
1Xiao S, et al. BMJ Open 2020;10:e040743. doi:10.1136/bmjopen-2020-040743

Open access 

Interpersonal factors contributing to 
tension in the Chinese doctor–patient–
family relationship: a qualitative study 
in Hunan Province

Siyu Xiao    ,1 Lixuan Wang,2 E Jennifer Edelman,3 Kaveh Khoshnood4

To cite: Xiao S, Wang L, 
Edelman EJ, et al.  Interpersonal 
factors contributing to tension 
in the Chinese doctor–
patient–family relationship: 
a qualitative study in 
Hunan Province. BMJ Open 
2020;10:e040743. doi:10.1136/
bmjopen-2020-040743

 ► Prepublication history for 
this paper is available online. 
To view these files, please visit 
the journal online (http:// dx. doi. 
org/ 10. 1136/ bmjopen- 2020- 
040743).

Received 22 May 2020
Revised 29 July 2020
Accepted 23 October 2020

1Department of Obstetrics 
and Gynecology and Women's 
Health, Albert Einstein College of 
Medicine, Bronx, New York, USA
2Division of Disease Control, 
New York City Department of 
Health and Hygiene, Queens, 
New York, USA
3Department of Internal 
Medicine, Yale School of 
Medicine, New Haven, 
Connecticut, USA
4Department of Epidemiology of 
Microbial Diseases, Yale School 
of Public Health, New Haven, 
Connecticut, USA

Correspondence to
Dr Siyu Xiao;  
 sxiao92@ gmail. com

Original research

© Author(s) (or their 
employer(s)) 2020. Re- use 
permitted under CC BY- NC. No 
commercial re- use. See rights 
and permissions. Published by 
BMJ.

ABSTRACT
Objective To identify actionable barriers to 
communication that contribute to tension in the Chinese 
doctor–patient–family relationship (DPFR) among 
surgeons, surgical patients and their family members.
Design We employed qualitative research methods using 
in- depth, semistructured interviews in Mandarin and 
English and conducted preoperatively and postoperatively. 
Interviews were audio recorded, transcribed and translated 
into English. Data were analysed using thematic analysis.
Setting An urban, tertiary- level teaching hospital in Hunan 
Province, China.
Participants We recruited a purposive sample of 11 
inpatients undergoing the same minor surgery, 9 of their 
family members and 9 surgeons between June and August 
2015.
Results We identified three emergent themes. First, trust 
degradation occurred before and during the healthcare 
experience. Second, the healthcare- seeking experience 
for patients and family members was marked by unmet 
expectations for achieving a basic understanding of the 
illness as well as powerlessness over their situation. Third, 
societal pressures on doctors contributed to a state of 
learned helplessness.
Conclusions Our findings suggest that tension in the 
DPFR is associated with interpersonal and structural 
challenges, with communication playing an important 
role. Reforms at all levels are needed to promote a more 
patient- centred experience while ensuring the well- being 
and security of providers.

INTRODUCTION
In recent years, tension in the doctor–
patient–family relationship (DPFR) in China 
has become a major threat to healthcare 
delivery. The large body of local and inter-
national research and commentary on this 
issue suggest that its roots are multifactorial, 
complex and historical. They range from 
the privatisation of the healthcare sector in 
the 1980s that incentivised profit- seeking 
behaviour by hospitals and doctors,1 2 to 
overcrowding of urban medical centres,3 to a 
culture of settling disputes that circumvents 
an inadequate legal system, with instances of 

individuals resorting to public protest or even 
violence.4–7 The current state of medical prac-
tice in China has taken a toll on providers, 
among whom the prevalence of workplace 
violence, burn- out and low job satisfaction is 
high.8–10

Less discussed in the literature is the 
impact that interpersonal dynamics may 
have on tension in the medical relation-
ship. Prior quantitative studies have demon-
strated the critical role of communication 
in the patient experience.11 12 In the shared 
decision- making model of doctor–patient 
communication, the three goals of interac-
tion are to create a good interpersonal rela-
tionship, facilitate exchange of information 
and include patients in decision- making.13 
Meeting these goals can have a positive 
impact on patient health outcomes, particu-
larly with respect to psychological outcomes 
and quality of life as evidenced by the liter-
ature among patients with breast cancer.14 
Patients’ perceptions of communication are 
an independent predictor of satisfaction.15 

Strengths and limitations of this study

 ► Use of an inductive, qualitative approach achieved 
through a robust and iterative data analysis process 
with researchers of various backgrounds, which al-
lows for a nuanced understanding of the research 
question.

 ► Cross- cultural research methodology involving 
translation, back translation and piloting of inter-
view instruments before deployment; and checking 
of translated transcriptions by bilingual researcher.

 ► Triangulation of data from multiple perspectives, 
including family members who play a major role in 
Chinese medical care.

 ► Reliance on translation of materials between English 
and Chinese due to lead researcher with bilingual 
speech but not written skills.

 ► Inability to perform participant checking due to limit-
ed time period in the overseas research setting.

http://bmjopen.bmj.com/
http://orcid.org/0000-0002-4351-6838
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2020-040743&domain=pdf&date_stamp=2020-11-10
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Poor communication plays a major role in the decision 
to litigate.16–18 Yet there is a known gap in doctors’ and 
patients’ assessment of a doctor’s communication skills 
whereby doctors tend to overestimate their abilities.18 
Even when doctors adequately perform patient- centred, 
coded behaviours, it is the patients’ perception of the 
doctors’ behaviour rather than the behaviours themselves 
that predict outcomes such as satisfaction and judgement 
of physicians’ informativeness.19 20

More research is needed to understand the complex 
interactions that can either prevent or lead to conflict in 
the Chinese medical relationship, which necessitates trian-
gulation of perspectives from patients, family members 
and doctors. In China, family members play an integral 
role in the medical relationship in regard to communica-
tion, decision- making and consent.2 Family members may 
collaborate with the doctor to decide what information is 
passed on to the patient, yet their perspective is not well 
represented in the current literature.2 To inform future 
interventions to address interpersonal factors contrib-
uting to tension in healthcare in China, we conducted a 
qualitative study of doctors, patients and family members 
in the surgical context.

