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ABSTRACT
Objectives Patient- centred communication improves 
patient experiences and patient care outcomes. This study 
aimed to assess the preference of medical professionals in 
China towards patient- centred communication under the 
context of the deteriorating doctor–patient relationship.
Methods A cross- sectional survey of medical 
professionals was conducted in January and February 
2018 in H City of Heilongjiang province, the northeast 
of China. The Chinese- Revised Patient- Practitioner 
Orientation Scale (CR- PPOS) was adopted to measure the 
individual preference of respondents towards patient- 
centredness in clinical communication. Multivariate 
logistic regression models were established to identify 
the sociodemographic (gender, age, marital status and 
educational attainment) and work experience (years of 
working, seniority, satisfaction with income, daily workload 
and perceived doctor–patient relationship) predictors of 
the preference towards patient- centredness.
Patient and public involvement Not applicable.
Results A total of 618 valid questionnaires were 
returned. The CR- PPOS demonstrated acceptable 
reliability and validity. Overall, a low level of preference 
towards patient- centredness in clinical communication 
was found. Relatively higher scores on ‘caring for 
patients’ (20.42±4.42) was found compared with those 
on ‘information/responsibility sharing’ (15.26±4.21). 
Younger age, higher educational attainment, lower daily 
workload and a perception of harmonious doctor–patient 
relationship were associated with a higher preference 
towards patient- centredness in clinical communication.
Conclusions A low level of preference towards patient- 
centredness in clinical communication was found in 
medical professionals in the northeast of China, which may 
further jeopardise the efforts to improve doctor–patient 
relationship.

INTRODUCTION
With the shift to the biopsychosocial para-
digm, people have become increasingly 
concerned about the orientation of medical 
professionals towards clinical communi-
cation with their patients. Studies have 
distinguished between the patient- oriented 
style versus a doctor- oriented style of inter-
action.1–3 The origin of the concept of 

patient- centred care can be traced back to 
the ancient time of Hippocrates when each 
patient was considered as a relatively inde-
pendent individual.4 The fundamental prin-
ciples of patient- centredness, however, have 
not been consistently defined until recently. 
It generally refers to the establishment of a 
partnership between providers and patients 
for the purpose of care tailored to the indi-
vidual needs of patients in line with their 
preferences and values. Patients are empow-
ered to actively participate in their own care 
and clinical decision making.5 6

Patient- centred care has to be holistic, with 
multiple components being integrated in 
each patient–doctor encounter.7 At the core 
of patient- centred care is patient- centred 
communication (PCC). It needs to be cultural 
sensitive but meanwhile encourages shared 
decision making. Extensive studies have been 
conducted with a focus on improving commu-
nication between healthcare providers and 
their patients.8 Empirical evidence shows 
that effective communication is crucial to 
high quality care as measured by patient 

Strengths and limitations of this study

 ► This study is the first of its kind in the northeast 
of China using the Chinese- Revised Patient- 
Practitioner Orientation Scale.

 ► The study adopted a cross- sectional design with 
a large sample size, which can help improve our 
understanding on the attitudes of medical profes-
sionals towards patient- centredness in clinical 
communication.

 ► The findings have significant implications on the 
management of medical practice under the specific 
context of China.

 ► The study identified sociodemographic and work 
experience predictors of the preference of medical 
professionals towards patient- centredness in clini-
cal communications, but no causal relationships can 
be assumed due to the cross- sectional design.
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experience and patient care outcomes.9 Indeed, patient- 
centredness itself has become one of the indicators of 
quality care in the 21st century.10 It represents a serious 
challenge to the traditional medical approach of pater-
nalism.11 However, our understanding on the tendency of 
medical professionals towards patient- centredness is very 
limited.12

Arguably, PCC requires a harmonious doctor–patient 
relationship. Unfortunately, China is currently expe-
riencing serious challenges in relation to the doctor–
patient relationship. Medical disputes are frequently 
reported. There exists a crisis of distrust and mistrust 
between medical professionals and patients due to a wide 
range of reasons within and outside of the health sector. 
The disharmony between medical professionals and 
patients has been deemed a major obstacle of the health 
system reform.13 According to the 2017 ‘White Paper on 
Medical Workforce in China’, only half of medical workers 
believed that their contributions were appreciated by the 
society. More than 65% experienced disputes with their 
patients and 62% were dissatisfied with their working envi-
ronment.14 A lack of patient- centredness can fuel distrust 
and mistrust from the patients. Therefore, medical profes-
sionals can should play a vital role in building a harmo-
nious doctor–patient relationship through patient- centred 
care.15 However, a perception of poor doctor–patient rela-
tionship may deter medical professionals from adopting a 
PCC approach in clinical practices.16

