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ABSTRACT
Patient-centered care and health services’ co-production are the 
cornerstones of the health care system of the future. These constructs 
rely on the reconceptualization of the patient as a co-deliverer of care. 
While studies about the intrinsic value-added of health services’ co-
production are prominent, the risks of value co-destruction attached 
to patient involvement have been widely neglected. In an attempt 
to fill this gap, this paper draws on the ‘health literacy’ perspective to 
conceptually explore the ‘dark side’ of health services’ co-production. 
Value co-destruction is understood as a two-way street, where both 
the health care professionals and the patients are likely to walk, either 
intentionally or unintentionally. Individual and organizational health 
literacy are proposed as two essential ingredients of the recipe for 
effective health services’ co-production, reducing the risks of value 
co-destruction in health services’ provision.

1. Introduction

1.1. Contextualizing service co-production in the health care service system

Just like other human public services, health services are inherently co-produced (Osborne, 
Radnor, Kinder, & Vidal, 2015). In particular, the co-production idea assumes that the 
synergies between the users and the providers in the design and delivery of public services 
pave the way for the establishment of a co-creating partnership, which is able to enhance 
the process of public value creation (Pestoff, 2012; Voorberg, Bekkers, Timeus, Tonurist, & 
Tummers, 2017). In this specific context, ‘… public value is about values characterizing the 
relationship between an individual and “society,” defining the quality of this relationship’ 
(Meynhardt, 2009, p. 206).

Even though the idea of public service co-production dates back to early ‘70s (Ostrom, 
1972; Percy, 1978; Rich, 1978), still little is known about its distinguishing attributes and its 
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consequences (Osborne, Radnor, & Strokosch, 2016). This is especially true dealing with 
the provision of health services (Palumbo, 2016), where a bio-medical, provider-led, and 
illness-centered approach to care is still dominant (Engel, 1978; Kirkengen et al., 2016). 
Nonetheless, co-production is currently recognized as a policy goal and a managerial prior-
ity to enhance the functioning of the health care service system (Palumbo, 2017a). On the 
one hand, health services’ co-production has been argued to contribute in improving the 
sustainability of health care organizations (Durand et al., 2014), which are caught between 
increasing health needs and shrinking resources (Greer, 2014); on the other hand, the 
involvement of patients in the delivery of care is claimed to contribute in health services’ 
quality improvement (Holmboe, Foster, & Ogrinc, 2016).

Service co-production shows distinguishing characteristics when it is applied to health 
care. First of all, it is not possible to identify a ‘one size fits all’ approach to health services 
co-production (Farmer, Taylor, Stewart, & Kenny, 2017); rather, tailored solutions should 
be arranged to meet the specific health needs of different patients (Palumbo, Annarumma, 
Musella, Adinolfi, & Piscopo, 2016). Besides, in several circumstances co-production of care 
is uneasy to implement, due to either lack of resources (e.g. living and health care environ-
ments unconducive to patient involvement, Weaver, Wray, Zellin, Gautam, & Jupka, 2012) 
or inadequate individual abilities (e.g. low patient’s interest and willingness to be involved in 
health services co-production, Gagliardi, Lemieux-Charles, Brown, Sullivan, & Goel, 2008).

Indeed, health services’ co-production requires a process of  enablement, which is aimed 
at allowing the patient to perform as a partner of the health care professionals, rather than as 
a mere recipient of health services (Kennedy, Gask, & Rogers, 2005). Patient empowerment 
is rapidly emerging as a popular metaphor to describe this enabling dynamic (Funnell, 
2016). In spite of its multifacetedness (Gallivan, Burns, Bellows, & Eigenseher, 2012), patient 
empowerment could be ultimately understood as a process aimed at instilling in the patient  
greater awareness of the actions he or she has to take ‘… to obtain the greatest benefit from 
the health care services available’ (Gruman et al., 2010, p. 351). Obviously, the patients’ 
awareness of their role in the health care service system involves an increased willingness 
to actively participate in the design and delivery of care.