METHODS
Study design and sampling
From June to August 2015, we conducted a qualitative 
study involving three groups of participants, including 
surgical patients, their family members and surgeons. 
The objective was to gain an in- depth understanding of 
interpersonal factors that may contribute to tension in 
the DPFR. The study aims were to characterise preop-
erative expectations for and postoperative experiences 
of communication of the three groups. The sample was 
drawn from a surgical subspecialty inpatient ward of an 
urban, tertiary- level teaching hospital in Hunan Prov-
ince, China. We refrain from identifying the institution 
or department in order to protect the anonymity of the 
participants. We focused on surgical patients given their 
discrete phases of treatment that would allow us to assess 
patient and family member expectations for their care 
compared with their experiences. We limited patients 
to those undergoing the same minor surgical procedure 
because it allowed patients sufficient time, energy and 
mobility to complete the interviews.

We used a purposive sampling method to recruit and 
interview participants from June to August 2015, aiming for 
data saturation while working within the constraints of the 
study period as dictated by the lead researcher’s academic 
timeline. Potential participants were approached face 
to face within their inpatient unit and interviews were 
conducted in a private room on the unit with a closed 
door including the lead researcher, one interpreter and 
one participant at a time. Patients and family members 
were recruited as a dyad to assess multiple perspectives. 
In cases where more than one family member accompa-
nied the patient, the participant who was most involved 

in the patient’s medical care was invited to participate. 
Surgeons were recruited without regard to whether or not 
their patient(s) was also recruited. Whenever possible, 
we interviewed patients and family members twice: once 
preoperation and again postoperation to assess expec-
tations and experiences, respectively. Surgeons were 
interviewed once without relation to any given patient’s 
operation. To avoid compromising the medical relation-
ship, we obtained permission for the patient’s participa-
tion from his/her surgeon when possible. All participants 
gave verbal consent for their participation and received a 
small gift (value less than US$5) after each interview. We 
opted to obtain verbal as opposed to written consent to 
avoid linking the participant with the research study as 
part of our efforts to preserve anonymity.

Data collection
We employed in- depth, semistructured interviews with 
individual participants. We developed a bilingual inter-
view guide incorporating open- ended questions aimed 
at assessing both the content and dynamic of doctor–
patient–family communication (box 1). Follow- up ques-
tions, or ‘probes,’ were used to clarify and expand on 
concepts raised by the participants.21 The interview guide 
was written in English, translated into Chinese by a bilin-
gual researcher and back translated into English by a 
bilingual research assistant to ensure accuracy.22 23 The 
interview guide was piloted with four participants and 
revised to clarify questions.

Interviews were conducted in English and Mandarin 
by one researcher (SX)—a female medical student who 
held a Bachelor of Science degree at time of the study—
and one of three rotating interpreters. All of the inter-
viewers participated in training developed by the lead 
researcher (SX) in conjunction with an academic faculty 
member who has expertise in cross- cultural research. The 
participants were informed of the lead researcher’s back-
ground and research goals prior to consenting to partic-
ipate. No relationships with patients or family members 
were established prior to study commencement. The 
lead researcher (SX) was introduced to the surgical staff 
at a department meeting at the beginning of the study 
period. Interviews were audio recorded, transcribed and 
translated into English by a professional translator with 
experience in medical translation. Field notes without 
identifying information were made during the interviews. 
Participants completed a brief demographic survey on 
paper after each interview. No identifying information 
was collected.

Qualitative data analysis
Our three- person analysis team comprised the lead 
interviewer (SX), a bilingual public health researcher 
(LW) and a physician (EJE), with the latter two having 
experience in qualitative research.24–28 We used induc-
tive, semantic thematic analysis to analyse the data.29 
Two coders (SX, LW) established intercoder reliability 
through discussion and reconciled coding differences. 
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A third coder (EJE) reviewed a subset of transcripts 
and provided input on the code structure. Through an 
iterative process, we identified the major themes taking 
into consideration the degree to which they adequately 
addressed the research question of factors contributing 
to tension in the DPFR and fulfilled the principles of 
internal and external homogeneity for judging category 
development.30 It is important to note that while there 
were many quotations about harmony and satisfaction 
in the medical relationship, these concepts were not the 

focus of the current analysis. We used the qualitative data 
software  ATLAS. ti (Scientific Software Development, 
Berlin, Germany) to facilitate data coding and retrieval. 
We used the Consolidated Criteria for Reporting Quali-
tative Research as a guideline for reporting this work.31

Patient and public involvement
Participants, which included patients along with their 
family members and doctors, became involved in the 
research methodology through the pilot interviews, 
which were used to revise the interview questions for 
clarity and relevance to their actual experience of seeking 
medical care. In addition, the individuals who served as 
interpreters were medical students who had an interest 
in the research topic as it related to their future careers 
as physicians and their input helped guide the revisions 
to the interview guide. Those individuals also had the 
opportunity to review the manuscript before submission.

