwistle and Watt, 2006; Osei-Frimpong et al., 2015; Ouschan et al., 2006). Moreover, trust could even be an enemy of value co-creation because it may lead to a paternalistic archetype. In fact, in this kind of relationship, the patient tends to blindly follow the medical instructions, without making any contribution to the process. For these reasons, trust has a different weight in terms of value co-creation, even being an obstacle in some cases, as we discussed. It is worth mentioning that, in this study, we refer to the sentiment of trust as it is built over time between individuals. Thus, the patient has to know the doctor, and the patient’s trust in the doctor is due to their past professional contacts and relationship. We are not considering the sentiment of trust as that of a patient respecting the general figure of the medical doctor, regardless of whether they have ever met.
[bookmark: _Hlk66798283][bookmark: _Hlk61532720]Another important finding relates to the distinction between the person-specific and non-person-specific characteristics which make an archetype. Person-specific aspects are linked to personality traits; for example, physician empathy and patient curiosity, and their mixture of course influence the kind of relationship that exists between the doctor and the patient. However, some combinations of these characteristics can also influence the decision-making process, which may lead to different outcomes of a therapeutic path in terms of value co-created (or disrupted) or defensive behaviours. Instead, non-person-specific characteristics depend on the patient’s clinical situation and context. For example, in an emergency situation or in a critical health condition, the risk of lawsuits is higher than normal, or again, things could depend on the relationship length between the patient and the doctor. In this sense, the archetypes we described could be more frequent in particular clinical scenarios and, thus, are not dependent only on the personalities of the actors involved. For example, long-term illnesses like chronic diseases require constant interaction between the parties involved; consequently, collaborative relationships are likely more frequent in this type of clinical condition. On the other hand, contractual relationships are most frequent in cases with strict protocols, such as in emergency conditions, surgery, and work-related injuries. The paternalistic archetype is more adopted by general practitioners or family doctors for common diseases, but it is also present in cases of terminal conditions because the patient tends to prefer to be fully guided. Finally, informative relationships are typical for a specialist consultancy, especially at the first approach, where the communication between the parties plays a key role.
In Figure 2 we provide a recap of typical clinical scenarios in which the discussed patient–physician archetypes are more likely to occur.
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Figure 2 – Most Common Clinical Scenarios for Patient–Physician Archetypes