Such a conceptualization of patient empowerment is based on the assumption that the 
health care professionals are only one part of the health care service system. Patients are 
engaged in the protection and the promotion of their health status, performing as ‘co- 
producers of health’ (Coulter, 2012, p. 80). From this point of view, the health care profes-
sionals are called to perform two complementary tasks when interacting with the patients 
(Grönroos, 2008). On the one hand, they operate as patients’ enablers, since they have to 
foster the engagement of the latter in the provision of care (Michie, Miles, & Weinman, 
2003); on the other hand, they serve as patients’ catalysts, arising their enthusiasm to be 
involved in the provision of care (Thompson & McCabe, 2012).

1.2. Challenging the optimistic interpretation of health services’ co-production

Scholars have variously discussed the ambiguities which are attached to patient empower-
ment (Salmon & Hall, 2004). Nonetheless, the scientific literature is consistent in claiming 
that health services’ co-production allows the achievement of relevant outcomes, includ-
ing: the improvement of patient-provider relationships (Roseman, Osborne-Stafsnes, Amy, 
Boslaugh, & Slate-Miller, 2013), the enhancement of the patients’ preference for shared 
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decision-making (Durand et al., 2014) and self-management of care (Simmons, Wolever, 
Bechard, & Snyderman, 2014), the advancement of patients’ satisfaction (Manary, Boulding, 
Staelin, & Glickman, 2013), and the establishment of a safer health care environment (Sharp, 
Palmore, & Grady, 2014).

Questioning the prevailing optimism about the benefits brought by service co-produc-
tion, Plé and Cáceres (2010) argued that the involvement of users in the delivery process 
may entail value co-destruction, rather than value co-creation. In particular, value co-de-
struction is likely to happen when either the user, the provider, or both of them participate 
in the design and delivery of services adopting conflicting perspectives, bringing incon-
gruent inputs, and aiming at the achievement of diverging ends (Smith, 2013). In other 
words, value co-destruction is the by-product of the misuse of resources available during 
the service encounter (Echeverri & Skålén, 2011). Such a misuse could be either accidental 
or intentional (Plé & Cáceres, 2010): in the former case, the users and the providers of are 
unaware of the clash of their interests and/or activities; in the latter case, they deliberately 
struggle to achieve selfish benefits from service provision.

The risks of value co-destruction are especially high in the health care environment. In 
fact, patients usually lack the knowledge, skills, experience, and expertise to be effectively 
involved in health services’ co-production (Teunissen, Visse, & Abma, 2015). Several studies 
have shown that patients may be unwilling to participate in the provision of care, due to 
the physical and psychological weaknesses which are associated with the illness (Arnetz, 
Winblad, Arnetz, & Höglund, 2008). Moreover, patient involvement is likely to produce 
ethical tensions, leading to inequity in the access to care (Thomson, Murtagh, & Khaw, 
2005). Also, the health care professionals may play a significant role in co-destroying value 
when they are urged to embrace a patient-centered approach to care. On the one hand, 
they could be interested in limiting the involvement of patients, in an attempt to reduce 
their loss of control on clinical decisions (Owens & Cribb, 2012). On the other hand, the 
traditional bio-medical paradigm, which neglects the patients’ role in health services’ design 
and delivery (Wood, 2012), still influences health care practices.

Drawing on these arguments, this paper conceptually explores the risks of value co- 
destruction in the patient-provider relationship, suggesting a theoretical framework which 
points out the implementation issues of health services’ co-production. Health literacy 
is proposed as a fundamental ingredient of the recipe for value co-creation (Nutbeam, 
2000). It is assumed that the enhancement of individual and organizational health literacy is 
imperative to realize the full potential of patient involvement (Palumbo, 2016). This article 
is organized as follows. The next section introduces the health literacy concept and suggests 
a distinction between individual and organizational health literacy. Besides, it points out 
the critical role played by individual and organizational health literacy in realizing patient 
involvement. In light of these arguments, the third section suggests a theoretical framework, 
which depicts how limited health literacy at the individual and organizational levels may 
produce value co-destruction. The fourth section discusses the practical implications which 
could be deduced from this study and identifies some interventions which may help to 
avoid value co-destruction. The concluding section reports some conceptual and practical 
insights, inspiring an agenda for further research.
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2. Theoretical background