Role of the funding source
This work was supported by the Downs International 
Health Student Travel Fellowship, a graduate and profes-
sional student fellowship through the Yale School of Public 
Health, which provided living expenses for SX during 
data collection. The funding committee provided feed-
back on the draft study protocol and had no involvement 
in data collection or analysis, writing of the manuscript 
or decision to submit for publication. The corresponding 
author had full access to all the data in the study and final 
responsibility for the decision to submit for publication.

RESULTS
We conducted a total of 42 interviews with 11 patients, 9 
of their family members and 9 doctors. The sociodemo-
graphic characteristics of the 29 participants are listed in 
tables 1 and 2.

Of the 11 patient participants, we conducted both a 
preoperative and a postoperative interview with seven 
participants, and only a preoperative interview with four 
participants due to inability to follow- up after the opera-
tion. There were three patients for whom we could not 
recruit a corresponding family member due to unavail-
ability. There was one patient for whom we recruited 
two corresponding family members instead of one due 
to both being willing to participate. Of the nine family 
member participants, we conducted both a preoperative 
and a postoperative interview with six participants, only 
a preoperative interview with two participants and only 
a postoperative interview with one participant. Among 
patient and family member participants, the postoper-
ative interview occurred between 2 and 8 days after the 
preoperative interview, with a median of 3 days. Inter-
views lasted between 22 and 71 min with a mean duration 
of 43 min.

We identified three main themes, along with several 
subthemes, that characterised tension in the DPFR that 
the study participants experienced: (1) trust degradation 

Box 1 Interview questionnaire (selected grand- tour and 
probe questions)

Patients, family members

Preoperative
Tell me about your expectations for what the communication with your 
doctor should include during your present hospital stay.
What kind of information do you expect communications to include?

 ► How do you expect decisions about your care to be made?
 ► How much time do you expect the doctor to spend communicating 
with you? With your family member?

 ► How do you expect you and your doctor to treat each other when 
you communicate?

Postoperative
Tell me about your experience of communication with your doctor 
during your hospital stay.

 ► What kind of information did your communications include?
 ► How were decisions made?

How did you and your doctor treat each other when you communicated?
 ► Can you talk about the effectiveness of the doctor in communicating 
with you and your family?

Can you compare your expectations for your hospital experience with 
the actual experience?
If you could do so without impacting yourself or your family, what 
kind of feedback would you give your doctor? Specifically about 
communication?

Doctors
Tell me about your experience of communication with your patients and 
their family members.

 ► What information do your communications include?
 ► How are decisions about patient care made?
 ► Can you tell me about how informed you think your patients feel 
about their care throughout the hospital stay? Family members?

 ► How did you come to develop expectations about communication 
with patients and families?

How do you and your patients treat each other when you communicate? 
Family members?

 ► How much time do you spend communicating with the patient? 
Family members?

How satisfied do you think patients are? Family members?
What is your experience, if any, with training for communication in the 
healthcare setting, such as with patients, family, and providers or staff?
If you could do so without impacting yourself or your relationship with 
patients and family members, what kind of feedback would you give 
them? Specifically about communication?
Do you have any suggestions about what could be different about doc-
tor–patient–family communication? About doctor–patient–family rela-
tionship? How would you take action on those suggestions?
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between doctors and patients/families, (2) unmet expec-
tations of patients and families for understanding the 
illness and powerlessness over their situation, and (3) 
learned helplessness of doctors.

Baseline trust between patients, family members and doctors 
was degraded by both distrust and mistrust related to 
interpersonal conflict
While patients, family members and doctors recognise 
trust as germane to their relationships, they describe 
multiple factors that, although only present in a minority 
of cases, degraded trust. When comparing their preop-
erative and postoperative views, patient and family 
member participants by and large had tempered, stable 
perspectives of their doctors. Participants pointed out 
both positive and negative aspects of the communication 
with their doctors that suggest they were not mentally 
splitting their doctors one way or another, nor were they 
concretely biased to start with. In preoperative inter-
views, patient and family members expressed general 
trust in the medical profession. Likewise, the doctors 
believe that they have trusting, harmonious relationships 
with a majority of patients and family members, with only 
a minority of patients and family members generating 
problems (Doctors 2, 6, 9). Respondents’ accounts of 

Table 1 Participant characteristics: patients and family 
members

Characteristic
Patients
(n=11)

Family members*
(n=9)

Age (years)

  18–25 1 2

  26–35 2 1

  36–45 5 2

  46–55 3 4

Sex

  Female 10 5

  Male 1 4

Highest education

  Elementary school 1 0

  Secondary school 7 3

  2–3 years’ postsecondary 
programme

2 4

  Bachelor’s degree 1 2

Annual income (¥)

  None 4 0

  <10 000 2 2

  10 000–25 000 2 2

  25 000–40 000 1 3

  40 000–55 000 0 2

  85 000–100 000 1 0

  >100 000 1 0

Region type of residence

  Urban 6 5

  Suburban 1 1

  Rural 4 2

Travel time to hospital (hours)

  <1 4 1

  1–2 0 0

  2–5 7 6

  >5 0 1

Relation to patient†

  Spouse n/a 4

  Parent n/a 4

  Girlfriend/boyfriend n/a 1

*One family member did not provide data on region of residence. 
Another family member did not provide data on travel time.
†This question was posed to participants in the family member 
group only.
n/a, not applicable.

