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ABSTRACT
Objectives  Patient-centred care has been raised as an 
important component in providing high-quality healthcare 
services. This research aims to measure physicians’ 
attitudes towards patient-centred care in Chinese healthcare 
settings and to identify the sociodemographic predictors of 
their attitudes using an exploratory research design.
Design  A cross-sectional survey.
Setting  Twelve hospitals in Beijing, China.
Participants  1290 physicians from 12 hospitals in Beijing 
were invited to take part in the survey using snowball 
sampling methods. There was a response rate of 84% 
(n=1084), of which 1053 responses (82%) were valid and 
included in this research.
Methods  This research used a survey containing a 
previously validated 6-point Likert scale called ‘Chinese-
revised Patient-Practitioner Orientation Scale’ (CR-PPOS). 
Descriptive statistics and multivariable logistic regression 
analyses were performed to measure participants’ attitudes 
and to identify the sociodemographic predictors of Chinese 
physicians’ attitudes towards patient-centred care.
Results  Gender, professional title (ie, seniority) and hospital 
type influence Chinese physicians’ attitudes towards 
patient-centred care. Female physicians, physicians with 
intermediate titles and those who work in tertiary (ie, top-
level) hospitals tend to have higher patient-centred attitudes 
(OR=1.532, 95% CI 1.160 to 2.022; OR=2.089, 95% CI 1.206 
to 3.618; OR=2.198, 95% CI 1.465 to 3.297) than male 
physicians with other titles, and than those who work in first, 
secondary or private hospitals. Physicians working in non-
surgical departments, those who have received training in 
doctor–patient communication, and those who are satisfied 
with their income obtained high patient-centred scores, both 
on the overall CR-PPOS and its two subscales.
Conclusions  This research identified sociodemographic 
predictors of Chinese physicians’ attitudes towards patient-
centred care. The findings contribute to knowledge of factors 
to be considered in reforming medical education and the 
Chinese healthcare system to improve physician–patient 
relationships and provide high-quality healthcare to patients. 
However, these findings are exploratory in nature and 
require further investigation to establish their validity and 
generalisability.

INTRODUCTION
Background
As a healthcare approach that prioritises 
the needs, preferences and experiences of 
patients in the treatment and management 

of their health conditions, patient-centred 
care has been proposed as one of the key 
factors needed for better quality health-
care services.1–3 Patient-centred care aims to 
empower patients to take an active role in 
their care and decision-making by promoting 
effective communication and collabora-
tive decision-making between patients and 
healthcare providers. Compared with the 
paternalistic healthcare approach, patient-
centred care can respond to individual 
patient preferences and ensure patients’ 
involvement in medical decision-making.4 
Patient-centred care has been shown to 
improve the physician–patient relationship, 
reduce patient complaints and improve 
healthcare outcomes.5–7 Researchers have 
also suggested that physicians’ patient-
centred communication skills need to be 
honed if patients are to play more of a role 
in medical decision-making.6 7 To achieve 
patient-centred care, clinicians need to have 
specific skills and competencies that enable 
them to provide care that is patient-centred, 
including effective communication skills,8 
shared decision-making skills,9 cultural 
competence,10 empathy and compassion,11 
and patient education skill.12 Developing 
these skills can help to improve patient 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This is the first research study conducted in Beijing 
using the Chinese-revised Patient-Practitioner 
Orientation Scale to measure physicians’ attitudes 
towards patient-centred care.

	⇒ Associations between participants’ sociodemo-
graphic factors and patient-centred attitudes were 
identified.

	⇒ However, correlations do not necessarily mean that 
relationships are causal.

	⇒ Only physicians in 12 hospitals Beijing were sur-
veyed; the sampling may not be representative of all 
physicians in Beijing. In addition, the findings may 
not generalise to other areas in China.
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outcomes, increase patient satisfaction and enhance the 
quality of care.

The role of patients in medical decision-making is 
a topic of ongoing debate, particularly in China where 
doctors face unique challenges. Allowing patients to have 
more say in their treatment plans can empower them to 
take greater responsibility for their health and well-being.9 
This can lead to better adherence to treatment plans and 
improved health outcomes. In addition, when patients 
are more involved in the decision-making process, they 
may have a better understanding of the risks and benefits 
of different treatment options, which can lead to more 
informed decision-making.9 Furthermore, giving patients 
more control over their medical care can help to build 
trust between patients and healthcare providers, which 
can lead to better communication and improved health 
outcomes.13

However, patients may not have the necessary medical 
knowledge to fully understand the risks and benefits of 
different treatment options, which could lead to poor 
decision-making.9 Moreover, doctors in China are often 
under significant time constraints and may not have 
the time to fully involve patients in the decision-making 
process. Additionally, in China, patients may have different 
expectations for their healthcare providers, which could 
make it difficult to involve them in the decision-making 
process.8

While there are both benefits and challenges to 
involving patients more in medical decision-making, it 
is ultimately up to individual healthcare providers and 
patients to decide what approach is most appropriate for 
their specific circumstances. However, in a system where 
time constraints and cultural factors may pose significant 
barriers to patient involvement, it is important to ensure 
that healthcare providers are properly trained in commu-
nication and decision-making skills that can facilitate 
effective patient involvement.8

A systematic review and meta-analysis14 found that 
Chinese physicians were more likely to use a paternalistic 
approach to care, in which the physician makes decisions 
for the patient, rather than a patient-centred approach. 
Another study8 found that Chinese physicians had a low 
level of patient-centred communication skills, and that 
cultural factors and time constraints were major barriers 
to providing patient-centred care. These findings support 
the need to assess and describe physician attitudes towards 
patient-centred care in China. Such a study could help 
to identify specific areas where training and support may 
be needed to promote patient-centred care in Chinese 
healthcare settings.