2.1. Individual health literacy as a requisite to health services’ co-production

Health literacy has been widely understood as an individual trait (Lee, Arozullah, & Cho, 
2004). In fact, the health literacy construct was formerly defined as the set of functional skills 
(Parker, Baker, Williams, & Nurss, 1995) which are needed to collect, process, understand, 
and use health information (‘literacy’, Baker, Williams, Parker, Gazmararian, & Nurss, 1999) 
and to handle numerical health-related data (‘numeracy’, Golbeck, Ahlers-Schmidt, Paschal, 
& Dismuke, 2005). Nutbeam (2008) proposed an expanded interpretation of health literacy, 
claiming that it includes both interactive (Rubin, Parmer, Freimuth, Kaley, & Okundaye, 
2011) and critical skills (Chinn, 2011), beyond functional competencies. In particular, inter-
active health literacy consists of the personal willingness to build familiar and comfortable 
relationships with the health care professionals, which allow to enhance the quality of 
patient-provider communications. Critical health literacy engenders the ability to identify, 
analyze, and appreciate the alternatives available for the purposes of health protection and 
promotion, being a requisite for the appropriate access to care. Figure 1 provides a snapshot 
of the different shades of the health literacy construct and points out the role of functional, 
interactive, and critical skills in empowering patients to allow health services’ co-production.

Sticking to these considerations, health literacy could be defined as ‘the degree to which 
individuals have the capacity to obtain, process, and understand basic health information 
and services needed to make appropriate health decisions’ (Baker, 2006, p. 878). From this 
point of view, individual health literacy turns out to be critical for the purpose of health 
services’ co-production. Indeed, scholars agree in claiming that individual health literacy 
anticipates: the patients’ interest and readiness to be involved in the self-management of 
care (Macabasco-O’Connell et al., 2011), the positive adoption of health seeking behav-
iors (Bourne et al., 2010), the adequate knowledge of health determinants (Gazmararian, 
Williams, Peel, & Baker, 2003), the propensity to use preventive health services (Scott, 

Figure 1. the role of Hl in empowering patients. Source: authors’ elaboration.
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Gazmararian, Williams, & Baker, 2002), and the appropriate understanding of health infor-
mation (Chugh, Williams, Grigsby, & Coleman, 2009).  In contrast, problematic health liter-
acy has been considered to hinder the establishment of collaborative relationships between 
the patients and the health care professionals, producing patient disengagement (Porr, 
Drummond, & Richter, 2006). The side-effects of inadequate health literacy are particu-
larly significant for people suffering from multiple chronic conditions. In fact, as argued by 
Shippee, Allen, Leppin, May, and Montori (2015, p. 119), the involvement in health services’ 
co-production of patients who lack adequate competences and capabilities is likely to be ‘… 
counterproductive and wasteful’,  due to their inability to bear the burden of the treatment 
(May, Montori, & Mair, 2009).

However, individual health literacy is not sufficient to allow health services’ co-produc-
tion. In fact, a resistant bio-medical culture and a provider-centered design of the health care 
system determine a professional-led provision of health services, which overlooks the value 
added of patient involvement (Batalden et al., 2015). Both the health care professionals and 
the health delivery systems usually lack adequate capabilities to achieve patient-centered 
care and to realize health services’ co-production (Bernabeo & Holmboe, 2013). Therefore, 
the enhancement of individual health literacy should be merged to a greater ability of 
health care providers to engage the patient in a partnership  intended to value co-creation 
(Sabadosa & Batalden, 2013).

2.2. Illuminating the dark side of health literacy: organizational health literacy

As compared with individual health literacy, organizational health literacy has been over-
looked for a long time by the scientific literature (Parker & Hernandez, 2012). It concerns the 
health care organizations and providers’ ability to ‘… make it easier for people to navigate, 
understand, and use information and services to take care of their health’ (Brach, Dreyer, & 
Schillinger, 2014, p. 213). Organizational health literacy is critical for the evolution of health 
care providers from disease relievers – that is to say self-reliant and specialized healers of ill 
health status – to enablers – that is to say facilitators of patients’ activation and involvement 
in the provision of care (Adinolfi, Starace, & Palumbo, 2016). Among others, Brach et al. 
(2012) suggested ten attributes which characterize a health literate health care organization.