Conclusions
Theoretical Contribution
[bookmark: _Hlk66789952][bookmark: _Hlk61362526]The theoretical contributions of this research can be described along the three streams of literature discussed in this paper. First of all, this work contributes to the literature on the patient–physician relationship. Since the seminal works from Veatch (1972) and Emanuel and Emanuel (1992), the patient–physician relationship has been a topic studied largely because it is culturally sensitive and influenced not only by the development of ethic and normative standards (Hui EC., 2005) but also by the development of technology and medical practices, such as evidence-based medicine (Evidence-Based Medicine Working Group, 1992), patient-centred care (Laine and Davidoff, 1996) and others. In order to capture this dynamic nature of the patient–physician relationship, academics used different perspectives and concepts to develop new patient–physician models (Entwistle and Watt, 2006; Ishikawa et al., 2013; McColl-Kennedy et al., 2012; Osei-Frimpong et al., 2015; Thompson, 2007). We position our work within this literature, but we look at this relationship from a different perspective. We defined four archetypes of patient–physician relationships from the point of view of their effects on the likelihood of value co-creation and the risk of defensive medicine phenomena, as these two aspects are very relevant in healthcare management today (Damali et al., 2016; Joiner and Lusch, 2016; Vento et al., 2018). Thanks to these two points of view, we were able to provide new insights into and reflections on patient–physician relationship archetypes and, in particular, their differences and an order of preference. Furthermore, we provided not only a list of characterizing aspects for each relationship archetype but also empirically showed how they do not depend only on the personal behaviours of the parties involved. In fact, a specific medical condition or context, as shown in Figure 2, can strongly influence which patient–physician relationship is more likely to emerge.
This paper also contributes to the value co-creation literature in more than one way. We answer the call for exploring both situational and personal factors as enablers of value co-creation practices in healthcare (McColl-Kennedy et al., 2012). We describe the main characteristics and the most likely situational circumstances of the archetypes presented. For example, if physicians pay attention to dialogues and patients’ needs and are flexible on medical indications, they facilitate the value co-creation process. On the other hand, in emergency situations in which interactions are minimal due to time restrictions, the likelihood of co-creating value is very low. More generally speaking, we answer the call for further developmental work concerning the application of S-D logic to healthcare, specifically in understanding the barriers, facilitators, and supports required for value co-creation (Hardyman et al. 2015). Furthermore, most major studies on value co-creation in healthcare are about chronic diseases because patients and physicians can have more chances to create value together due to the time factor (Damali et al., 2016; Sweeney et al., 2015). Instead, our work is not limited to this focus. We have also included in the study medical specialities that can be occasional, such as a medical specialist consultancy, with the aim to provide a more comprehensive and empirically informed model. In this way, we have demonstrated that it is also possible to co-create value in occasional encounters. Finally, as highlighted by Grönroos and Voima (2013), wrong or ineffective interactions may lead to value destruction during service delivery processes. In this paper, we were able to identify not only the combination of patient–physician characteristics that enable value co-creation and inhibit defensive medicine but also those that, in the opposite direction, lead to value destruction and defensive behaviour.
The studies on defensive medicine agree on the difficulty to measure and prove defensive behaviours since they are defined by a physician’s subjective factors rather than objective ones (Hermer and Brody, 2010; Panella et al., 2017; Pellino and Pellino, 2015; Tinica et al., 2017). In fact, clinical decisions are influenced not only by liability-related motivators but also by physicians’ general desire to meet patients’ expectations and avoid conflict (Studdert et al., 2005). It is important to have a clear understanding of why, for example, overtreatment is adopted and what the underlying factors that influence it are (Ramella et al., 2015). Despite physicians being the main actors in defensive behaviours, a study based only on their perspective has previously been noted as a limitation on such research (Bismark et al., 2013). In this sense, our work provides a contribution in terms of a different research methodology by including patients’ perspectives in order to have a more complete understanding of this phenomenon. Furthermore, a very recent work (Renkema et al., 2019) has encouraged future researchers to use longitudinal studies to further investigate defensive medical behaviour through the lens of the patient–physician relationship. Although our work cannot be considered a longitudinal study, we have highlighted the dynamic nature of these relationships over time and in unexpected clinical situations.
“One day, during my job for an ambulance shift, I reanimated an old man that had a heart attack, saving his life. By coincidence, that man was the father of a patient of mine, and from that moment, the relationship between me and his son changed a lot. He started to be 100% compliant with all my prescriptions.”
Family doctor

Managerial Insights
[bookmark: _Hlk61395406][bookmark: _Hlk52873514]Three important managerial insights can be extracted from the empirical evidence of this study. Firstly, as value is co-created and embedded in personal relationships, it is important for managers to know how the potential value from different resources can be actualised through the patient–physician dual approach (Best et al., 2018). With this study, it is possible to understand how the concept of value for the patient does not have a fixed output. But instead, it differs depending on clinical condition, expectation, and context, and it is strongly influenced by their interaction with the doctor. It is important to understand and predict which of these archetypes is more likely to occur in order to anticipate the outcomes of a given clinical situation in terms of VCC and DM. In this sense, Figure 2 provides the potential outcomes of particular situations. So, in the case of chronic disease, the potential for value co-creation is high; thus, the physician should opt to collaborate with the patient in order to maximize VCC and avoid defensive attitudes. Instead, for a medical specialist consultancy, the patient’s need is more focused on information exchange, and the risk of defensive behaviours is much higher. Being aware of these mechanics, practitioners can choose the best strategy in order to maximize VCC and minimize DM depending on the situation.
[bookmark: _Hlk52873565]Secondly, the increasing pressure to examine more and more patients in a short period of time, in order to dismiss the patients from the hospital promptly, can negatively impact patient–physician relationships (Vento et al., 2018). Managers should avoid seeing healthcare processes just in terms of productivity. The standardization of medical practices should not always be encouraged, and service personalization should be preferred. Medicine is not an exact science, and, by definition, it should be the most personalized of services. Some can argue that the guidelines can help address the phenomenon of defensive medicine (Panella et al., 2017; Tinica et al., 2017). This is partially true because sometimes even protocols are defensive. In fact, they have been devised and studied to be appropriate for the majority of the population; thus, they could be considered defensive in some cases. For these reasons, managers should not focus on pushing doctors to strictly follow medical guidelines to avoid legal problems but instead focus on pushing service personalization according to the archetypes developed here. For example, in serious illness cases, patients tend to prefer to be guided more by the doctor, leaving more autonomy to them in the decision-making process. In informative cases there is an opposite trend, and the patient prefers to have more control over the therapeutic path.
[bookmark: _Hlk52873675][bookmark: _Hlk61395474]Finally, service providers need to find access to customers’ value sphere. In particular, firms should make use of existing direct interactions with customers and, when appropriate, strive to create additional interactions. By actively managing the patient–physician relationship, the healthcare provider can influence their patients’ perceptions of the care process, also influencing their future engagement in it (Grönroos and Voima, 2013). From the results of this study, the longer the patient–physician relationship, the lower the risk of defensive behaviours. This means that, in the case of patients with chronic diseases that go to the healthcare centre for periodic check-ins and care activities, it is recommended to schedule the patient’s visit in such a way that they always see the same doctor, and mutual trust can be achieved more easily. This will develop into a better patient–physician relationship over time. For this reason, in contexts where the margin of value co-creation is high, collaborative relationships are preferable to paternalistic ones, even though they both ensure a low risk of defensive medicine, since enhancing the patient’s awareness and engagement in the care process will result in better health outcomes.