Patient-centred care attitudes of physicians in other 
countries have also been studied. For example, a study15 
found that physicians in the USA generally had a posi-
tive attitude towards patient-centred care and believed 
that it could improve patient outcomes. Similarly, a 
study16 found that physicians in the UK believed that 
patient-centred care was important and were generally 
supportive of its principles. However, it is worth noting 

that the implementation of patient-centred care can vary 
depending on the specific healthcare system and cultural 
context. For example, Hammersley et al17 found that while 
physicians in Australia generally supported the principles 
of patient-centred care, they faced barriers in its imple-
mentation due to time constraints, resource limitations 
and the complexity of patients’ health needs.

There is strong evidence showing that Chinese physi-
cians do not practice patient-centred care, which high-
lights the need for further research on physician attitudes 
towards patient-centred care in China. While physicians 
in other countries generally have a positive attitude 
towards patient-centred care, its implementation can vary 
depending on the specific healthcare system and cultural 
context. Understanding physician attitudes towards 
patient-centred care can help to promote the adoption 
of patient-centred care in healthcare settings, which can 
lead to improved patient outcomes and increased patient 
satisfaction.

Chinese physicians have long been criticised for 
focusing on the specifics of disease areas and knowledge 
provision while neglecting individual patients’ needs and 
values and engaging in patient-centred decision-making. 
This may be due to the fact that many physicians in China 
have traditionally believed that patients are not able to 
make informed decisions about their treatment and that 
involving patients in decision-making processes might 
not necessarily lead to better treatment results.3 This 
could be a reason causing the strained doctor–patient 
relationship often observed in clinical practice in China, 
thus impacting the quality of healthcare services.18 Physi-
cians’ attitudes towards patient-centred care have been 
measured in many countries.19–21 However, Chinese 
physicians’ attitudes towards patient-centred care in clin-
ical practice and the factors predicting their attitudes are 
still underexplored.

Objectives and research questions
This research aims to measure physicians’ attitudes 
towards patient-centred care in Chinese healthcare 
settings and to identify the sociodemographic predictors 
of their attitudes. The research questions are:

What are the Chinese physicians’ attitudes towards 
patient-centred care?

What are the sociodemographic predictors of their 
attitudes?

METHODS
Study design
This research uses an exploratory research design. Unlike 
explanatory research, which tests specific hypotheses, 
exploratory research seeks to generate new hypotheses 
and ideas. Since there is limited research on this specific 
topic, with little understanding of the factors that influ-
ence physicians’ attitudes towards patient-centred care, 
an exploratory research design is useful as it allows 
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new ideas and hypotheses to be generated. In addition, 
the relationship between physicians’ attitudes towards 
patient-centred care and the factors that shape them 
is complex and multifaceted. An exploratory research 
design is particularly useful for investigating complex 
relationships, as it allows for a more open-minded and 
flexible approach to the research question.

This study used a cross-sectional survey design to investi-
gate Chinese physicians’ attitudes towards patient-centred 
care. The survey included the Chinese-revised Patient-
Practitioner Orientation Scale (CR-PPOS), a previously 
validated 6-point Likert scale, to measure participants’ 
attitudes. The CR-PPOS is designed to assess the patient-
centredness of healthcare providers from the perspective 
of the patient. The survey also collected sociodemo-
graphic and related information from the participants.

Descriptive statistics were used to summarise the distri-
bution of the data, including means, SD, frequencies and 
percentages. Multivariable logistic regression analyses 
were performed to identify the sociodemographic predic-
tors of Chinese physicians’ attitudes towards patient-
centred care. The logistic regression model allowed the 
researchers to investigate the relationship between the 
dependent variable (attitudes towards patient-centred 
care) and several independent variables (such as age, 
gender, years of experience and type of practice).

The use of a validated survey tool and statistical analysis 
allowed the researchers to obtain reliable and valid data 
on Chinese physicians’ attitudes towards patient-centred 
care and to identify potential predictors of these attitudes. 
Overall, this study design provided a rigorous approach 
to investigating the research questions and contributed to 
the growing body of knowledge on patient-centred care 
in China.

Setting and participants
A cross-sectional survey was undertaken from May to 
June 2022 in nine public and three private hospitals in 
Beijing. In China, all public hospitals can be classified in 
a three-tier system that recognises a hospital’s ability to 
provide healthcare services, clinical training and scien-
tific research. Accordingly, hospitals in China are classi-
fied as primary, secondary or tertiary institutions. Primary 
hospitals are typically community hospitals aiming to 
provide accessible medical services to the general public. 
Secondary hospitals provide more comprehensive 
medical services than primary hospitals including medical 
students’ clinical training. Tertiary hospitals provide the 
most comprehensive and specialised healthcare services, 
medical students’ clinical training as well as being tasked 
with conducting scientific research. However, not all 
private hospitals can be classified in this system. Many 
private hospitals/clinics do not belong to any of these 
three tiers. The twelve hospitals selected in this research 
are three primary public hospitals, three secondary public 
hospitals, three tertiary public hospitals and three private 
hospitals that do not fit into this classification located in a 
total of six districts in Beijing.