Health literate health care organizations are assumed to: (1) contemplate health literacy 
into organizational planning and quality improvement; (2) encourage a leadership which 
recognizes the importance of health literacy to the organizational mission and values; (3) 
engage the population served in the design of health-related information and services in 
a perspective of continuous health literacy improvement; (4) create favourable organiza-
tional conditions to overcome the stigma which is attached to problematic health literacy; 
(5) improve the ability of health care providers to handle the special needs of people living 
with limited health literacy; (6) consider the needs of those who live with inadequate health 
literacy at all points of contact between the patients and the providers; (7) provide patients 
with easy access to health-related information; (8) design and distribute easy to understand 
written, audio, and visual materials; (9) improve inter-organizational relationships with 
the purpose of enhancing the providers’ capacity to address health literacy in high-risk 
situations; and 10) clearly communicate to low health literate patients the mechanism of 
health services’ co-payment.
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Willis et al. (2014, p. 518) suggested that three different types of interventions are con-
comitantly needed to enhance organizational health literacy: (1) government actions; (2) 
organizational and practitioner actions; and (3) partnership actions. The first category falls 
outside the focus of this paper, since it does not concern the interaction between the patients 
and the providers of care. Rather, it deals with the interdependencies between the health 
literacy concept, the health system, the educational system, and other relevant social and 
cultural systems (Low, Low, Baumler, & Huynh, 2005). Organizational, practitioner, and 
partnership actions are essential to facilitate health services’ co-production. On the one 
hand, organizational and practitioner actions involve: (1) the development of a shared 
organizational vision about health literacy; (2) the inclusion of a specific health literacy 
concern in organizational policies; (3) the identification of health literacy champions, who 
are called to foster the organizational commitment to meet the special information needs 
of poor health literate patients; and (4) the engagement of health care professionals in the 
initiatives aimed at realizing health services’ co-production. On the other hand, partnership 
actions include the establishment of collaborative and cooperative relationships between 
the entities which operate within the health care service system, in order to encourage a 
systemic effort toward health literacy. Figure 2 depicts the different shades of the organiza-
tional health literacy constructs and emphasizes its role in empowering patients.

Merging the individual and the organizational health literacy concepts, it could be main-
tained that health services’ co-production is a two-way street. It simultaneously relies on 
the ability of patients to be engaged in the provision of care as active partners of the health 
care professionals and on the willingness of the latter to recognize the patients as active 
co-producers of health services. When either individual health literacy, organizational health 
literacy, or both of them are lacking, patient involvement and health services’ co-production 
are undermined. In these circumstances the relationship between the health care providers 
and the patients is biased, paving the way for momentous side-effects.

Figure 2. the role of oHl in empowering patients. Source: authors’ elaboration.

POLICY AND SOCIETY   373



3. The side effects of service co-production: value co-destruction in health 
care

3.1. Not always co-creation: value co-destruction in health services’ co-production

As argued above, the relationship between public services’ co-production and value co- 
creation has been widely discussed (see, among others, Gebauer, Johnson, & Enquist, 
2010; Voorberg, Bekkers, & Tummers, 2015). Alternatively, insights on the risks of value  
co- destruction which are attached to either inadequate or failed co-production are uncom-
mon. This is surprising, since the provision of public services is the result of one or more 
interactions between agents who may be unable to effectively participate in co-production 
efforts (Fledderus, Brandsen, & Honingh, 2013).

This circumstance is particularly common in the health care environment (Johnston 
& Herzig, 2006), where the patients and the health care professionals are likely to bring 
diverging aims and conflicting perspectives (Upshur, Bacigalupe, & Luckmann, 2010). On 
the one hand, the patients are likely to adopt a first-person perspective, since they imme-
diately perceive the decline of psychic and physical well-being which is brought by the 
illness (Holm, 2005). On the other hand, the health care professionals are used to embrace 
a third-person perspective, which leads them to appreciate health-related issues in technical 
and reductionist terms (Wilson, Kendall, & Brooks, 2007). As a consequence, it is possible 
that these two agents bear different points of view and contrasting beliefs in the process of 
health services’ provision, which represent important obstacles to the establishment of a 
co-creating partnership (Garrity & Lawson, 1989).

