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Abstract

Background
The Chinese healthcare system is affected by frequent disputes between physicians and patients.
Although recent reforms have contributed towards improving the patient-physician relationship, distrust
in physicians is still high. Communication skills (CS) training of physicians holds the key to improving
patient con�dence and diffusing stressful situations. This nationwide survey reports on the status of CS
training in medical education in China, and the experiences and attitudes of physicians towards CS
training.

Methods
A cross-sectional survey was conducted at medical institutions across China. A questionnaire developed
for this study included the status of CS training, current aspects of patient-physician relationships,
perceived own CS and patient-centeredness with Likert-scaled items from 1 (most negative) to 6 (most
positive). Physicians’ attitude towards CS training was measured with the Communication Skills Attitude
Scale (CSAS) and its subscales PAS (Positive Attitude Scale) and NAS (Negative Attitude Scale). Data
were analyzed descriptively and for group differences between the hospital level and operating vs. non-
operating physicians. Binary logistic regression analysis was done to �nd associations explaining the
occurrence of verbal and physical attacks and the role of CS attitudes.

Results
Out of 1.080 questionnaires, 772 physicians met inclusion criteria. A total of 466/772 participants
(60.4%) had received at least one CS training during their career. The participants rated the current
situation related to patient-physician relationship in China as highly stressful (mean = 4.52, SD = 1.26,
95% CI: 4.43–4.60), experiencing verbal attacks in the past three years once a year in 372/772 cases
(48.2%) and physical attacks 111/772 times (14.4%). The mean PAS was 62.96 (SD = 7.63, 95% CI:
62.41–63.47) indicating a high positive attitude towards CS training. Being female was associated with
an increased risk of verbal attacks (OR = 1.51, 95% CI: 1.01–2.25) while working in a tertiary hospital and
showing high levels of PAS decreased this risk (OR = 0.62, 95% CI: 0.43–0.89, and OR = 0.95, 95% CI:
0.93–0.98). Having received a previous training decreased the odds of physical attacks (OR = 0.54, 95%
CI: 0.35–0.83).

Conclusions
A majority of Chinese physicians were trained in CS and would value further training. Our results highlight
that CS training is likely to promote patient-centered communication and reduce attacks against
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physicians. Both of these effects are to improve the patient-physician-relationship in the long run. More
CS training should be offered to Chinese physicians, especially at secondary- and primary-care hospitals,
where such practices remain infrequent.

Introduction
Healthcare systems around the world have evolved signi�cantly in recent decades, challenging the
traditional understanding of patient-physician relationships. China’s healthcare industry has also
witnessed signi�cant developments, especially in the past two decades with rapid improvements in
health insurance, drug supply and security system, medical services and public health [1, 2]. Despite
many efforts and investments in the healthcare system, stressful encounters between physicians and
patients or their attendants remain a challenge for medical professionals in China [3]. In 2002, about 98%
of hospitals had experienced medical disputes and 70% of them were based on patient complaints
related to inadequate communication with physicians [4]. Several studies have pointed out the di�culties
physicians face in China while dealing with patients [5, 6] and the ever-increasing patient distrust in
healthcare professionals [7–9]. Hospitals report a high prevalence of verbal abuse, psychological
violence [10] and increasing violent attacks against hospital staff [6, 11, 12]. This di�cult patient-
physician relationship is indicated as the top stressor for Chinese physicians and has been associated
with burnouts [13].

Causes for the tense patient-physician relationship have been identi�ed in the relatively poor quality of
life of Chinese physicians due to high workloads and low salaries [14]. Especially primary health care
doctors have received low levels of training leading young physicians to leave their profession [15].
Finally, the social image and professional reputation of physicians suffers from ongoing patient-
physician con�icts [16]. Studies have also observed a declining interest in studying medicine in young
people and the latest medical education reforms have set ambitious goals in enabling health
professionals [17].