Table 2 Participant characteristics: doctors

Characteristic Doctors (n=9)

Age (years)

  18–25 2

  26–35 5

  36–45 2

Sex

  Female 1

  Male 8

Educational background

  Bachelor’s 5- year programme 5

  Master’s 1

  MD 8- year programme 2

  MD 11- year programme 1

Title*

  Resident doctor 7

  Professor 2

Annual income (¥)†

  10 000–25 000 5

  40 000–55 000 1

  70 000–85 000 1

  >100 000 1

Region type where doctor grew up

  Urban 4

  Suburban 1

  Rural 4

*‘Resident’ refers to a postgraduate doctor in a training programme 
lasting 3 (master’s) or more (doctoral) years; ‘Professor’ refers to 
a faculty physician who has achieved a senior leadership status in 
the department.
†One doctor did not provide data on annual income.
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such cases fall into two categories of trust degradation—
distrust and mistrust—that we will examine in greater 
detail.

Distrust
Distrust can be defined as having negative expectations 
and/or beliefs that the other person will not act in one’s 
best interest.32 Several doctors believe there to be a cate-
gory of patients and family members who are at baseline 
cynical or malicious (Doctors 3, 6–7, 9). The cynicism of 
those patients and family members may be about doctors 
having ulterior motives, financial conflicts of interest and 
withholding treatment options. One doctor notes that 
this attitude can lead patients and families to escalate 
their concerns to senior leadership too quickly or choose 
a farther specialty hospital for its reputation instead of 
the local regional hospital (Doctor 5). One mother 
reveals the potential consequences of being assigned 
a doctor other than the one she requested, which may 
include lowering the threshold for a medical dispute to 
occur. ‘If the doctor I requested made a mistake, I won’t 
resent it…(I)f it was another doctor treating her for me…
doesn’t satisfy me in terms of interaction and communica-
tion, then I would definitely do something about him…’ 
(Family member 13).

Doctors describe processes to identify and warn of 
distrustful patients and families. The first impression 
appears critical to determine if the patient is ‘the type of 
person where he normally (doesn’t) trust people easily, 
he definitely won’t trust the doctor when he comes to 
the hospital’ (Doctor 6). One doctor remains vigilant 
of patients who ‘take pictures everywhere, record your 
audio, that type of person, you have to be careful with’ 
(Doctor 9). This doctor also describes colleagues using 
social media (the WeChat app) to warn one another of 
certain types of troublesome patients who ‘once they 
come here, you have to pay attention to this kind of 
patient’ (Doctor 9).

The media plays a role in influencing the level of trust in 
the DPFR. Doctors feel that in individual cases of medical 
complications, the news media publishes sensationalised 
and biased reports where the responsibility ‘falls on the 
doctor first’ (Doctor 6). This damages the reputation 
of Chinese medical professionals (Doctors 2, 6 and 9). 
One prominent example is the case of a newborn with 
Hirschsprung’s disease in which the patient’s provider 
told the media, ‘(e)ight cents can cure a patient with a 
prolapsed anus, see I can do it with 8 cents, how come it 
takes a few tens of thousands of dollars for other doctors 
to cure it?’ (Doctor 9). The interviewee explains that in 
fact the provider in the story had used a laxative not for 
cure but symptomatic relief, and the media had portrayed 
the doctor as a trickster who ‘takes advantage of every-
one’s lack of medical knowledge’. One patient expressed 
empathy for doctors in the current media environment, 
acknowledging that no one side alone is to blame for all 
medical disputes:

I just watched the news, firstly it’s the doctors not hav-
ing explained things clearly, the patient family mem-
ber also has a lot of issues, spent so much money, yet 
the person was not saved, they have to let off some 
steam for sure…But the doctor gave medical care 
wholeheartedly, and worked hard… (Patient 12)

While news media may have a negative impact on the 
public’s expectations of the medical field, one patient’s 
experience shows how television media may have the 
opposite effect, that of inducing idealistic expectations.

(T)here’s a TV drama called ‘Young Doctors’…(A)
fter I finished watching that drama, I thought wow, 
shouldn’t doctor/patient relationship be like this? 
Like doctors think a little bit more for patients, then 
patients also change their perspective in thinking a 
bit for doctors… Then after I got to the hospital…
it was like that saying on the internet, ‘the ideal is 
plump and voluminous but the reality is a bag of 
bones’. (Patient 13)

Mistrust
Mistrust can be defined as the destruction of a former 
trust that may lead to feeling betrayed.32 One factor in 
spurring patient or family mistrust in the doctor is disin-
genuous or faulty behaviour, including gossiping about 
the patient with another doctor or making a medical 
error (Patient 13; Family member 13).

A second factor for spurring mistrust is the gap in 
knowledge and communication between the doctor and 
the patient/family. Doctors think that patients’ and fami-
lies’ lack of medical expertise drives their ‘high expecta-
tions regarding the prognosis’ (Doctor 8). Patients and 
families demonstrate a reliance on the visual appearance 
of the patient to understand his/her condition (Family 
member 13; Patient 11). One family member complains 
about her daughter receiving much more medication 
compared with another patient of similar age and with 
an apparently larger excised tumour. ‘I said how come 
my daughter had 7 bottles administered? I was trying to 
think on the positive side, the anesthetic is rid of more 
adequately…but she was so nauseated, the doctor said the 
discharge is today, so I thought is that a bit rushed?’ Recog-
nition of the gap in knowledge and communication is 
reflected by one doctor’s comments on how a patient may 
appear in deceptively good condition to family members 
who do not have access to the entire clinical picture: ‘(H)
e (the family member) would just see that the patient can 
interact with you on bed, think that they are still ok…but 
in reality his lab figures indicate that it’s (the condition is) 
really bad’ (Doctor 2).