This study aimed to advance our understanding on the 
preference of medical professionals in China towards 
patient- centredness in clinical communication. The 
study adopted the Patient–Practitioner Orientation 
Scale (PPOS) to measure PCC. The PPOS was devel-
oped by Krupat et al,17 containing 18 items measuring 
two dimensions ‘sharing’ and ‘caring’.18 The caring 
dimension assesses the tendency of treating patients as a 
whole person, concerning their medical conditions and 
emotional and social needs. The sharing subscale assesses 
willingness of medical professionals to share information 
and decision- making power with their patients.19 It has 
been validated in a variety of study settings, including 
in the USA, Sri Lanka, Greece, Nepal, South Korea and 
Sierra Leone.7 19–23

Although PCC has started to gain momentum in 
China, there are only a few studies documenting the atti-
tudes of medical professionals in China towards patient- 
centredness in clinical communication. Ting et al made 
the earliest known attempt to apply the PPOS to assess 
patient preference towards PCC in a hospital in the south-
west of China.3 Since then, the Chinese- Revised Patient–
Practitioner Orientation Scale (CR- PPOS) has been 
validated in the medical professionals and the patients 
in Shanghai.24 However, there is paucity in the literature 
documenting the preference of medical professionals 
in other regions in China towards patient- centredness. 
Significant regional disparities in economic development 
exist in China, which has a profound impact on health 
resources and health services.

This study addressed the gap in the literature by 
conducting a cross- sectional study of the medical profes-
sionals in China’s oldest industrial base – H City in 
Heilongjiang province using the CR- PPOS.

MATERIALS AND METHODS
Study population and data collection
A cross- sectional questionnaire survey of medical profes-
sionals was conducted in January and February 2018. 
Study participants were recruited through a stratified 
sampling strategy to ensure representativeness. Seven 
medical institutions in H City were selected first consid-
ering a balance of size and economic zones. Eligible 
medical professionals from the participating institutions 
were invited to participate in the survey. The eligibility 
criteria included: (1) full- time employees of registered 
medical doctors in various disciplines including anaesthe-
tists and (2) working in clinical practice for at least 1 year. 
Those who were not registered medical doctors (such 
as nurses) and were absent on the day of data collection 
were excluded. The survey was voluntary and the respon-
dents had to be able to complete the questionnaire inde-
pendently without assistance. The survey was open to 
each hospital for 1 day or one and a half days.

The questionnaire was distributed in person to the study 
participants by 14 trained investigators. They explained the 
purpose and the study protocol in line with the informed 
consent letter to the participants in groups before distrib-
uting the questionnaire. They also provided instructions 
about how to fill in the questionnaire. Verbal informed 
consent was obtained from the participants prior to the 
commencement of the survey. Completion and return of 
the completed questionnaire was voluntary and anonymous. 
The respondents did not have to complete the question-
naire on the same day although most did so. In cases where 
the respondents wanted to participate but were unable to 
complete the questionnaire on the same day, another date 
was set up in negotiation with the respondents. Collec-
tion of the returned questionnaires started approximately 
15 min after the questionnaire distribution. The investiga-
tors checked completeness of each returned questionnaire. 
Missing data, if found, were filled through a request with the 
original respondents.

In total, 650 questionnaires were distributed and 618 
(95.1%) valid questionnaires were obtained. The sample 
represented 10.9% of all registered medical professionals 
(nearly 5686 as of 2017) in H City.

Patient and public involvement
There was no patient and public involvement.

Questionnaire design
The original PPOS contains 18 items. The CR- PPOS 
reduced the number of items to 11, which demonstrated 
better psychometric properties and high overall reliability 
and validity.24 In this study, we adopted the CR- PPOS with 
the consent from the authors of both PPOS and CR- PPOS. 
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Each item was rated on a six- point Likert scale: 1=‘strongly 
disagree’, 2=‘disagree’, 3=‘somewhat disagree’, 4=‘some-
what agree’, 5=‘ agree’ and 6=‘strongly agree’.