Patient-centered communication is considered important for effective patient-physician communication
and better clinical outcomes [18–20]. In recent years, many high-income Western countries have
developed national education frameworks for ensuring teaching of communication skills (CS) as a major
competency for physicians [3, 21, 22]. China adopted the Western model of teaching CS to physicians
and medical students about 15 years ago [23]. Huge efforts were put in implementing and testing the
e�cacy of CS training in a variety of settings with several target groups (students, interns, physicians,
specialists and nurses) [23, 24]. Although the efforts to teach CS and establish patient-centered
communication have shown promising results [7], this approach is not common practice in Chinese
medical settings [25, 26]. Tertiary-care hospitals seem to be faring better in clinical aspects [27, 28] but a
national framework for medical professionalism among Chinese physicians is yet to be enforced [9].

While current literature provides promising insights into the Chinese efforts to teach CS to physicians and
establish patient-centered communication at hospitals, studies have either focused on speci�c roles or
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professions (such as patients, students or a single medical specialization) [23] or they are restricted to a
few locations [29–31].

Aims and objectives
In this study, we provide an up-to-date, China-wide overview of physicians’ experiences and attitudes
towards CS training; how physicians relate to it and its clinical consequences, highlighting how CS can
affect physicians in their work with patients. The primary aim of the survey was to determine the status
and prevalence of CS training among practicing medical physicians in China. The study further
investigated the current aspects of patient-physician relationship, perceived own CS and patient-
centeredness, and attitudes towards CS in general. We intended to analyze potential associations of
factors contributing to patient-physician disputes.

Methods

Study Design
A cross-sectional survey was conducted between July 2020 and October 2020. An online questionnaire
was developed for the purpose of the study and distributed in China via professional contacts at medical
institutions. We started distributing the survey at the Tongji Medical Hospital in Wuhan. Participants then
redistributed the link further and to clinical institutions all over China. Participation was voluntary and the
consent to participate was included within the questionnaire. Ethical approval for the study was given by
the Ethics Commission of the Medical Faculty of Heidelberg (S-145/2020).

Measurements
An interdisciplinary research group at the Heidelberg University Hospital including physicians, medical
communication experts and psychologists developed the questionnaire based on previously validated
instruments. The questionnaire was then translated into the Chinese language with the help of two native
Mandarin speakers with appropriate English-language skills.

The questionnaire consisted of four sections: The �rst part included items regarding sociodemographic
data (age, gender, education, workplace, specialty, hospital level, years of experience) and a self-
assessment of own communication skills. The second part consisted of questions on the patient-
physician relationship in China and asked for the relevance of CS for clinical work, the quality of the
current patient-physician relationship in general, and a rating how stressful the relationship was felt. All
items were asked for with a 6-point Likert scale while 1 was the most negative and 6 the most positive
option to be chosen. Participants were then asked, how often they had experienced a verbal or physical
attack in the past three years by a patient or his/her family with option from 0 (never), 1 (once a year), 2
(once a month), 3 (once a week), and 4 (once a day). Then the participants were asked about the best
way to resolve disputes and potential causing factors of the current patient-physician relationship.
Subsequently, the use of speci�c patient-centered communication examples was rated, i.e.: to inform
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patients about advantages and disadvantages of a treatment, to take patients’ opinion into account when
choosing a treatment plan, and to accept the decision of a patient even if it is not the own favorite.
Moreover, the participants rated if good patient-physician relationship had a positive effect on clinical
outcomes. The third part asked about teaching of patient-physician CS. This section started with the
question, if CS could be taught. Then, the participants were asked, if they had received any CS training in
their career and how often CS training was organized at their hospital in the last three years. Final
questions included physicians’ willingness to participate in CS training and the perceived helpfulness of
external experts in CS training. All continuous variables had to be completed using a 6-point Likert scale
(see above). We present the English translation of the �rst three parts of the questionnaire in Appendix 1.

The fourth section of the questionnaire was based on the Communication Skills Attitude Scale (CSAS)
questionnaire [32], which measures attitudes towards CS learning. We used the Chinese version as
translated earlier [33]. Participants evaluated their agreement with each item on a �ve-point Likert scale
from 1 (strongly disagree) to 5 (strongly agree). Two subscales were calculated, a positive attitude scale
(PAS) and a negative attitude scale (NAS) as done before [34]. The PAS shows a maximum score of 70
and a minimum score of 14, whereas the NAS ranges between 60 and 12.