Communication gaps, specifically parallel channels of 
communication, can also spur mistrust. Examples include 
when a patient asks the doctor for answers about insurance 
coverage that turn out to be inaccurate, or when multiple 
family members of the same patient get different answers 
from the doctor. For the latter, one doctor explains,
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(A)fter they (the family members) asked they go back 
and communicate with each other and find contra-
dictions again, and they can’t understand, so they 
come back to ask again…(T)his way the doctor feels 
really exhausted…In the end it would lead to the lack 
of trust and coordination in both parties. (Doctor 8)

The healthcare-seeking experience for patients and family 
members is marked by unmet expectations for understanding 
the illness and powerlessness over their situation
Unmet expectations for understanding the illness
A central idea that emerged as a communication expec-
tation and priority for patients and family members was 
the need to feel holistically informed about the patient’s 
illness. In some cases, this expectation became apparent 
when the participant expressed disappointment in the 
communication with the provider. The types of informa-
tion that participants felt to be lacking include the origin 
of the illness such as lifestyle factors (eg, diet, exposure to 
chemicals in food), severity of the illness, implications of 
the results in lay terminology and future precautions to 
take (Patients 8, 13; Family members 5, 9, 11).

The dynamics of the interaction also impact patients 
and families, such as feeling dismissed when they sought 
more details from the doctor (Patient 8) or that the doctor 
was withholding details about the pathological diagnosis 
(Family members 5, 9). One family member demonstrates 
one’s powerlessness when trying to advocate: ‘Sometimes 
when I go and ask the doctor I don’t know how to ask. 
Just feel that I don’t understand’ (Family member 9). 
Another family member references how the knowledge 
gap contributes to powerlessness: ‘Because there’s some 
professional aspect to this condition…whether he (the 
doctor) presented the whole situation to us compre-
hensively we have no way of knowing’ (Family member 
5). The second account suggests distrust towards the 
provider, which seems rooted in the gap of both knowl-
edge and power between layman and professional.

Some patients and family members associate their 
unmet expectations with the large investment of personal 
resources in medical care. One woman who travelled 4–5 
hours to the hospital said, ‘In my imagination, the doctors 
at this place you should, because we are patients, we come 
to their hospital to give you money…I definitely have to 
get a satisfactory answer’ (Patient 8).

Lack of a humanistic and patient-centred approach by providers 
and the institution can contribute to patients and family members 
feeling powerless
Not only do patients and family members face the chal-
lenge of understanding their illness, they do so while 
entering the vast and complex world of healthcare that 
poses its own problems. In instances of tension at the 
interpersonal and institutional levels, they feel a lack 
of concern for their plight yet powerless to change the 
circumstances.

At the interpersonal level, patients and family members 
respond negatively when they perceive the doctor to be 

impatient, inattentive or formal as opposed to familial, 
passionate or morally driven (Patients 8, 13; Family 
members 7, 8). ‘(A)fter all we are here to see the doctor, 
we came for a favour, don’t put us to the side with a single 
word…I think it should be warmer, more gentle, interact 
with us patiently’ (Patient 8). One patient’s observations 
of doctors’ behaviour in the ward impact her judgement 
of them.

(W)ith the time you (the doctor) have a cup of coffee, 
go to the ward to check on patients, to see what needs 
patients have. I think this way, at least it wouldn’t feel 
like the hospital is a cold place, feel like there’s not 
much a sense of humanity. (Patient 13)

The patient’s mother feels that to her surgeon, ‘this 
operation is just like killing a pig, it’s just making an inci-
sion and taking it out anyway, then sewing it back up…
Put yourself in one’s shoes and try it out with your own 
kid’ (Family member 13). This particular patient–family 
member dyad was notable for expressing strong views 
about the DPFR throughout their interviews.

In contrast, other participants displayed an attitude of 
deference towards the doctor. In particular, they expressed 
a reluctance to interact too often with the doctor for fear 
of being a burden (Patients 8, 10). One family member 
resorts to rationalising the lack of communication, even 
taking on personal responsibility for communication 
problems.

I can only say that it doesn’t seem to be ideal. Because 
I want to know whether her condition is actually seri-
ous or less serious? …There shouldn’t be a big issue…
that’s what I’m guessing, because if there were any 
more issues the doctor he should have let us know…
At this time this was actually my problem, because we, 
both me and my wife don’t know how to communi-
cate. (Family member 3)

At the hospital level, patients and family members 
feel the lack of concern through the inconveniences of 
the system and their inexperience navigating it. Incon-
venience centred on the unknown timelines of the 
hospital experience, from getting admitted—which 
could take days—to receiving updates on their care, to 
when discharge would occur (Patient 6; Family member 
5). These inconveniences led one family member to feel 
‘anxious and worried, waiting ‘til we feel this way’ (Family 
member 5). For one family member, the long waiting 
period to his wife getting admitted fuelled his initial anger 
towards the doctor. Yet his view changes after he witnesses 
the reason for the long delay, highlighting his initial unre-
alistic expectations. ‘But the people in this hospital seem 
to have an understanding that these few days, there really 
were…no beds, it’s at full capacity. That’s the truth…
Maybe I mistakenly blamed them back then, I mean when 
I was angry’ (Family member 3).

While inexperience underpinned the unrealistic expec-
tations of family member 3, it also underpinned some 
participants’ apparent lack of expectations about what 
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it means to be well informed (Patient 3; Family member 
9). In turn, these individuals may lack the power to advo-
cate for themselves. By contrast, others mentioned the 
importance of having a personal contact throughout the 
hospital stay—a hospital insider—to serve as the patient’s 
advocate (Patient 8; Family member 7). For one family 
member, their family friend’s high health literacy was 
empowering for her mother—the patient—by proxy. Yet 
it reduced the doctor’s need for direct interactions with 
patients and family members.