The patients and the providers of care should be understood as two complementary 
entities, who inherently collaborate and share material and non-material resources for the 
purposes of health protection and promotion (Osei-Frimpong, Wilson, & Lemke, 2016). 
Therefore, the embracement of different views and diverging aims may anticipate failed or 
inadequate health services’ co-production. Failed co-production usually results in a pro-
fessional-led patient-provider relationship, which does not imply any value added as com-
pared with the traditional bio-medical approach to care (Salmon & Hall, 2004). Differently, 
inadequate co-production involves biased patient-provider relationships, which may lead 
to misuse, overuse, or underuse of health resources available (Tomes, 2007). The misuse of 
health resources engenders the achievement of deficient health outcomes and low well-be-
ing, undermining the effectiveness of the health care service system (Hardyman, Daunt, & 
Kitchener, 2015). Among others, inadequate individual and organizational health literacy 
perform as important determinants of conflicting patient-provider relationships, thus pav-
ing the way for value co-destruction processes (Adkins & Corus, 2009).

3.2. The role of limited individual health literacy in producing value co-destruction

People who live with problematic health literacy are unwilling to actively participate in 
the design and delivery of care; moreover, they have been found to improperly access 
health services (Andrus & Roth, 2002). Inadequate health literacy jeopardizes the patients’ 
understanding of diagnoses and treatments suggested by health care professionals. Hence, it 
thwarts medication adherence (Ngoh, 2009), undermines patients’ compliance (Kalichman, 
Ramachandran, & Catz, 1999), and discourages the appropriate use of health resources 
(Franzen, Mantwill, Rapold, & Schulz, 2014). In addition, low health literacy prevents the 
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opportunity to fill the cognitive gaps which are produced by inadequate individual skills 
through the establishment of clear and comfortable relationships with the providers of care 
(Hironaka & Paasche-Orlow, 2007). In fact, limited health literacy restrains the patients’ 
ability to extract meaningful information from the multiple communications they establish 
with the different sources of health information available, including health care profes-
sionals. Lastly, limited health literacy involves poor awareness of health phenomena and 
reinforces the patients’ unwillingness to be engaged in a critical dialogue with the providers 
of care (Heijmans, Waverijn, Rademakers, van der Vaart, & Rijken, 2015).

Summarizing these points, problematic individual health literacy sets the condition for an 
unbalanced patient-provider relationship. In these circumstances, patient involvement may 
lead to unexpected consequences, such as the exacerbation of the patients’ health conditions 
and the related growth in the demand for care (Hardie, Kyanko, Busch, Losasso, & Levin, 
2011). Indeed, those who live with inadequate health literacy are unable to properly access 
health services, being exposed to high risks of inappropriateness (Schumacher et al., 2013). 
Obviously, the process of value co-destruction engendered by poor individual health literacy 
does not solely concern the fall in the individual well-being. Also, it implies increased health 
care costs, with drawbacks on the health care system’s sustainability (Palumbo, 2017b).

As an illustrative example, Paasche-Orlow (2011) reported on the real experience of a 
76-year-old man showing multiple chronic conditions and disclosing inadequate health 
literacy, who turned out to be unable to actively participate in the design and delivery of 
care. In this case, failed co-production engendered the misuse of health resources, especially 
in terms of inappropriate access to hospital services. Inadequate health literacy upsets the 
patient-provider relationships, determining conflicts, rather than service co-production. It 
is worth noting that such conflicts may also entail either an underuse of appropriate health 
services, as in the case of preventive services (Scott et al., 2002), or an overuse of potentially 
inappropriate health services, as in the case of emergency care (Schumacher et al., 2013).

Drawing on the propositions of Plé and Cáceres (2010) and Echeverri and Skålén (2011), 
these processes of value co-destruction are mainly accidental. In other words, they are 
produced by the patients’ inability to deal with complex health-related phenomena and to 
interact with the health care professionals to fill their knowledge gap (Robertson, Polonsky, 
& McQuilken, 2014). In line with these arguments, several scholars pointed out that the 
engagement in health services’ provision of patients who show problematic health liter-
acy reinforces the dependency of the latter on the health care professionals, resulting to 
be counter-productive (Schulz & Nakamoto, 2013). Inadequate health-related knowledge, 
poor self-efficacy perception, and limited ability to handle health information perform as 
the main determinants of biased patient-provider relationships, determining value co-de-
struction rather than value co-creation (Osborn, Paasche-Orlow, Bailey, & Wolf, 2011).