The questionnaire also collected the sociodemographic 
characteristics (gender, age, marital status and educational 
attainment) and work experience (years of working, seniority 
and daily workload) of the respondents. In addition, we 
assessed the degree of satisfaction of the respondents with 
their income and their perceived relationship with patients. 
It is not uncommon in China for medical professionals to 
complain about their income, which can adversely affect 
their relationship with patients.14 Such a problem is particu-
larly profound in the less developed regions of China.

Statistical analysis
Frequency distributions of respondents across different 
groups were described, which included gender (male or 
female), age (≤25, 26～30, 31～40 and >40 years), marital 
status (unmarried, married, divorced and others), educa-
tional attainment (<bachelor, bachelor degree and post-
graduate degree), years of working (≤5, 6～10 and >10), 
professional title (senior, sub- senior, intermediate, primary 
and no title), satisfaction with income (no or yes) and 
perceived harmonious doctor–patient relationship (no or 
yes).

The scores of the CR- PPOS items were aligned to the 
same direction before a summed score was calculated 
for the ‘caring’ and ‘sharing’ dimensions and the entire 
scale. They were described using mean values and SD. A 
higher score indicates a higher preference toward patient- 
centredness. The reliability of the CR- PPOS scale was 
assessed using Cronbach’s α coefficient. A Cronbach's α 
of above 0.6 was deemed acceptable. Confirmatory factor 
analysis was performed to assess the construct validity of 
the CR- PPOS scale. Root mean square error of approx-
imation (RMSEA <0.08), incremental fit index (>0.90) 
and comparative fit index (CFI >0.90) were examined to 
assess fitness of the data into the model.

The ‘sharing’, ‘caring’ and total scores of the CR- PPOS 
were dichotomised using the median value (15, 21 and 
37, respectively) as a cut- off point. A more patient- centred 
approach was assigned with a value of 1, otherwise 0. Multi-
variate logistic regression models were established to iden-
tify the sociodemographic (gender, age, marital status and 
educational attainment) and work experience (years of 
working, seniority, satisfaction with income, daily workload 
and perceived doctor–patient relationship) predictors of the 
preference towards patient- centredness. Adjusted OR and its 
95% CI for each tested predictor was presented.

The statistical analyses were performed using SPSS 
V.19.0 (IBM Corporation) and AMOS V.21.0.

RESULTS
Sociodemographic characteristics of respondents
About half respondents were female and in the age between 
31 and 40 years. Over 76% of respondents were married 
at the time of the survey. Intermediate professional title 
was the most common title (38.6%), followed by primary 

title (27.4%). The majority of respondents (71.7%) had 
a postgraduate degree. Only a tenth of respondents were 
satisfied with their income and perceived a harmonious 
relationship with patients (table 1).

Reliability and validity of the CR-PPOS scale
The Cronbach’s alpha coefficients of the CR- PPOS 
scale exceeded 0.7, indicating good internal consistency 
(table 2).

The Bartlett’s sphericity test yielded a value of 1457.716 
(df=55, p<0.001), and the Kaiser- Meyer- Olkin (KMO) 
index was 0.780, indicating appropriateness for factor 
analyses. The confirmatory factor analysis showed a weak 
model fit: RMSEA=0.100; CFI=0.880; IFI=0.882. The 
results indicate a need for further revisions.

Table 1 Characteristics of respondents (n=618)

Characteristic N %

Gender

Male 311 50.3

Female 307 49.7

Age (years)

≤25 30 4.9

26～30 136 22.0

31～40 323 52.3

>40 129 20.9

Marital status

Unmarried 134 21.7

Married 471 76.2

Divorced and others 13 2.1

Years of working

≤5 243 39.5

6～10 165 26.8

>10 207 33.7

Professional title

Senior 66 10.7

Subsenior 104 16.9

Intermediate 237 38.6

Primary 168 27.4

No title 39 6.4

Educational attainment

<Bachelor 4 0.6

Bachelor degree 171 27.7

Postgraduate degree 443 71.7

Satisfaction with income

No 533 89.0

Yes 66 11.0

Harmonious doctor–patient relationship

No 553 89.6

Yes 64 10.4
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Item-to-component and item-to-total correlations
The Pearson correlation coefficients showed strong 
item- to- component correlations: 0.573–0.705 for sharing 
(p<0.05) and 0.613–0.775 for caring (p<0.05); and 
moderate item- to- total correlations: 0.372–0.613 for 
sharing (p<0.05) and 0.495–0.617 for caring (p<0.05). 
Both sharing and caring were highly correlated with 
the total CR- PPOS scores (p<0.001) despite a weak 

correlation between the sharing and caring scores (0.2, 
p<0.001) (table 3).