These 12 hospitals mainly practise Western medicine. 
However, healthcare practitioners in these hospitals may 
use an integrative approach, combining elements of both 
traditional Chinese medicine (TCM) and Western medi-
cine to offer patients a range of treatment options. Physi-
cians who practice TCM typically view health as a state of 
balance and harmony between the body, mind and spirit. 
They often aim to restore this balance through a holistic 
approach that includes acupuncture, herbal remedies, 
dietary adjustments and other therapies. TCM physicians 
may focus on prevention as well as treatment, and may 
encourage patients to take an active role in their own 
healthcare. In contrast, physicians who practice Western 
medicine often rely on scientific evidence and stan-
dardised treatments, such as medications, surgery and 
other interventions. They may view health in terms of the 
absence of disease or the presence of specific symptoms, 
and may prioritise the use of technology and specialised 
expertise to diagnose and treat medical conditions. In 
recent years, there has been a growing recognition of the 
value of TCM and other complementary and alternative 
therapies, and some Western physicians are now incorpo-
rating these approaches into their practices.

Snowball sampling was used to recruit physicians 
working full-time in these 12 selected hospitals—we 
contacted physicians we knew in the hospitals and 
asked them to help distribute the questionnaires to 
their colleagues who met the recruitment criteria. The 
electronic questionnaires were distributed on a popular 
online survey platform (​wenjuanxing.​com) to the partic-
ipants by six trained investigators, who were medical 
students and medical staff studying or working at the 
selected hospitals. The lead researcher instructed them 
to explain the purpose of the study to the participants 
in groups or individually and to obtain informed consent 
before distributing the questionnaire.

The participants were not given an incentive (monetary 
or otherwise), but they were asked, before the question-
naires were distributed, whether they were interested in 
completing a questionnaire. Only those who expressed 
their interest were given the questionnaire.

Instrument
The Patient-Practitioner Orientation Scale (PPOS) 
was developed in 199922 to assess physicians’, medical 
students’ and patients’ attitudes about the extent to 
which these parties should have power during healthcare 
interactions.22–24 PPOS has been translated into many 
languages and validated in various countries.22 25–27 PPOS 
is a self-administrated scale, requiring respondents to 
indicate their attitudes towards each item using a 6-point 
Likert scale. It includes 18 items, which are divided into 
two dimensions: ‘Caring’ and ‘Sharing’. The Caring 
dimension indicates that respondents believe physicians 
are oriented to caring about patients’ expectations, 
needs, preferences and emotions, and are interested 
in providing holistic healthcare to patients rather than 
focusing only on treating their diseases. The Sharing 
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dimension indicates that respondents believe physicians 
are oriented to involve patients in the medical decision-
making process.28 Higher scores on summed items indi-
cate that the respondents are more patient-centred, 
whereas lower scores indicate that they are more doctor-
centred or disease-centred.

The first application of PPOS in the Chinese healthcare 
context was a study by Ting et al,29 who used it to measure 
Chinese patients’ attitudes towards patient-centred 
communication. Ting et al29 translated the scale into 
Chinese and made some modifications. However, their 
research only measured attitudes of patients (not physi-
cians) in a single medical unit located in the southwest of 
China. In addition, they did not perform reliability anal-
ysis on the adapted scale.

Wang et al30 revised the original PPOS and developed 
the CR-PPOS. They tested the internal consistency and 
test–retest reliability of CR-PPOS and obtained accept-
able results. The CR-PPOS includes 11 items, where 5 
items were retained in the Caring subscale, and the other 
6 in the Sharing subscale. The results of exploratory 
factor analysis indicated that these two subscales were well 
separated.

After developing CR-PPOS, Wang et al30 used it to 
measure physicians’ and patients’ attitudes towards 
patient-centred communication in clinical units in 
Shanghai, China. The research was conducted with a rela-
tively small sample (116 physicians) using convenience 
sampling. Liu et al31 used CR-PPOS to explore Chinese 
medical students’ attitudes towards patient-centred care 
and found that gender differences had an impact on atti-
tudes—female participants had more patient-centred atti-
tudes than their male counterparts. However, that study 
only explored the perspectives of medical students from 
a province located in the northeast of China; the results 
cannot be generalised to other parts of China. More-
over, data on physicians’ attitudes were not obtained. 
Later, Song et al used the CR-PPOS developed by Wang 
et al30 to explore the attitudes of physicians working in 
seven medical institutions located in the same province in 
China, and revealed low preference of physicians towards 
patient-centredness.32 However, studies conducted in the 
Chinese healthcare context using CR-PPOS have focused 
so far on investigating physicians working in public hospi-
tals; the attitudes of physicians working in private hospitals 
in China have not been widely investigated in this regard 
to date. Nearly two-thirds of hospitals are privately owned 
in China.33 However, to date, no studies have explored 
whether there is a difference on patient-centred attitudes 
between physicians working in public and private hospi-
tals in China.

The survey used in this study consisted of two parts, as 
can be seen in online supplemental materials. The first part 
elicited data on participants’ demographic and other char-
acteristics (eg, gender, age, years of practice, educational 
level, overseas education experience, professional title, 
hospital type, specialty, average working time per workday, 
workload) and other self-reported variables related to 

the research problem (eg, physician–patient relation-
ship, communication training, satisfaction with income). 
The second part of the survey was CR-PPOS, the adapted 
version of PPOS, which has undergone some validation.30 
There are 11 items in CR-PPOS, scored on a 6-point Likert 
scale (1 =‘strongly disagree’ to 6=‘strongly agree’).