3.3. Value co-destruction enacted by limited organizational health literacy

The process of value co-destruction in the health care environment could be produced by 
inadequate organizational health literacy, too. In fact, health care organizations have been 
usually found to be unable to establish a setting which empowers patients and enables them 
to factually perform as co-producers of care (Altin & Stock, 2015;  Fumagalli, Radaelli, 
Lettieri, Bertele’, & Masella, 2015). Poor health literate health care organizations neglect that 
the patients need a friendly and comfortable environment to be involved in the provision of 
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care (Annarumma & Palumbo, 2016). However, when the enhancement of organizational 
health literacy is not considered among the managerial priorities of health care organiza-
tions, there is a significant risk that patient engagement results to be harmful for both the 
users and the providers of care (Palumbo & Annarumma, 2016). On the one hand, the 
patients meet significant hurdles in participating in the provision of care and suffer from 
an increased dependence on the health care professionals, who maintain the control on 
health-related information. On the other hand, cultural and organizational constraints pre-
vent the health care professionals to establish a patient-centered approach to care; quite the 
opposite, they are induced to stick to the traditional illness-centered bio-medical approach, 
which discourage patient involvement (Légaré & Witteman, 2013).

In sum, inadequate organizational health literacy involves a hostile health care environ-
ment, where print and verbal health-related information are difficult to access and inad-
equate attention is paid to the special information needs of those who live with limited 
functional, interactive, and critical health-related skills (Livaudais-Toman, Burke, Napoles, 
& Kaplan, 2014). As compared with limited individual health literacy, inadequate organi-
zational health literacy turns out to be an intentional determinant of value co-destruction 
(Palumbo, 2016). Actually, the lack of organizational efforts aimed at enhancing the patients’ 
ability to navigate the health care environment and inciting the health care professionals 
to engage patients in the provision of care is the byproduct of a voluntary managerial and 
cultural approach, which prevents the transition toward patient-centered care (Koh, Baur, 
Brach, Harris, & Rowden, 2013).

In line with these considerations, Weaver et al. (2012) claimed that low awareness of 
health literacy-related issues at the organizational level, health care providers uncertainty 
about their role in addressing the special information needs of people living with inadequate 
health literacy, and lack of tailored policies and protocols to improve the friendliness of 
health care organizations are the main barriers to the implementation of patient-centered 
care. It is clear that the improvement of organizational health literacy strongly relies on the 
role of health care professionals (Brach et al., 2014). In fact, they have the opportunity to 
mediate between the inadequate capability of patients to perform as health services’ co-pro-
ducers and the limited ability of health care organizations to encourage patient involvement 
in the provision of care. From this point of view, a health literate health care organization is 
based on a behavior change model (Michie, van Stralen, & West, 2011), which solicits the 
health care professionals’ capability, opportunity, and motivation to embrace a patient-cen-
tered approach to care.

3.4. Health literacy as a requisite to health services’ co-production

Figure 3 graphically synthesizes the role of health literacy – at both the individual and 
organizational levels – in realizing health services’ co-production. In sum, the idea of health 
care co-production rejects the prevailing bio-medical model, which maintains that the 
health care professionals are the sole relevant agents in the process of health services’ design 
and delivery and identifies the patient as a mere recipient of care. Rather, the patients are 
assumed to own a critical set of sleeping assets, which are generally disregarded and, con-
sequently, not activated to support the functioning of the health care service system.

Patient empowerment is aimed at enabling the patients’ sleeping resources to allow health 
services’ co-production and value co-creation. Hence, patient empowerment encourage 
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patients to participate in the decisions and activities which concern the protection and the 
promotion of individual wellbeing. However, in most of the cases the attention is focused 
on the institutional conditions which lead to user empowerment, while the organizational 
requisites for the effective involvement of patients in the provision of care are generally 
neglected. Nonetheless – in addition to patient empowerment – the co-production potential 
of health care organizations should be enhanced.