CR-PPOS scores
The respondents had a mean sharing score of 15.26 
(SD=4.21), compared with a mean caring score of 20.42 
(SD=4.42). The total CR- PPOS score reached 35.62±6.64. 
The highest item score was found in the question ‘If 
doctors are truly good at diagnosis and treatment, the way 
they relate to patients is not that important’ (4.68±1.23). 
Whereas, the lowest score was found in the question 
‘Patients should rely on their doctors’ knowledge and not 
try to find out their conditions on their own’ (2.08±0.94) 
(table 3).

Predictors of patient-centredness in clinical communications
The multivariate logistic regression models showed 
that the respondents who had a postgraduate degree 

Table 2 The internal consistency of the CR- PPOS

Cronbach’s α

Sharing subscale 0.705

Caring subscale 0.739

Total score 0.720

CR- PPOS, Chinese- Revised Patient- Practitioner Orientation Scale.

Table 3 CR- PPOS item and scale scores and their correlations

Subscale Items

Item- to- 
subscale 
correlation

Item- to- total 
correlation Mean±SD

Standardised 
score ranging 
from 0 to 100

Sharing   15.26±4.21 30.86

  1. The doctor is the one who should decide what 
gets talked about during a visit

0.641* 0.395* 2.39±1.06

2. Patients should rely on their doctors' knowledge 
and not try to find out their conditions on their own.

0.662* 0.372* 2.08±0.94

5. Many patients continue asking questions even 
though they are not learning anything.

0.631* 0.438* 2.37±1.06

7. When patients disagree with their doctor, this is 
a sign that the doctor does not have the patient’s 
respect and trust.

0.573* 0.613* 3.27±1.26

9. The patient must always be aware that the doctor 
is in charge.

0.705* 0.603* 2.81±1.17

11. When patients find out medical information on 
their own, this usually confuses more than it helps.

0.628* 0.423* 2.43±1.16

Caring   20.42±4.42 61.68

  3. When doctors ask a lot of questions about a 
patient’s background, they are prying too much into 
personal matters.

0.613* 0.533* 3.65±1.35

4. If doctors are truly good at diagnosis and 
treatment, the way they relate to patients is not that 
important.

0.775* 0.560* 4.68±1.23

6. If a doctor mainly relies on being open and warm, 
the doctor will not have a lot of success.

0.676* 0.617* 3.58±1.31

8. Most patients want to get in and out of the 
doctor’s office as quickly as possible.

0.697* 0.495* 4.31±1.20

10. It is not that important to know a patient’s culture 
and background to treat the person’s illness.

0.748* 0.541* 4.19±1.24

Total   35.62±6.64 44.76

Notes: p<0.001; score of 1 (strongly agree)=most clinician- centred; score of 6 (strongly disagree)=most patient- centred.
Bold values signifies the item has highest score.
Italic values signifies the item has lowest score.
*Spearman correlation coefficients.
CR- PPOS, Chinese- Revised Patient- Practitioner Orientation Scale.
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(Adjusted odds ratio (AOR)=1.779, 95% CI 1.180 to 
2.681), worked less than 8 hours per day (AOR=0.589, 
95% CI 0.403 to 0.860) and perceived a harmonious 
doctor–patient relationship (AOR=1.918, 95% CI 1.345 
to 2.736) were more likely than others to agree with 
sharing information and decision power. The respon-
dents aged between 31 and 40 years were marginally less 
likely to agree with caring centred around patients than 
their younger counterparts (AOR=0.587, 95% CI 0.345 
to 1.000). In terms of the total scores, the respondents 
aged over 40 years were less likely to endorse patient- 
centredness (AOR=0.502, 95% CI 0.256 to 0.987) than 
their younger counterparts, but those who perceived 
a harmonious doctor–patient relationship were more 
likely to endorse patient- centredness (AOR=1.712, 
95% CI 1.205 to 2.433) (table 4).

DISCUSSION
Although the PPOS has been widely used in the inter-
national community and its Chinese version (CR- PPOS) 
has also been made available,7 19–23 only a few studies 
reported the results in China using the CR- PPOS.24 This 
study represents the first attempt of using the CR- PPOS 
to measure the attitudes of medical professionals toward 
patient- centredness in the northeast region of China. 
The CR- PPOS demonstrated good internal consistency.