Data analysis
We used SPSS V.26.0 to analyse survey data. After checking 
that the data were suitable for the use of parametric statis-
tics, t-tests and one-way analyses of variance (ANOVAs) 
were performed to compare mean group differences in 
the CR-PPOS scores for each categorical variable, with 
a p value set at <0.05 to designate statistical significance. 
However, the large number of statistical tests undertaken 
means that there is a risk of false positives. Accordingly, 
we report significance levels for all statistical tests; those 
with a p value of <0.01 are more likely to be meaningful. 
Next, we included any statistically significant variables in 
a multivariable logistic regression analysis. We then calcu-
lated median total CR-PPOS scores and scores on the 
Caring and Sharing dimensions, with the median scores 
set as the cut point for defining respondents’ attitudes. If 
respondents’ scores were higher than the median score, 
they were marked as ‘patient-centred attitudes’. Other-
wise, they were marked as ‘doctor-centred or disease-
centred attitudes’. In the multivariable logistic regression 
analysis, the dependent variables are: ‘1’=‘patient-centred 
attitudes’ and ‘0’=‘doctor-centred or disease-centred atti-
tudes’. We calculated the ORs and the 95% CIs to measure 
the correlation between the outcomes and exposures.

RESULTS
Participants’ demographic and other information
There were 1290 physicians who were invited to complete 
the survey, with a target response rate of 90% as indi-
cated by similar studies conducted previously in Chinese 
healthcare context31 32; the actual response rate was 84%. 
Responses with missing values were excluded, leaving 
1053 valid responses. Non-response participants may 
have had limited time to complete the survey due to 
work or personal obligations. Demographic and other 
characteristics of the participants are summarised in 
table  1. Among the 1053 physicians, 488 are men and 
565 are women. Over 70% of them (762) work in tertiary 
hospitals. Nearly two-thirds (688) work in non-surgical 
departments. Over a quarter (295) work over 8 hours per 
workday on average. Roughly the same proportion (287) 
feel that their workload is too high. Over a half (543) did 
not think they maintain good relationships with their 
patients. Fully 761 reported that they did not receive any 
physician–patient communication skills training. Only 
177 of them were satisfied with their income, with most of 
these (135) working in tertiary hospitals.

Variables related to higher scores of CR-PPOS, Caring 
subscale and Sharing subscale
As shown in table 2, the mean score of the total CR-PPOS 
is 3.92±0.75, the mean score of the Caring subscale is 
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Table 1  Demographic and other characteristics of the participants (n=1053)

Characteristic Male n (%) Female n (%) Total n (%)

Age

 � 18–30 218 (20.7%) 268 (25.5%) 486 (46.2%)

 � 31–40 158 (15%) 231 (21.9%) 389 (36.9%)

 � 41–50 95 (9%) 48 (4.6%) 143 (13.6%)

 � Over 50 17 (1.6%) 18 (1.7%) 35 (3.3%)

Years of practice

 � Less than 5 years 359 (34.1%) 424 (40.3%) 783 (74.4%)

 � 5–10 years 84 (8%) 106 (10.1%) 190 (18%)

 � 11–20 years 40 (3.8%) 27 (2.6%) 67 (6.4%)

 � Over 20 years 5 (0.5%) 8 (0.8%) 13 (1.2%)

Educational level

 � High school or under 41 (3.9%) 53 (5.0%) 94 (8.9%)

 � Bachelor 162 (15.4%) 198 (18.8%) 360 (34.2%)

 � Master 220 (20.9%) 239 (22.7%) 459 (43.6%)

 � Doctor 65 (6.2%) 75 (7.1%) 140 (13.3%)

Overseas education experience

 � Yes 92 (8.7%) 58 (5.5%) 150 (14.2%)

 � No 396 (37.6%) 507 (48.1%) 903 (85.8%)

Professional title

 � No title 187 (17.8%) 252 (23.9%) 439 (41.7%)

 � Primary title (resident) 144 (13.7%) 185 (17.6%) 329 (31.2%)

 � Intermediate title (attending physician) 104 (9.9%) 88 (8.4%) 192 (18.2%)

 � Deputy chief title (deputy chief physician) 31 (2.9%) 27 (2.6%) 58 (5.5%)

 � Senior professional title (chief physician) 22 (2.1%) 13 (1.2%) 35 (3.3%)

Hospital type

 � Primary hospital 80 (7.6%) 69 (6.6%) 149 (14.2%)

 � Secondary hospital 38 (3.6%) 38 (3.6%) 76 (7.2%)

 � Tertiary hospital 358 (34.0%) 404 (38.4%) 762 (72.4%)

 � Private hospital 12 (1.1%) 54 (5.1%) 66 (6.3%)

Specialty

 � Surgical 231 (21.9%) 134 (12.7%) 365 (34.7%)

 � Non-surgical 257 (24.4%) 431 (40.9%) 688 (65.3%)

Average working time per workday

 � Less than 8 hours 336 (31.9%) 422 (40.1%) 758 (72.0%)

 � 8–10 hours 88 (8.4%) 86 (8.2%) 174 (16.5%)

 � Over 10 hours 64 (6.1%) 57 (5.4%) 121 (11.5%)

High workload

 � Yes 147 (14.0%) 140 (13.3%) 287 (27.3%)

 � No 341 (32.4%) 425 (40.4%) 766 (72.7%)

Maintained good physician–patient relationship

 � Yes 250 (23.7%) 260 (24.7%) 510 (48.4%)

 � No 238 (22.6%) 305 (29.0%) 543 (51.6%)

Received communication training

 � Yes 148 (14.1%) 144 (13.7%) 292 (27.7%)

 � No 340 (32.3%) 421 (40.0%) 761 (72.3%)

Continued
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4.61±0.95 and the mean score of the Sharing subscale is 
3.35±0.85.