Ultimately, both individual and organizational health literacy are fundamental ingredient 
of the recipe for effective health services’ co-production. On the one hand, individual health 
literacy affects the patients’ ability to properly function in the health care service system. 
On the other hand, organizational health literacy performs an enabling factor: it involves 
the establishment of a favourable environment, which stimulates the users to take part in 
health services’ co-production. Hence, inadequate individual health literacy undermines 
patient empowerment, discouraging self-management of care, producing low self-efficacy 
perception, and frustrating the patient-provider relationship; otherwise a poor health lit-
erate health care environment impoverishes the patients’ willingness to deal with complex 
health-related phenomena, strengthening their reliance on the providers of care.

It is worth noting that inadequate organizational health literacy prevents health services’ 
co-production also when the patients have adequate functional, interactive, and critical 
health-related skills. Actually, limited organizational health literacy implies a hostile envi-
ronment, which inhibits patient engagement and prevents health services’ co-production. 
Similarly, the mix of adequate organizational health literacy and problematic individual 
health literacy may be harmful: it produces increased risks of misuse of health resources, 

Figure 3. the process of health care co-production. Source: author’s elaboration.
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which is mainly generated by the problematic ability of patients to understand the health 
information available for the purposes of health protection and promotion. In light of 
these considerations, individual and organizational health literacy should be dealt with as 
conjoined issues, which are concomitantly required to realize patient empowerment and 
to allow health services’ co-production.

4. Discussion: how to avoid value co-destruction through health literacy

Individual and organizational health literacy should be dealt with as two faces of the same 
coin. Both of them are needed to empower patients and, therefore, to set the conditions for 
health services’ co-production (Wang et al., 2016). As depicted in Figure 3, the disregard of 
either individual health literacy, organizational health literacy, or both of them generates 
momentous drawbacks on the patient-provider relationship. Inadequate health literacy 
prevents the patients’ contribution in health services’ design and delivery. In addition, it 
compels the health care professionals to embrace an illness-centered approach to care, which 
conceives the patient as a mere recipient of health services (Mackey, Doody, Werner, & 
Fullen, 2016). Ultimately, lack of efforts aimed at promoting individual and organizational 
health literacy engenders biased patient-provider relationships, which increase the risks of 
value co-destruction in the health care environment.

In spite of these considerations, scholars and practitioners are used to deal with indi-
vidual and organizational health literacy as unrelated issues (French & Hernandez, 2013), 
neglecting the interdependencies which exist among them (Rikard & McKinney, 2017). 
From this point of view, it is not surprising that little is known about the overall impacts of 
inadequate health literacy on both health services’ quality and health outcomes (Adsul et 
al., 2017). In fact, the evidence supporting the effectiveness of the interventions intended 
to improve individual health literacy may be considered to be unreliable, since the role 
played by organizational health literacy in promoting patient involvement and in fostering 
the health care professionals’ willingness to perform as enablers of the patients’ sleeping 
resources is generally overlooked.

Tailored and systemic interventions to acknowledge and enhance the synergies between 
individual and oganizational health literacy are required, in order to foster health services’ 
co-production and avoid the risks of value co-destruction (Realpe & Wallace, 2010). Low 
health literate patients are not able to deal with complex health-related phenomena, are 
unwilling to establish a fair and comfortable relationship with the providers of care, and 
are not proficient in discriminating between the pros and cons of alternative health treat-
ments (Paasche-Orlow & Wolf, 2007). Therefore, they should be educated in health-related 
issues, in an attempt to improve their self-efficacy perception and the awareness of their 
role during the service encounter. Sticking to these considerations, the patient-provider 
relationship should be framed as a contact between two experts, where both of them con-
tribute in the success of health care provision (Pawlikowska, Zhang, Griffiths, van Dalen, 
& van der Vleuten, 2012).

Notwithstanding, the improvement of individual health literacy is trivial, if it is not 
supported by the advancement of organizational health literacy. When the importance of 
health literacy to the policies and strategies of health care organizations is neglected, the 
health care professionals are not supported to achieve patient engagement. Rather, they 
are likely to preserve their loyalty to the bio-medical model, which sterilizes the patients’ 
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contribution in the provision of care (Briglia, Perlman, & Weissman, 2015). Even though 
health literate patients are able – in theory – to participate in the process of health services’ 
design and delivery, they are restrained to do so by the presence of a hostile environment, 
which instils the adoption of a ‘fix-it’ approach to care in the health care professionals. Hence, 
inadequate organizational health literacy entails patient disengagement, which is likely 
to lead to disagreements and conflicts in the patient-provider relationship. This situation 
engenders the misuse of health resources, as well as the achievement of inadequate health 
outcomes (von Wagner, Steptoe, Wolf, & Wardle, 2009).