We evaluated the internal consistency of the questionnaire, calculating Cronbach’s α of the entire
questionnaire, of CSAS separately and of each CSAS subscale. A coe�cient of ≥ .70 was considered
acceptable [35].

Recruitment
A publicity enterprise (Wuhan CNweb Pioneer Ltd) in Wuhan, China implemented and hosted this survey.
We chose a nationwide perspective and decided to conduct our study without any restriction of location
or medical specialty, aimed at cross-representation of physicians and to depict a variety of experiences,
ages, specializations and settings. The online link for the study was �rst circulated at the Tongji Medical
College of the Huazhong University of Science and Technology in China’s Hubei province. Further
participants were recruited via virtual and physical snowball sampling [36] through personal contact
networks of participants and groups on WeChat – the most widely and frequently used mobile social
media interface in China [37]. The �rst wave of two thirds of the participants was recruited virtually, after
that direct contacts were made to ask for spreading the link to further institutions. The participants were
informed directly about the objectives and target groups of our study, so the link could be shared with
other clinical institution. As we started from central China, Wuhan, a major share of the participants came
from the central south region (see Table 1). Our sampling approach followed a non-random convenience
sampling strategy that has been often used in clinical research [38].

Recruitment was carried out from July to October 2020. Only practicing medical physicians in China were
eligible to participate in the study.

Data analysis
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Overall 1.080 completed questionnaires were received. A total of 146 questionnaires were excluded from
data analysis because the participants were not medical physicians. Participants who showed an
inconsistent answering pattern (i.e. always giving the same answer on contradicting questions,
suggesting that they were not carefully reading the items) were excluded. Questionnaires completed in
less than 303 seconds, which was below the 10th percentile, were also excluded, assuming a lack of
credibility. The �nal dataset comprised N = 772 participants.

Medical specialties of the participants were summed up in a dichotomous variable as operating and non-
operating physicians. Hospitals in China are categorized into three care levels with smaller primary-care
hospitals in townships that provide basic services; secondary-care hospitals that are mostly situated in
medium-sized cities; and large tertiary hospitals that provide specialized medical services [27, 39]. Due to
a considerable higher number of tertiary hospital physicians in our sample, we organized hospital levels
into two categories: Category 1 was composed of only tertiary hospitals while Category 2 comprised
secondary, primary-level hospitals and resident physicians.

After descriptive analysis of all participants (including means, SDs, and frequencies), Chi-Square analysis
was used for differences between groups when variables were dichotomous, otherwise independent t-
tests were performed. Spearman-Rho correlations were calculated for an explorative analysis of
associations between continuous variables and reported as rS. A p value of < .05 was considered
statistically signi�cant.

Data were analyzed using SPSS (Version 26.0) [40].

Results

Participant Characteristics
The sample consisted of N = 772 participants (response rate = 71.5%) with 451 female (58.4%) and 321
male (41.6%) physicians. The majority (61.3%) had a Chinese bachelor’s degree in medicine. Others had a
junior college degree (14.6%), master’s degree (16.3%) or a doctorate (7.8%). The most prominent medical
specializations were surgery (N = 225, 29.1%), internal medicine (N = 141, 18.3%) and pediatrics (N = 93,
12%). The sample was distributed in 336 cities of 26 different provinces and municipalities throughout
mainland China. The Hubei province had the highest representation (n = 442, 57.3%). Table 1 summarizes
the demographic data.
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Table 1
Demographic characteristics of the sample including means,
standard deviations, frequencies and percentages (N = 772).
Characteristics Mean, (SD)

Age (mean, SD) 38.75 (7.84)

Working years (mean, SD) 14.20 (8.58)

Degree Participants, n (%)

Junior college 113 (14.6)

Bachelor 473 (61.3)

Master 126 (16.3)

Doctorate 60 (7.8)

Specialization  

Operating physicians 272 (35.2)

Non-operating physicians 500 (64.8)