T-tests and ANOVAs revealed that among the thir-
teen variables, nine of them were significantly related 
to higher CR-PPOS total scores. We calculated the effect 
sizes of each of these nine variables using Cohen’s d 
for t-test results and η2 for ANOVA results, with the 
following findings: ‘communication training’ (d=0.744), 
‘satisfaction with income’ (d=0.742), ‘overseas educa-
tion experience’ (d=0.740), ‘gender’ (d=0.736), ‘profes-
sional title’ (η2=0.079), ‘years of practice’ (η2=0.052), 
‘average working time per day’ (η2=0.045), ‘specialty’ 
(η2=0.022) and ‘hospital type’ (η2=0.012). The Univer-
sity of Cambridge MRC Cognition and Brain Unit34 gives 
effect sizes as 0.2, 0.5 and 0.8, respectively, as the values 
for small, medium and large effect sizes as measured by 
Cohen’s d for t-tests, and 0.01, 0.06 and 0.14, respectively, 
as the values for small, medium and large effect sizes as 
measured by η2 for ANOVA.

Female physicians, physicians with less than 5 years 
of practice, physicians with no overseas education expe-
rience, physicians with an intermediate title, physicians 
working in tertiary hospitals, physicians working in a non-
surgical department, physicians working less than 8 hours 
per workday on average, physicians who have received 
communication training, and physicians who are satis-
fied with their income had higher patient-centred scores 
than those who were men, had worked over 5 years, had 
overseas education experience, had titles lower or higher 
than intermediate, working in first, secondary or private 
hospitals, working in surgical department, working over 
8 hours per workday, had not received communication 
training and were unsatisfied with their income. Then 
we performed partial regression analyses and found that 
the effect of ‘overseas education experience’ on the total 
scale was not significant after controlling for ‘satisfaction 
with income’ (p=0.302).

T-tests and ANOVAs revealed that eight variables are 
significantly related to higher Caring subscale scores. 
The effect size findings were as follows: ‘satisfaction with 
income’ (d=0.948), ‘overseas education experience’ 
(d=0.945), ‘gender’ (d=0.938), ‘communication training’ 
(d=0.953), ‘professional title’ (η2=0.068), ‘hospital type’ 
(η2=0.051), ‘years of practice’ (η2=0.041) and ‘average 
working time per day’ (η2=0.030). Female physicians, 
physicians who had worked from 11 to 20 years, physi-
cians with no overseas education experience, physicians 
who have intermediate titles, physicians working in 
tertiary hospitals, physicians who work 8–10 hours per 
workday, physicians who have received communication 

training, and those who are satisfied with their income 
obtained higher Caring subscale scores than those who 
were men, had worked less than 11 years or over 20 
years, had no overseas education experience, had titles 
lower or higher than intermediate titles, working in first, 
secondary or private hospitals, working less than 8 hours 
and over 10 hours, and were unsatisfied with their 
income. Then we performed partial regression analyses 
and found that the effect of ‘overseas education expe-
rience’ on the Caring subscale was not significant after 
controlling for ‘satisfaction with income’ (p=0.336), the 
effect of ‘average working time per day’ on the Caring 
subscale was not significant after controlling for ‘years of 
practice’ (p=0.718), and the effect of ‘title’ on the Caring 
subscale was not significant after controlling for ‘years of 
practice’ (p=0.560).

T-tests and ANOVAs revealed that 10 variables were 
significantly related to higher Sharing subscale scores. 
We again calculated the effect sizes of these 10 variables 
with the following findings: ‘gender’ (d=0.938), ‘commu-
nication training’ (d=0.845), ‘satisfaction with income’ 
(d=0.845), ‘overseas education experience’ (d=0.843), 
‘workload’ (d=0.842), ‘physician–patient relationship’ 
(d=0.842), ‘specialty’ (d=0.825), ‘professional title’ 
(η2=0.078), ‘average working time per day’ (η2=0.047) 
and ‘years of practice’ (η2=0.045). Female physicians, 
physicians who have worked between 11 and 20 years, 
have no overseas educational experience, have no title, 
work in non-surgical department, work less than 8 hours 
per workday on average, did not feel they had a high 
workload, have received communication training, did 
not feel they maintain good physician–patient relation-
ship, and who are satisfied with their income obtained 
higher Sharing subscale scores than those who were 
men, had worked over 5 years, had no overseas educa-
tional experience, had titles, were working in surgical 
department, felt that they had a high workload, had not 
received communication training, felt they had main-
tained good physician–patient relationships, and were 
not satisfied with their income. Again, we performed 
partial regression analyses and found that the effect of 
‘overseas education experience’ on the Sharing subscale 
was not significant after controlling for ‘title’ (p=0.264) 
and ‘satisfaction with income’ (p=0.066) and the effect 
of ‘physician–patient relationship’ on the Sharing 
subscale was not significant after controlling for ‘work-
load’ (p=0.572). Table  3 presents the results of all 13 
t-tests and ANOVAs (arranged according to the order of 
their appearance in the survey).