There hasn’t been much interaction with the doc-
tor…because my mother has a friend who works in 
finance at this hospital…so he told my mother almost 
(everything), so when we saw the doctor we didn’t say 
much…The effect that (my mother’s friend) had was 
even greater than mine…I mean if you came to the 
hospital on your own you wouldn’t even be able to 
find your way. (Family member 7)

The above excerpts demonstrate a disconnect between 
the expectations or hopes of patients and families and 
their actual experiences navigating the health system and 
the DPFR. While some blamed the doctor, others recog-
nised the systemic nature of the tension, including those 
who adopted a deferent attitude towards doctors. We next 
turn to the perspective of doctors on factors that may 
contribute to tension.

Societal pressures on doctors contribute to a state of learned 
helplessness
Doctors acknowledged the barriers they think patients 
and family members face in accessing healthcare, from 
low health literacy to an inefficient system for getting 
care, to the power differential between the doctor and the 
patient (Doctors 2, 8, 9). To one doctor who has been the 
family member of a patient, providers can help improve 
the experience by increasing their communication.

(S)o in China the vast majority of patients, (the pa-
tient’s) state of mind when seeing the doctor is un-
derstandable. So the key is in you as a doctor, or a 
nurse, all medical staff…also have to have a commu-
nication with (the patient), tell (the patient) about 
the situation….as long as you fully communicated 
with this patient and his family member, the tension 
in the relationship, you can completely say that this is 
minimized to a very low level. (Doctor 9)

Contrary to the notion expressed by other doctors that 
a patient’s low education level is a barrier to communi-
cation, the same doctor also believes that empathy and 
bedside manner are key to communicating with patients 
of that background.

(C)ommunicating with patients, this has nothing to 
do with how high or low your level of culture is…
because I myself come from a rural village, I can ac-
tually communicate really easily with this kind of pa-
tient. Why is that? Because usually I have a very kind 

attitude towards patients, sometimes hold his hands, 
pat him on the shoulder…He (the patient) can un-
derstand your situation. (Doctor 9)

Despite their good intentions, doctors felt pressured by 
societal challenges that rendered them unable to meet 
all the communication needs of patients and families. 
Challenges included reduced accessibility of patients to 
doctors and doctors struggling with system- wide barriers 
out of their immediate control. The doctors’ experiences 
can be described by the psychological state of learned 
helplessness,33 in which an individual’s motivation and 
actions to escape an environmental stressor diminish 
after learning that his/her attempts have no control.

According to one doctor who spent time as a visiting 
surgeon in the USA,

(F)or surgeons it’s all very busy…It’s only that for 
them (American surgeons) perhaps they would be 
a lot more careful in terms of communicating, be-
cause I see that the time they interact at the outpa-
tient department would be extremely long, not like 
us with only a few minutes…If there were only a few 
patients…I would speak to him about every aspect, 
including their life, including some sex life for wom-
en…I just adapt to this type of situation in China, 
satisfy patients’ needs towards illnesses as much as 
possible, as to other needs, I don’t have a way to satis-
fy them, because time is limited, that’s the only way it 
can be. (Doctor 10)

This doctor, who is a professor, displays learned help-
lessness towards the demands of the job despite being in 
a relative position of power and seniority. Other doctors 
expressed a sense of insecurity and helplessness as workers 
within a healthcare system—both locally and nationally—
that lacks the robust infrastructure to protect and support 
doctors (Doctors 2, 4, 7). For instance, one young doctor 
cites the lack of a ‘standardized way’ to resolve conflicts 
with patients, leading doctors to ‘sometimes speak in an 
extreme manner’ after being personally attacked (Doctor 
4). Other broader pressures included insufficient health 
literacy of the general public leading to unnecessary over-
crowding of city hospitals (Doctor 5) and the expecta-
tion of doctors to counsel patients about insurance issues 
despite lack of training (Doctor 8).

Doctors also expressed a substantial fear of liability for 
treatment complications that appeared to direct their 
communication and behaviours towards minimisation 
of responsibility (Doctors 2, 3, 5, 6, 9, 10). According to 
one doctor, this meant that ‘doctors would perform all 
the examinations that don’t necessarily have to be done’, 
which in turn may lead patients to become suspicious of 
overtreatment and overpayment (Doctor 6). Another risk 
prevention strategy was the use of the hospital Medical 
Services Department (MSD), which was equipped 
with audiovisual recording capabilities. According to 
one doctor, ‘Based on our hospital’s experience, the 
patients who have conversations at the medical service 
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department, so far, have not had disputes together…(F)or 
this (distrustful) type of patient, before the operation, we 
definitely go to the medical services department to speak, 
no matter if his operation is major or minor’ (Doctor 6). 
To another doctor, the MSD also served as an important 
symbol in the medical relationship: ‘If the patient and 
family member go there, he might think that the hospital 
values and respects him, he also think that this situation 
might be really serious, so he would be psychologically 
prepared’ (Doctor 6).

Apart from setting expectations about the risk of 
complications, doctors also found setting expectations 
about the family’s financial ‘investment’ in medical care 
to be important to the medical relationship (Doctors 2, 
5). According to one doctor, ‘I’ll tell her (the patient) 
you spend this much, and it can achieve a result of this 
magnitude…but not to make her think that everything 
can be solved if she’s willing to spend the money’ (Doctor 
5). To another doctor, satisfaction is focused on the family 
member ‘because after all the patient’s family member 
pays the fees mostly, if you don’t explain it to them clearly, 
they won’t be willing to continue the rest of the treat-
ment’ (Doctor 2).