In most of the cases, the inclusion of health literacy within organizational planning is 
prevented by the lack of policy and managerial tools to establish a health literate health care 
environment. Appropriate interventions to check the levels of organizational health literacy 
should be arranged and used, in order to inspire deep processes of organizational change in 
the health care environment. The assessment of organizational health literacy should inform 
corrective structural and managerial actions to increase the patients’ ability to contribute 
in the provision of care. Moreover, the enhancement of inter-organizational relationships 
between different health care organizations may help in facilitating the access of patients 
and health care professionals to community-based health literacy resources, which support 
health services’ co-production and allow to reduce the risks of health resources’ misuse 
(Palumbo, 2017a).

To fully exploit the potential of health services’ co-production, the sensitivity of health 
care professionals to health literacy issues should be aroused. Public management scholars 
have variously stressed the role played by professionals and regular providers as catalysts 
of co-production efforts (van Eijk & Steen, 2014). In the specific health care context, the 
health care professionals have an important stake in realizing patient involvement: firstly, 
they have the opportunity to contribute in the process of patient activation, enabling them 
to perform as health services’ co-producers (Carman et al., 2013);  besides, they are able to 
foster structural and cultural changes in the organizational context, which are consistent 
with a patient-centered approach to care (Johnson et al., 2008). In fact, patient involve-
ment relies on a deep redesign of organizational structures and processes, which should 
be intended to move both patients and health care professionals toward health services’ 
co-production (Gilardi, Guglielmetti, Marsilio, & Sorrentino, 2016).

5. Conclusions

Individual and organizational health literacy are two essential requisites to patient empow-
erment and health services’ co-production. Therefore, they are concomitantly needed to 
enhance the patient-provider relationship and to pave the way for the establishment of a 
co-creating partnership between them during the service encounter. In fact, the enhance-
ment of individual and organizational health literacy prevent things to go wrong in 
co-producing health services, minimizing the risks of value co-destruction and setting the 
conditions for the achievement of a patient-centered approach to care.

In spite of the growing attention paid to patient-centered care and patient involvement 
at both the policy and practical levels, the scientific and the professional literatures have 
overlooked the importance of organizational health literacy to accomplish them. Most of the 
attention has been focused on the patients’ ability to collect, process, and understand health 
information, in order to effectively navigate the health care service system. Alternatively, 
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little is known about the drawbacks of limited organizational health literacy on patient 
empowerment and health services’ co-production.

The theoretical framework suggested in this article tries to nourish the debate about the 
future perspectives of health services’ co-production, in an attempt to inspire advancements 
in health policies and practices. Individual and organizational health literacy are imperative 
to the implementation of health care co-production. In fact, the lack of either individual 
or organizational health literacy produces impaired patient-provider relationships, which 
are likely to result in the misuse, overuse, or underuse of health services available, thus 
engendering value co-destruction processes.

Health policy makers should merge individual and organizational health literacy in 
a systemic and overarching concept, using it to inspire the reorganization of the health 
care service system around a patient-centered model of care. A systemic health literacy 
approach will allow to meet the conjoined purposes of patient empowerment and health 
services’ co-production, addressing the individual and organizational issues which prevent 
the involvement of patients in the co-design and co-delivery of care. Obviously, further 
conceptual and empirical research is urged to figure out the complex link which relates 
individual health literacy, organizational health literacy, and health care co-production, 
clarifying how they interact to enhance value co-creation. Also, future developments should 
be addressed to investigate how health care professionals could support the establishment 
of a friendly and comfortable health care environment, which encourages the patients to 
partner with the health care professionals in health services’ design and delivery. Lastly, the 
interplay between health literacy and health services’ co-production should be examined at 
both the macro (i.e. health care systems), meso (i.e. health care organizations) and micro 
levels (i.e. patient-provider relationships), in order to implement a health service ecosystem 
which relies on patient empowerment and health services’ co-production in an attempt to 
improve the effectiveness and the appropriateness of care.
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