Characteristic Male n (%) Female n (%) Total n (%)

Satisfied with income

 � Yes 99 (9.4%) 78 (7.4%) 177 (16.8%)

 � No 389 (36.9%) 487 (46.2%) 876 (83.2%)

Table 1  Continued
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Table 2  Mean scores of ‘Caring’ subscale, ‘Sharing’ subscale and Chinese-revised Patient-Practitioner Orientation Scale of 
participants (n=1053)

Characteristic Caring subscale Sharing subscale Total

Gender

 � Male 4.41±0.99 3.25±0.86 3.78±0.77

 � Female 4.78±0.89 3.44±0.82 4.05±0.70

 � P value <0.001 <0.001 <0.001

Age

 � 18–30 4.62±0.95 3.31±0.87 3.90±0.74

 � 31–40 4.57±1.02 3.44±0.86 3.96±0.80

 � 41–50 4.70±0.81 3.26±0.74 3.91±0.68

 � Over 50 4.46±0.70 3.41±0.70 3.89±0.50

 � P value 0.453 0.051 0.741

Years of practice

 � Less than 5 years 4.63±0.84 3.44±0.81 3.98±0.66

 � 5–10 years 4.76±1.02 3.23±0.83 3.93±0.76

 � 11–20 years 3.90±1.30 2.83±1.10 3.31±1.11

 � Over 20 years 4.46±2.26 2.64±0.80 3.47±1.46

 � P value <0.001 0.001 <0.001

Educational level

 � High school or under 4.67±0.81 3.30±0.68 3.92±0.60

 � Bachelor 4.67±0.92 3.37±0.83 3.96±0.73

 � Master 4.56±0.99 3.33±0.89 3.89±0.77

 � Doctor 4.59±1.01 3.40±0.88 3.94±0.82

 � P value 0.375 0.733 0.592

Overseas education experience

 � Yes 4.27±1.28 3.13±0.87 3.65±0.96

 � No 4.67±0.88 3.40±0.84 3.97±0.70

 � P value <0.001 <0.001 <0.001

Professional title

 � No title 4.54±0.90 3.55±0.80 4.00±0.68

 � Primary title (resident) 4.72±0.87 3.25±0.88 3.92±0.72

 � Intermediate title (attending physician) 4.87±0.74 3.33±0.75 4.03±0.57

 � Deputy chief title (deputy chief physician) 4.29±1.15 3.19±0.82 3.69±0.94

 � Senior professional title (chief physician) 3.54±1.79 2.32±0.75 2.87±1.19

 � P value <0.001 <0.001 <0.001

Hospital type

 � Primary hospital 4.21±1.16 3.42±0.87 3.78±0.90

 � Secondary hospital 4.23±1.05 3.36±0.86 3.75±0.87

 � Tertiary hospital 4.74±0.89 3.33±0.84 3.97±0.70

 � Private hospital 4.47±0.65 3.47±0.93 3.93±0.63

 � P value <0.001 0.168 <0.001

Specialty

 � Surgical 4.60±0.95 3.08±0.83 3.77±0.76

 � Non-surgical 4.61±0.96 3.50±0.82 4.00±0.73

 � P value 0.822 <0.001 <0.001

Average working time per workday

 � Less than 8 hours 4.63±0.85 3.46±0.80 3.99±0.66

Continued
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Multivariable logistic regression analysis
The median scores of the total CR-PPOS, Caring subscale 
and Sharing subscale are 44, 24 and 20, respectively, 
which are used as the cut-off point for ‘patient-centred 
attitude’ and ‘doctor-centred or disease-centred attitude’. 
For example, we consider CR-PPOS scores larger than 44 

as ‘patient-centred’ and scores less than or equal to 44 as 
‘doctor-centred or disease-centred’.

Multivariable logistic regression analysis revealed that, 
on the Caring subscale, female physicians, physicians who 
had worked between 11 and 20 years, physicians who 
had intermediate titles or deputy chief titles, and those 

Characteristic Caring subscale Sharing subscale Total

 � 8–10 hours 4.81±0.99 3.22±0.89 3.95±0.79

 � Over 10 hours 4.19±1.32 2.90±0.92 3.49±1.00

 � P value <0.001 <0.001 <0.001

High workload

 � Yes 4.65±1.00 3.20±0.86 3.86±0.80

 � No 4.59±0.94 3.41±0.83 3.95±0.73

 � P value 0.350 <0.001 0.084

Received communication training

 � Yes 4.68±0.88 3.42±0.83 3.99±0.67

 � No 4.53±1.03 3.28±0.56 3.85±0.81

 � P value 0.014 0.005 0.002

Maintained good physician–patient relationship

 � Yes 4.65±1.00 3.20±0.86 3.56±0.80

 � No 4.59±0.94 3.41±0.84 3.95±0.73

 � P value 0.325 <0.001 0.084

Satisfied with income

 � Yes 4.66±0.87 3.39±0.83 3.97±0.69

 � No 4.35±1.25 3.19±0.90 3.72±0.96

 � P value <0.001 0.005 <0.001

Significant p values are marked in bold.