The opposing yet optimistic viewpoint of one professor 
raises the possibility that learned helplessness could 
be a function of experience level. He argues for timely 
communication and initiative, along with empathy, to 
empower doctors in difficult situations and mend sever-
ances in the DPFR.

(E)ven for the best of doctors there would be these 
complications…(T)he key is how much the patient 
understands you at this point in time…If there is a 
situation…I have to immediately, actively show that I 
really care about you, I’d actively have some commu-
nication with you, take you to do some tests, see what 
your situation is like. This is actually also to prevent 
medical disputes…Most patients are like oh, the doc-
tor does this handling for me, he would understand 
too. (Doctor 9)

The doctor shifts the source of tension from the 
external, systemic challenges detailed by other doctors to 
the interpersonal dynamics between the provider and the 
patient/family.

Taken together, the views among doctors on tension 
are in line with those of patients and families expressed 
in the second theme. That is, tension can arise from all 
levels of the healthcare- seeking process, from the inter-
personal to systemic. As such, efforts to prevent and alle-
viate tension should mirror this complexity by taking a 
multilevel approach.

DISCUSSION
In this qualitative study, we identified three emergent 
themes to characterise interpersonal factors contributing 
to tension in the Chinese DPFR in a surgical setting. While 
the focus of interview questions was on communication, 

participants’ responses acknowledge the broader context 
of the healthcare system as intimately tied to commu-
nication capacity and ultimately tension. First, while a 
baseline level of trust exists in the medical relationship, 
distrust and mistrust are perceived as afflicting a minority 
of medical encounters and are caused by multiple factors. 
Notable factors are doctors’ collective perception—influ-
enced by the media—of malicious personalities among 
potential patients/families; patients/families witnessing 
unprofessional behaviour of health professionals; and 
patients/families facing communication and knowledge 
gaps. Second, for patients and families, tension arose 
from unmet expectations for how informed they would be 
about the medical condition, as well as feeling powerless 
over their situation when there is a lack of humanistic and 
patient- oriented care. Third, working conditions hinder 
doctors from enacting their good intentions and goals for 
communication, and the negative climate towards them 
fosters fear and avoidance of responsibility.

In an essay calling for a trust- oriented bioethics to 
understand the modern Chinese patient–physician rela-
tionship, bioethicist Yunxiang Yan argues that a weakness 
of the current literature on doctor–patient relations in 
China has been the ‘stereotypical and static assessment of 
pervasive patient distrust in physicians’.32 A strength of our 
study is the inductive qualitative approach that has uncov-
ered a more nuanced view of the expectations, concerns 
and interactions of patients, family members and doctors, 
and how system issues constrain their well- being.

While patients are taken as the default endowers of trust, 
our data in the first theme from doctors show prominent 
distrust also exists in the other direction. The doctors 
regularly practised vigilance and defensive medicine with 
behaviours like recording conversations and overtreating. 
Contrary to Yan’s claim that medical professionals are to 
blame for poor communication due to their ‘failure to 
recognize the patients’ rights and dignity’, doctors in our 
study do not fulfil the paternalistic stereotype. Rather 
they acknowledged the importance of ensuring patients 
and family members are informed, with some doctors 
expressing empathy with their plight in the interviews. 
An additional motive for doctors to communicate may be 
fear of liability in the current environment.

Our data agree with a large qualitative study of 
patients, families and providers in Guangdong Province 
by Tucker et al6 that found that ‘knowledge asymmetry’ 
can lead to conflict and serves as one of the origins of 
mistrust. The authors found that mistrust is also fuelled 
by patients giving cash gifts to doctors that unrealistically 
drives up expectations. Yet our findings suggest that the 
whole healthcare- seeking process for patients and family 
members is a high- stakes investment that in itself drives 
up expectations regardless of extra efforts.

Unlike in the Western medical context where shared 
decision- making, which takes a patient- centred approach, 
is the dominant model for doctor–patient communica-
tion,13 there currently exists no such dominant model for 
Asian contexts.34 The second theme of our findings aligns 
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with studies of patients in Asian countries that indicate an 
increasing preference towards patient- centred care.35–37 
While patients and family members expressed to the 
researchers a desire for humanistic care in the medical 
system, the same individuals also demonstrated deferent 
attitudes towards authority, such as not wanting to burden 
the doctors or feeling inexperienced at asking questions, 
that may inhibit their ability to advocate for the kind of care 
they seek. This apparent internal conflict some patients 
and family members face may be rooted in the traditional 
patriarchal norms and historically authoritative status of 
doctors in China,2 which underprepares them for patient- 
centred care.34 36 Yet the steep power differential at play 

signals that the Chinese medical community needs to 
innovate within and beyond the doctor–patient–family 
triad in order to best address patient and family needs for 
humanistic, patient- centred care.

Our data from patients and families suggest that having 
an insider acquaintance and communication liaison 
is perceived as important—perhaps even essential—
to having a better healthcare experience, yet it is not a 
universal resource. In a study in Zhejiang Province of the 
culture of guanxi—whereby beneficial personal relation-
ships are secured via the exchange of favours—the authors 
found that 65% of surveyed doctors reported ‘better 
dedication when patients were somehow connected’.38 

Table 3 Recommendations to address tension in the doctor–patient–family relationship

Theme Problem Recommendations

(1) Degradation of trust. Media misrepresentation.  ► Public awareness campaign supported/led by doctors to demystify 
rumours.

Knowledge disparity.  ► Given patient/family reliance on visual cues, visual aids can be 
developed to assist doctors in communicating with their patients,44 
especially in cases of abnormal laboratory results.