Number of patients treated per week  

Less than 50 179 (23.2)

50–100 281 (36.4)

101–200 99 (12.8)

More than 200 213 (27.6)

Hospital level  

Category 1 (Tertiary) 447 (61.8)

Category 2 (Others) 295 (38.2)

Secondary 209 (27.1)

Primary 65 (8.4)

Resident physicians 21 (2.7)

Work place (Region)  

Anhui 5 (0.6)

Beijing 2 (0.3)

Chongqing 3 (0.4)

Fujian 3 (0.4)
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Characteristics Mean, (SD)

Gansu 4 (0.5)

Guangdong 15 (1.9)

Guanxi 23 (3)

Guizhou 13 (1.7)

Hebei 23 (3)

Henan 28 (3.6)

Hubei 442 (57.3)

Hunan 5 (0.6)

Inner Mongolia 11 (1.4)

Jiangsu 9 (1.2)

Jiangxi 5 (0.6)

Jilin 8 (1)

Liaoning 27 (3.5)

Shaanxi 9 (1.2)

Shandong 48 (6.2)

Shanghai 36 (4.7)

Shanxi 1 (0.1)

Sichuan 6 (0.8)

Tianjin 1 (0.1)

Xinjiang 13 (1.7)

Yunnan 3 (0.4)

Zhejiang 22 (2.8)

Unknown 7 (0.9)

Work place (grouped)  

North 23 (3.0)

Northeast 35 (4.5)

East 128 (16.6)

Central south 543 (70.3)



Page 9/20

Characteristics Mean, (SD)

Southwest 32 (4.1)

Northwest 4 (0.5)

Total 772

Status of CS Training
The prevalence of CS training provided by the hospitals varied widely. A total of 466/772 participants
(60.4%) had received at least one CS training during their career, whereas 306/772 (39.6%) had never had
a CS training. Physicians in tertiary-care hospitals had received a CS training in 299/477 (62.7%) cases,
while 167/295 (56.6%) of the others had received one. A share of 63.2% (316/500) of the non-operating
physicians had received CS training during their career whereas only 55.1% (150/272) of the operating
physicians had been provided with CS training.

A further question asked for the organization of CS training during the past 3 years. Tertiary-care
hospitals had organized CS trainings to physicians during the past three years at least once in 373/477
(65.9%), while 193/295 (34.1%) of other hospitals offered this. Group differences were signi�cant (χ2 (4,
N = 772) = 16.8, p* < .05). Non-Operating physicians had been offered a CS training during the past three
years at least once in 373/500 cases (74.6%), the operating group was provided in 193/272 cases
(71.0%). This difference was not signi�cant with χ2 (4, N = 772) = 4.78, p = .25. More details are presented
in Table 2.

Table 2
Answers to the question "How many times communication training was organized at your clinic in the

past three years?" (frequencies and percentages of rows or column respectively)

  Category 1
(Tertiary)

N (% rows)

Category 2
(Others)

N (% rows)

Operating
physicians

N (% rows)

Non-Operating
physicians

N (% rows)

All

N (%
column)

never 104 (50.5) 102 (49.5) 127 (61.7) 79 (38.3) 206
(26.7)

once 54 (60.0) 36 (40.0) 52 (57.8) 38 (42.2) 90 (11.7)

less than 3
times

160 (67.2) 78 (32.8) 156 (65.5) 82 (34.5) 238
(30.8)

more than 3
times

74 (67.3) 36 (32.7) 74 (67.3) 36 (32.7) 110
(14.2)

more than 5
times

85 (66.4) 43 (33.6) 91 (71.1) 37 (28.9) 128
(16.6)

Total 477 (61.8) 295 (38.2) 500 (64.8) 272 (35.2) 772
(100.0)
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Physicians also rated how much they would like to participate in a CS training. They were highly
motivated (mean = 5.21, SD = 1.18 [5.12, 5.29]), showing a broad interest in improving CS through speci�c
training. Participants expressed in general a positive opinion about the teachability of CS (mean = 4.74,
SD = 1.25 [4.66, 4.83]) and were open to have an external expert as teacher (mean = 4.98, SD = 1.26 [4.89,
5.07]). The participants strongly agreed that patient-physician communication was important for clinical
work (mean = 5.85, SD = 0.47 [5.81, 5.88]) (see Table 4).