Table 2  Continued

Table 3  The results of all 13 t-tests and ANOVAs relating each variable to Chinese-revised Patient-Practitioner Orientation 
Scale total scores

Test Variable Significance (p value) Effect size

T-test Gender <0.001 d=0.736

ANOVA Age 0.741 –

ANOVA Years of practice <0.001 η2=0.052

ANOVA Educational level 0.592 –

T-test Overseas education experience <0.001 d=0.740

ANOVA Professional title <0.001 η2=0.079

ANOVA Hospital type <0.001 η2=0.012

ANOVA Specialty <0.001 η2=0.022

ANOVA Average working time per workday <0.001 η2=0.045

T-test High workload 0.084 –

T-test Maintained good physician–patient relationship 0.002 d=0.744

T-test Received communication training 0.084 –

T-test Satisfied with income <0.001 d=0.742

ANOVA, analysis of variance.
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working in tertiary hospitals tended to be more patient-
centred (OR=2.201, 95% CI 1.685 to 2.876; OR=0.284, 
95% CI 0.103 to 0.787; OR=2.849, 95% CI 1.157 to 7.018; 
OR=2.595, 95% CI 1.746 to 3.850, respectively). On the 
Sharing subscale, physicians who had worked between 
5 and 10 years, who had intermediate titles, and those 
who work in non-surgical department tended to be 
more patient-centred (OR=0.510, 95% CI 0.305 to 0.853; 
OR=1.806, 95% CI 1.051 to 3.105; OR=1.388, 95% CI 
1.030 to 1.871, respectively). In the total CR-PPOS, 
female physicians, physicians with intermediate titles and 
those who were working in tertiary hospitals tended to be 
more patient-centred (OR=1.532, 95% CI 1.160 to 2.022; 

OR=2.089, 95% CI 1.206 to 3.618; OR=2.198, 95% CI 
1.465 to 3.297), respectively. Table 4 displays these results.

Patient and public involvement
Patients and/or the public were not involved in the 
design, or conduct, or reporting, or dissemination plans 
of this research.

DISCUSSION
This research analysed factors related to physicians’ 
attitudes towards patient-centred care in the Chinese 
healthcare context. The results shows that the average 

Table 4  Variables predicting the Chinese-revised Patient-Practitioner Orientation Scale, and the Caring and Sharing subscale 
scores

Dimension Variables OR 95% CI P value

Caring subscale Gender

 � Male

 � Female 2.201 1.685 to 2.876 <0.001

Years of practice

 � Less than 11 or over 20 years 0.284 0.103 to 0.787 0.016

 � 11–20 years

Professional title

 � No title

 � Primary title (resident)

 � Intermediate title (attending physician) 1.669 1.015 to 2.743 0.044

 � Deputy chief title (deputy chief physician) 2.849 1.157 to 7.018 0.023

 � Senior professional title (chief physician)

Hospital type

 � Primary, secondary and private hospital

 � Tertiary hospital 2.593 1.746 to 3.850 <0.001

Sharing subscale Years of practice

 � Less than 5 or over 10 years

 � 5–10 years 0.510 0.305 to 0.853 0.010

Professional title

 � Lower or higher than intermediate title

 � Intermediate title (attending physician) 1.806 1.051 to 3.105 0.032

Specialty

 � Surgical

 � Non-surgical 1.388 1.030 to 1.871 0.031

Total Gender

 � Male

 � Female 1.532 1.160 to 2.022 0.003

Professional title

 � Lower or higher than intermediate title

 � Intermediate title (attending physician) 2.089 1.206 to 3.618 0.009

Hospital type

 � Primary, secondary and private hospital

 � Tertiary hospital 2.198 1.465 to 3.297 <0.001
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total CR-PPOS score is 3.92, which is higher than has 
been found elsewhere in China (in Heilongjiang (3.24) 
and Shanghai (3.66)), but lower than in Australia (4.46) 
and the USA (4.26).23 30 32 35 This indicates that physi-
cians in Beijing, at least in this study, tend to be more 
patient-centred than physicians in Heilongjiang and 
Shanghai, but less patient-centred than physicians in 
Australia and USA. Physicians in this study obtained a 
higher mean score on the Caring subscale (4.61) than 
on the Sharing subscale (3.35), indicating that they 
hoped to treat patients supportively, paying attention 
to their psychosocial background information.29 This is 
consistent with other studies conducted in China,30 32 
while different from studies conducted in Australia and 
Portugal where physicians had higher mean scores on 
the Sharing subscale than on the Caring subscale.23 35 
The reason physicians in China had higher scores on 
the Caring subscale than on the Sharing subscale may 
be because Asian cultures tend to presume that medical 
decisions should be made by doctors, or even families, 
instead of engaging patients in medical decision-making 
processes.28 Indeed, Chinese patients tend to expect 
their physicians to lead in medical consultations and 
to make decisions.29 Studies have also found that many 
patients see themselves as having insufficient knowledge 
to deal with medical issues.1 29 36

Female physicians obtained higher mean scores than 
male physicians on the total CR-PPOS, the Sharing 
subscale and the Caring subscale, indicating that female 
physicians tend to be more patient-centred than male 
physicians, which is consistent with findings of research 
conducted in countries outside China.23 35 A study 
conducted with Chinese medical students also found that 
female students were more patient-centred than men.31 
The findings of Liu et al reveal the gender differences 
between female and male physicians regarding their atti-
tudes towards patient-centred care.31 In addition, in clin-
ical communication, female medical staff are reported to 
have better communication strategies with patients than 
their male counterparts,37 which may explain, at least 
to some extent, why female physicians tend to be more 
patient-centred than male physicians.

Physicians working in tertiary hospitals obtained higher 
scores on the CR-PPOS, Caring subscale and Sharing 
subscale, indicating that they tend to be more patient-
centred than physicians working in other hospitals. 
Tertiary hospitals in China have the most demanding 
entrance requirement among all hospitals for physicians 
in terms of their education background.38 39 There is also 
evidence that patients in China prefer tertiary hospitals to 
others when seeking medical services.40 This implies that 
tertiary hospitals may be influential in the development 
and implementation of patient-centred care in Chinese 
healthcare system. However, future research could be 
conducted to further explore how the patient-centred 
care concept is more developed in tertiary hospitals than 
in other hospitals to provide information about the impli-
cations on medical system reform.