 ► Reviewing imaging results with the patient/family.

Communication gaps.  ► Family meetings to promote consistent, timely and thorough 
communication.

(2) Healthcare- seeking 
experience for patients 
and family members 
was marked by 
unmet expectations 
for achieving a basic 
understanding as well 
as powerlessness over 
their situation.

Inexperience and 
inconvenience associated 
with seeking healthcare.

 ►  Appointment policy and procedures for outpatient evaluations.45

 –  Available via smartphone, online and telephone channels.
 ►  Patient navigators throughout the hospital.
 ►  Intraoperative communication system for family members to notify 
them of patient’s status in the queue and reduce anxiety about 
unexpected delays.7

 ►  Welcome packet to all inpatients that addresses FAQs about 
navigating the hospital, sets timeline expectations and includes a 
clear map of hospital departments and their purposes.

Patients and family 
members feel ill equipped 
to communicate effectively 
with the doctor.

 ►  Promote patient and family- centred care34:
 –  Healthcare providers elicit goals and expectations of patients/

families on admission to help set realistic expectations.14

 –  Providers participate in communication training on techniques 
like summarising and eliciting questions/illness beliefs to address 
gaps in understanding between them and the patient/family.46 47

 –  Provide patients/families with opportunities to reflect on and 
write down their concerns in advance.48 49

 –  Provide patients with verbal and written discharge materials to 
assist with self- management50 and continuity of care.51–53

(3) Societal 
pressures on doctors 
contributed to learned 
helplessness.

Doctors bear the 
responsibility of helping 
patients with insurance 
coverage issues.

 ► Designate separate personnel responsible for handling admissions 
and insurance matters.

 ► Leverage expertise of graphic designers to develop patient/family 
materials addressing their concerns about the insurance claims 
process; make these accessible in various forms (eg, online, printed 
handouts and posters).54

 ► Provide policy briefs to doctors regarding region- specific changes 
to insurance, with educational formats including grand rounds style, 
weekly didactic conferences, staff retreat, and so on.

Lack of a standardised 
way of managing disputes 
between doctors and 
patients/families.

 ► Implement formal policies and procedures to handle disputes; 
designate a central administrator to serve as a resource to providers.

 ► Conduct de- escalation training for all hospital staff.55

FAQs, frequently asked questions.



10 Xiao S, et al. BMJ Open 2020;10:e040743. doi:10.1136/bmjopen-2020-040743

Open access 

In Heilongjiang Province, researchers found that satisfac-
tion with the hospital inpatient care correlated with insur-
ance benefit status.39 Reforms at the hospital and systems 
level are urgently needed to promote healthcare justice 
such that all patients and families can have access to a 
positive healthcare experience.

In the third theme, we characterise the experience of 
Chinese doctors under societal pressures as learned help-
lessness, yet there are few studies of this phenomenon 
among physicians. In an article on the modern genera-
tion of American medical graduates, Bond argues that 
young doctors are wholly unequipped to thrive in the 
complex healthcare system that insufficiently rewards 
them, putting them at high risk for learned helpless-
ness.40 Doctors in our study seemed helpless to enact posi-
tive change for themselves and their patients, deferring 
that responsibility to the government or media.

Additionally, findings from doctors in our sample 
suggest that they may be experiencing a state of burn- out, 
defined in three dimensions as emotional exhaustion, 
cynicism or depersonalisation, and reduced personal 
accomplishment.41 The first two dimensions are evident 
from doctors’ expressions of being unable to satisfy 
the recognised needs of patients and family members 
and having negative bias and distrust towards some of 
them. In fact, signs of the institutionalisation of cynicism 
include doctors screening patients and families for signs 
of trouble and conducting conversations in a recording 
department for those deemed risky. Our findings are 
consistent with other studies of burn- out among Chinese 
physicians.42 43

Limitations of our study include the inability to recruit 
a complete patient–family dyad in all cases or both preop-
erative and postoperative interviews in all cases. Reasons 
for these gaps included a patient being unaccompanied 
at the time of recruitment in the preoperative phase; a 
family member being preoccupied by the operation and/
or patient’s condition and thus declining the interview; 
participants declining a postoperative interview due to 
the early discharge protocol and need to leave on time 
to travel long distances home. We thus may have missed 
additional perspectives that could have enriched our find-
ings. As with any cross- cultural research there is the possi-
bility of meaning being lost in translation. Additionally, 
we did not have the opportunity to perform participant 
checking by bringing the findings back to the original 
participants for their feedback. This can be particularly 
challenging when resident physicians continue moving 
forward in their training and patients and families return 
to homes far from the study site. Finally, we remind the 
reader that our research question was oriented towards 
understanding tension in the DPFR. As such, the find-
ings reported here are not meant to represent the DPFR 
in a holistic manner and should not be used to judge all 
doctors in that capacity. Our entire data set contained 
many examples of harmony, satisfaction and trust between 
the three groups, but these concepts were not the main 
focus of the current analysis.

Our findings highlight several opportunities for inter-
vention to improve the DPFR in the surgical setting 
(table 3). Specifically, our data highlight a need to 
promote trust, optimise expectations of patients and 
family members for information exchange and address 
the high- pressure work environment for doctors that 
motivates fear and actions to avoid responsibility. Further 
research is needed to characterise the experiences of 
health professionals, patients and families in other 
medical specialties and regions, as well as the effectiveness 
of interventions and reforms on tension or trust in the 
DPFR. Action on the part of the local health administra-
tors as well as the Chinese government is urgently needed 
to improve access to and quality of medical encounters 
for patients and families, and to support the careers of 
the nation’s medical professionals.
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