Overall, the study participants reported an attitude 
not in favour of patient- centredness in clinical commu-
nication, with the standardised score below 50. The 
participants gave a relatively higher rating on caring 
(standardised score of 62) than on sharing (standardises 
score of 31). This pattern is consistent with the findings of 
most existing studies. However, there are two exceptions. 

Table 4 Logistic regression analyses on factors associated with patient- centredness in clinical communications

Category

Sharing Caring Total

P value AOR (95% CI) P value AOR (95% CI) P value OR (95% CI)

Gender

Male _ _ _ _ _ _

Female 0.523 1.120
(0.791 to 1.584)

0.559 1.105
(0.790 to 1.547)

0.102 1.332
(0.944 to 1.879)

Age (years)       

≤30 0.457 _ 0.144 _ 0.708 _

31～40 0.225 0.717
(0.418 to 1.228)

0.050* 0.587
(0.345 to 1.000)

0.480 0.826
(0.485 to 1.404)

>40 0.502 0.794
(0.404 to 1.558)

0.188 0.642
(0.332 to 1.241)

0.046* 0.502
(0.256 to 0.987)

Marital status       

Unmarried _ _ _ _ _ _

Married 0.311 0.766
(0.458 to 1.283)

0.815 1.062
(0.640 to 1.763)

0.967 0.989
(0.595 to 1.644)

Educational attainment       

≤Bachelor _ _ _ _ _ _

Postgraduate degree 0.006* 1.779
(1.180 to 2.681)

0.412 1.178
(0.797 to 1.741)

0.223 1.284
(0.859 to 1.918)

Professional title       

Primary and below _ _ _ _ _ _

Intermediate and above 0.211 0.729
(0.445 to 1.196)

0.304 1.292
(0.792 to 2.108)

0.622 1.131
(0.693 to 1.846)

Average working hours per day       

≤8 hours _ _ _ _ _ _

>8 hours 0.006* 0.589
(0.403 to 0.860)

0.410 1.167
(0.808 to 1.685)

0.653 0.918
(0.631 to 1.334)

Satisfaction with income       

No _ _ _ _ _ _

Yes 0.382 1.172
(0.821 to 1.674)

0.408 0.864
(0.611 to 1.222)

0.402 1.164
(0.816 to 1.660)

Harmonious doctor–patient relationship       

No _ _ _ _ _ _

Yes 0.000* 1.918
(1.345 to 2.736)

0.977 0.995
(0.704 to 1.405)

0.003* 1.712
(1.205 to 2.433)
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The studies in Portugal and Australia revealed relatively 
higher scores in sharing compared with caring.25 26 The 
underlying reasons are unknown. However, it is likely 
to be associated with the professional culture and local 
medical system environments. Further comparative 
studies are warranted.

In some studies, the PPOS scores were ranked and 
categorised into three groups using an average item 
score of 5 indicating a high preference, 4.57–4.59 indi-
cating a medium preference and less than 4.57 indicating 
a low preference towards patient- centredness.18 Our 
study participants would be deemed to have extremely 
low preference towards patient- centredness using these 
criteria despite a slightly higher tendency towards caring 
for the needs of the whole person. Indeed, the mean item 
scores (3.24±0.604) revealed in this study are lower than 
those found in the studies in Shanghai (3.66±0.59),24 
the US Pilgrim Health Care (HPHC) (4.26±0.75),17 and 
Australia (4.46).25 The differences in the results may be 
partly explained by the differences in socioeconomic 
conditions and religious beliefs and cultural values. The 
attitudes of medical professionals may also change with 
the economic and health system development.27 The 
level of economic and health development in Shanghai 
has matched that of the developed countries. There exist 
great disparities between Shanghai and our study setting 
H City. The concept of patient- centred care in H City is 
still in its infant stage of development.