This research also found that physicians who work in 
non-surgical departments tend to be more patient-centred 
that those working in surgical departments. Surgeons are 
reported to experience particular stress through training 
and clinical practice.41 In China, physicians working in 
surgical department are generally more emotionally 
stressed, having higher burnout and work pressures than 
those working in non-surgical department42; this may 
help explain the difference between physicians working 
in surgical and non-surgical departments in terms of their 
attitudes towards patient-centred care.

Physicians who had received training in physician–
patient communication tended to be more patient-
centred than those who had not. It has been found that 
effective communication with patients during clinical 
practice is important in providing a high-quality medical 
service.43 Improving physicians’ communication with 
patients could contribute to better physician–patient rela-
tionships and reduce medical complaints.6 7

Another interesting finding is that physicians who are 
satisfied with their income tended to be more patient-
centred than those who were unsatisfied. Physicians’ satis-
faction with income has been found to be associated with 
their job satisfaction and the way they deal with patients 
in clinical settings.44 However, 83.2% physicians surveyed 
reported being unsatisfied with their income. To address 
this issue, actions on reforming the whole Chinese health-
care system may be required.

Furthermore, this research found that physicians who 
do not feel they have high workloads have higher patient-
centred scores on the Sharing subscale and the total 
CR-PPOS. This may be because physicians with higher 
workloads are less capable of proving emotional support 
to their patients. Overall, 28% of the surveyed physicians 
reported that they worked over 8 hours per workday on 
average, with 27.3% of physicians reporting they have a 
high workload. We would argue that if patient-centred 
care is to be provided, it may be necessary to ensure that 
physicians have reasonable workloads and work hours.

The findings of this study provide a foundation for 
future research to further investigate the complex rela-
tionship between physicians’ attitudes towards patient-
centred care and the factors that shape them. This study 
has implications for medical education, policy and prac-
tice. Medical educators and policymakers could take into 
account the factors identified in this study when designing 
training and policy interventions aimed at improving 
patient-centred care. Specifically, interventions aimed at 
improving physician–patient communication, reducing 
physicians’ workload, and promoting patient-centred care 
attitudes and skills should be considered. In addition, the 
study highlights the need for increased attention to the 
training of physicians working in surgical departments 
and the involvement of tertiary hospitals in the develop-
ment and implementation of patient-centred care.

As an exploratory study, the findings highlight several 
issues that warrant further investigation. First, the reasons 
for the observed gender differences in patient-centred 
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care attitudes should be explored further. Second, future 
research could investigate the impact of job satisfaction 
and income on patient-centred care attitudes. Third, 
it would be valuable to conduct longitudinal studies to 
assess changes in patient-centred care attitudes over time, 
as well as the impact of interventions aimed at promoting 
patient-centred care.

The study provides insights into the factors that influ-
ence Chinese physicians’ attitudes towards patient-centred 
care, and highlights differences in patient-centred care 
attitudes between physicians in China and other coun-
tries. The study’s use of a well-validated tool to measure 
patient-centred care attitudes and its large sample size 
also contribute to its strength.

The study also has several limitations that should be 
considered when interpreting its results. First, the study 
was conducted in a single city in China and may not be 
generalisable to other regions or countries. Second, 
the study relied on self-reported data from physicians, 
which may be subject to social desirability bias. Third, the 
sampling strategy used in this study—snowball sampling—
may be susceptible to sampling bias. Participants who are 
recruited through referrals may share similar characteris-
tics or opinions. This can lead to a biased sample that does 
not accurately represent the target population. Addition-
ally, snowball sampling may miss out on certain subgroups 
that are not well-connected to the existing participants, 
further exacerbating the sampling bias. Finally, the study 
did not examine the impact of patient-centred care atti-
tudes on patient outcomes, so further research is needed 
to investigate this relationship.

CONCLUSION
This research identified sociodemographic predictors 
of Chinese physicians’ attitudes towards patient-centred 
care. This research found that gender, professional title 
and hospital type influence Chinese physicians’ attitudes 
towards patient-centred care. Female physicians, physi-
cians with an intermediate title and those who work in 
tertiary hospitals tend to have higher patient-centred atti-
tudes than male physicians with other titles, and those 
who work in first, secondary or private hospitals.

It is also found that physicians work in non-surgical 
department, those who have received training in physi-
cian–patient communication, and those are satisfied with 
their income have high patient-centred scores on the 
CR-PPOS and the two subscales. These findings imply 
that more attention could be paid to these factors in 
medical education. The findings of this study can inform 
medical educators and policymakers on how to improve 
physician–patient relationships and provide high-quality 
healthcare services to patients in China.

The study has several implications for future policy, 
practice and research. First, policies aimed at improving 
physician–patient communication and reducing physi-
cians’ workload should be considered to enhance 
patient-centred care. Second, medical education and 

training programmes should focus on the development 
of patient-centred care attitudes and skills, particularly 
for physicians working in surgical departments. Third, 
the development and implementation of patient-centred 
care in China may require the involvement of tertiary 
hospitals. Finally, future research should explore reasons 
for the gender differences in patient-centred care atti-
tudes and investigate the impact of job satisfaction and 
income on patient-centred care attitudes.
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