Limitations and Further Research
One limitation of this study is its small sample size. It would have been preferable to interview more people in order to further validate the data obtained and eventually find divergences among the identified characteristics. However, thanks to this, we were able to grasp the relevance of the healthcare context when studying phenomena like defensive medicine and value co-creation. Also, although we interviewed physicians belonging to different medical specialities and contexts, we were not able to conduct a cross-case analysis to confirm the specific roles and contributions of each specific medical speciality and context. Future research should investigate this issue further and, additionally, should consider other medical specialities that have not been analysed in this paper.
Since relationships are not static and a patient–physician relationship can evolve along different archetypes over time, future research should use more longitudinal studies to better capture the dynamics of the patient–physician relationship. For example, an initially informative relationship, due to the necessity of further clinical investigations, can turn collaborative or paternalistic if cancer or a chronic disease is found. This is because the frequent interactions with the doctor lead the development of the relationship.
Lastly, we have observed a tremendous increase in the adoption of telehealth these days, with a massive spike in its use due to COVID-19. Telehealth is obviously changing the premises and bases of the patient–physician relationship, which is becoming increasingly virtual. Future research should definitively analyse how these technologies are influencing the patient–physician relationship, especially in terms of value co-creation and defensive medicine.
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Appendix 1. Topic Questions – Physician

	1.
	What typologies of patient-physician relationship have you experienced in your career? Please provide examples.

	2.
	In your opinion, what are the characteristics that mainly influence the patient-physician relationship? Please provide examples and motivate the answer.

	3.
	What are your major concerns during your job? And what about the relationship with your patients? 

	4.
	How did you manage difficult patients, either in terms of risky clinical status and non-collaborative people, in the past?

	5.
	How much is important the frequency and continuity in a patient-physician relationship? Motivate the answer.

	6.
	In your opinion, what aspects are valuable for the patient during the care process? What do you do for enhancing these aspects?

	7.
	How important are the patients’ needs? How much do you pay attention to them during the decision of the treatment/healing process?

	8.
	In which cases and what are the reasons that push a physician to prescribes more clinical/diagnostic tests or, alternatively, requesting other specialist consultations? 

	9.
	How much the risk of lawsuits puts pressure on a physician? What are the consequences of performing the job?

	10.
	Do you think that the patient-physician relationship is influenced somehow by the context/typology of the medical visit (i.e. emergency, consultancy, follow-up)? How? Why?

	11.
	Have you got any reflection on the arguments we have just talked about?




Appendix 2. Topic Questions – Patient

	1.
	What typologies of patient-physician relationship have you experienced in your lifetime? Please provide examples.

	2.
	In your opinion, what are the characteristics that mainly influence the patient-physician relationship? Please provide examples and motivate the answer.

	3.
	What are your major worries when you approach a physician? 

	4.
	How do you act when you do not agree or you are unsatisfied with the care process?

	5.
	How much is important the frequency and continuity in a patient-physician relationship? Motivate the answer.

	6.
	What are the aspects you give more importance to in the care process, and, in particular, with the physician relationship?

	7.
	In your past experience, did you communicate to the physician your needs? The physician took them into consideration in order to design the care process? How?