It is worth noting that the caring item ‘If doctors are 
truly good at diagnosis and treatment, the way they relate 
to patients is not that important’ attracted the highest 
score (4.68), indicating a relatively strong awareness of the 
study participants in regard to the need of skills beyond 
technical skills in caring for patients. There is consensus 
in medical professionals that patient care outcomes 
depend on shared goals and actions between patients and 
their care providers.26 This sentiment is support by the 
highest scored item in sharing ‘When patients disagree 
with their doctor, this is a sign that the doctor does not 
have the patients’ respect and trust’. It indicates that the 
study participants understood that patients might want to 
engage in clinical decision making in a respectful way. It is 
concerning, however, that the study participants showed 
low confidence in the ability of patients to meaningfully 
engage in clinical decision making. The sharing question 
‘Patients should rely on their doctors' knowledge and not 
try to find out their conditions on their own’ (2.08) and 
the caring question ‘If a doctor mainly relies on being 
open and warm, the doctor will not have a lot of success’ 
(3.58) attracted the lowest scores, respectively, suggesting 
that the study participants put very high values on their 
technical inputs in clinical communication. These 
results are generally consistent with the findings of other 
studies.1 26

Both sociodemographic characteristics and working 
environmental factors are associated with the attitudes of 
medical professionals towards patient- centredness in clin-
ical communication. We found in this study that higher 

workloads are associated with a lower preference towards 
patient- centredness. Previous studies revealed that high 
workloads of health workers have become a serious 
concern in China, which can lead to burnout.28 Burnout 
in turn can result in low job satisfaction, high incidence 
of medical errors, worsened relationship with patients27 29 
and even avoidance of direct contacts with patients.30 It 
is hard to imagine how a medical doctor experiencing 
burnout can dedicate time and efforts to share informa-
tion and power and address the concerns and choices of 
their patients.27

An interesting finding of this study is that a perceived 
harmonious relationship with patients is positively associ-
ated with the preference towards patient- centredness in 
clinical communication, especially in regard to sharing 
information and decision- making power. A plausible 
explanation is that those who perceive a harmonious 
doctor–patient relationship may place high trust in 
their patients and are less likely to be hesitated to share 
information and power with their patients. The growing 
medical disputes reported in China may become a serious 
barrier for promoting patient- centredness in clinical 
communication.3 Medical professionals desire a process 
of communication built on mutual respect and mutual 
understanding.

Education can also play a role in promoting patient- 
centredness. Our study found that the study partici-
pants with a postgraduate qualification were more likely 
to prefer sharing information and power with patients. 
The medical educational curricula may have contributed 
to the results.31 There has been a lack of emphasis on 
the communication components in vocational training 
curricula for medical practitioners. Researchers have 
called for strengthening the educational role of medical 
practitioners for their patients.32 It appeared that the 
medical training curricula in China may have started 
to adapt to the changing trend.31 The younger medical 
professionals in this study were found to have a relatively 
higher preference towards patient- centredness in clinical 
communication.

Strengths of this study
This is the first study of its kind to report the attitudes of 
medical professionals in the northeast of China towards 
patient- centred care. Low levels of preference towards 
patient- centredness in clinical communication were 
found. Findings of this study have significant implica-
tions on the management of medical practice under the 
specific context of China. The sample size of this study 
was large, which enabled us to identify the sociodemo-
graphic and work experience predictors of the attitudes 
towards patient- centredness.

Limitations and suggestions for future research
The study adopted a cross- sectional design. No causal 
relationships can be assumed. It is also important to note 
the short survey period. The attitudes of medical profes-
sionals may change over time. In addition, the participants 
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in this study were sampled from seven medical institu-
tions in H City, which limits the external validity of the 
study and generalisability of the findings. Further studies 
are needed in a more representative large sample, which 
can include a comparative study across different regions 
and settings. It is also important to understand the view 
of patients on this matter. A longitudinal study is also 
desired to determine changes in the attitudes of medical 
professionals over time.

CONCLUSIONS
Overall, the survey revealed a low preference of medical 
professionals in the northeast of China towards patient- 
centredness in clinical communication. A relatively 
higher preference towards caring was found in compar-
ison with sharing. Younger age, higher education, lower 
working loads and a perception of harmonious doctor–
patient relationship are significant predictors of more 
favourable attitudes towards patient- centredness in clin-
ical communication.

Improving medical education and working environ-
ments may be plausible strategies for promoting patient- 
centredness. However, the intense patient–provider 
relationship in China presents a serious challenge. It is 
equally important to empower patients and enhance their 
endorsement of partnership building with medical profes-
sionals. This should include the use of mass media.29

Training is important for improving the communica-
tion skills of medical professionals. However, training 
alone is not enough. The society as a whole and the entire 
healthcare system need to embrace the value and signifi-
cance of patient- centred care.
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