	8.
	Have you got any consideration for the arguments we have just talked about?








21

Appendix 3. Summary of the coding activity with some sample quotations
	Interviewee
	Quotes
	Code 1
	Code 2
	Code 3

	Family doctor
	“[…] It is very important that the patient is aware of his/her health condition, because only in this way he/she can compliant to the therapy by avoiding the risk of underestimating the illness, which may bring future complications. […]”
	Information symmetry
	VCC HIGH
	Archetype 2
Archetype 3

	Emergency surgeon
	“[…] At the emergency department, the patients are generally aggressive, impatient […] In this context there is no trust between the patient and the physician. Most of the times they have speculative reasons and although we, medical professionals, understand these situations we cannot do anything but follow strictly the procedures to avoid any problem […]”
	Mistrust,
Service standardization
	VCC LOW
DM HIGH
	Archetype 4

	Emergency surgeon
	“[…] When the patient put the medical professional under pressure to receive any answer, he/she prescribes more diagnostic tests and exams, or more specialist consultants in order to avoid the risk of legal actions by the unsatisfied patient. […]”
	Demanding patient, High risk of lawsuits
	DM HIGH
	Archetype 3
Archetype 4

	Radiologist
	“[…] The first time a patient meets a medical professional he/she will assume a mistrust attitude, this brings the doctor to put extra effort to eliminate this barrier. Unfortunately, this requires time and very often happens that I see the patients just once or twice. […] When you do not know a person you cannot trust enough so we act defensively by default. […]”
	Relationship length, mistrust
	DM HIGH
	Archetype 3
Archetype 4

	Internist
	“[…] I think that is fundamental that the therapy has to be adapted to the patient’s needs, otherwise he/she will not be compliant. […] When a patient complies with the therapy and pays attention to the diet, he/she see immediately the positive results on his/her quality of life. […] When you give attention to the patients, they feel more satisfied and, as consequence, we feel less pressure from the risk of lawsuits. […]”
	Attention to patient’s needs, 
service personalization
	VCC HIGH
DM LOW
	Archetype 2

	Internist
	“[…] There are patients that are very meticulous and prefer overtreatments. […] Sometimes happened that some of them came to me with useless diagnostic tests and/or exams without any medical suggestions, just because the patient wanted to deepen the situation on his/her own. [...] A reason for these behaviours could be in case of hypochondria, or excess anxiety, and most of the time these patients put under pressure by medical professionals. […] Some of them are happy when I prescribe medicines or tests but it is not correct, they should be happy if I don’t! […]
	Demanding patients
	DM HIGH
	Archetype 3
Archetype 4

	Gastroenterologist
	“[…] Together with the medical prescription, it is necessary the human interaction […] in order to develop empathy for the patient. […] A patient that we motivate, we engage, who we can interact with, is a person that understands the necessity and the value of a therapy, for these reasons we obtain a better health outcome. […] If the patient is happy we do not receive any complaints […].”
	 Physician empathy, Patient engagement
	VCC HIGH
DM LOW
	Archetype 2

	Patient_01
	“[…] Once, one of my long-date doctors told me: “You have to do what I say because I want you to stay healthy, thus you have to do that!” […] Sometimes I prefer to leave everything to the doctor because he/she is the expert and acts in my best interest. In this way I feel more relaxed, I trust him […] ”
	Physician control, Patient trust
	VCC LOW
DM LOW
	Archetype 1

	Patient_06
	“[…] I am a person that needs to know everything about my health condition […] I want to be fully informed and understand exactly what I am doing, otherwise I do nothing […] I cannot tolerate if doctors hide any information to me so I do as many questions I can […]”
	Information symmetry
	VCC HIGH
DM HIGH
	Archetype 3

	Patient_12
	“[…] There are physicians that do their job only for money, and they do not care really if a patient suffers or dies! […] I need time to build trust, so I am very suspicious to anyone […] Many times happened that doctors prescribed me some medicines with very short explanations, maybe just to make me happy with a medical prescription… […]”
	Relationship length, Mistrust
	VCC LOW
DM HIGH
	Archetype 4

	Patient_14
	“[…] The care process should take into consideration the patients’ needs to have better results, otherwise, there could be a lack of motivation to comply with. The therapy should be built over the patients’ health conditions and preferences. For example, my doctor adapted the diet not only to what I can or I cannot eat, but also to what I like or I do not like. The same about the sport, instead of going to the gym he suggested me to try dancing and I really like it! […] I am happy because during the last medical visit the doctor told me I am doing very well and that I am much healthier now than before. […]”
	Attention to patient’s needs,
Service personalization
	VCC HIGH
DM LOW
	Archetype 2
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