Current Aspects of Patient-physician Relationship
The participants rated the current situation related to patient-physician relationship in China as highly
stressful (mean = 4.52, SD = 1.26 [4.43, 4.60]). A total of 22/772 (2.8%) rated the relationship as full of
con�icts, almost half of the participants (374/772, 48.4%) judged the relationship to be based on distrust,
301/772 (39.0%) to be based on respect and 75/772 (9.7%) based on trust.

The physicians reported to have experienced verbal attacks in the past three years by a patient or his/her
family never in 159/772 (20.6%), once a year in 372/772 cases (48.2%), once a month in 185/772 cases
(24.0%), once a week/772 in 46 (6%) and every day in 10/772 cases (1.3%). Physical attacks were
reported never in 655/772 (84.8%), once a year 111/772 times (14.4%), once a month in 5/772 cases
(0.6%) and every day in 1/772 case (0.1%). Having received a previous CS training correlated negatively
with the amount of verbal attacks with rS=-.07 (p = .06 [-0.14, 0.00]) and physical attacks with rS=-.09 (p 
= .01* [-0.16, -0.03]).

Answering to the multiple-choice question how patient-physician disputes had been resolved during the
past three years they answered by proactive communication with the patient in 256/771 (33.2%) cases,
by communication through the department director in 131/771 (17%) cases, by communication through
the hospital academy director in 168/771 (21.8%) cases, by means of mediation in 40/771 (5.2%) cases,
and by a legal process in 44/771 (5.7%) cases (1 person missing).

The participants assessed potential causing factors and the best way to resolve patient-physician
disputes as presented in Table 3.
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Table 3
Results to the questions "What are the factors causing the current situation of patient-

physician relationship?" and “What do you think is the best way to resolve patient-physician
disputes?" (means, standard deviations, and 95% con�dence intervals)

  mean, SD 95%- CI [LL, UL]

Causing factors for patient-physician disputes    

  Inadequate communication skills 4.54, 1.26 [4.46, 4.63]

  Inadequate clinical skills 3.96, 1.44 [3.86, 4.08]

  Lack of time 4.74, 1.30 [4.65, 4.83]

  Low salaries/income 4.09, 1.52 [3.99, 4.20]

  Doctors’ attitude 4.95, 1.22 [4.87, 5.04]

  Patient’s behavior 5.28, 0.97 [5.21, 5.35]

  Bureaucratic hurdles/barriers 5.05, 1.10 [4.97, 5.13]

  New medical policy 5.38, 0.95 [5.31, 5.45]

The best way to resolve patient-physician disputes    

  Improving communication skills 5.42, 0.94 [5.36, 5.49]

  Improving clinical skills 5.36, 1.01 [5.29, 5.43]

  Improve doctors time and process- management skills 5.33, 0.99 [5.26, 5.40]

  Improve doctors’ income 5.31, 1.02 [5.24, 5.39]

  Reduce proportion of patients' personal payments 4.99, 1.30 [4.91, 5.08]

  Improving medical education 5.41, 0.95 [5.34, 5.47]

  Improving hospital management 5.48, 0.89 [5.41, 5.54]

At the same time, physicians clearly recognized the positive effects of a good patient-physician
relationship on clinical treatment. The results of the continuous variables are summarized in Table 4.

Perceived CS and Patient-Centeredness
The majority rated their own communication skills between somewhat good and good (mean = 4.62, SD 
= 0.92 [4.55, 4.68] showing con�dence in their communication abilities. Self-assessed patient-
centeredness was high in the aspects of informing patients (mean = 5.61, SD = 0.72 [5.56, 5.66]), taking
the patients’ opinion into account (mean = 5.69, SD = 0.63 [5.64, 5.73]), and accepting an opposing
decision of patients (mean = 4.85, SD = 1.11 [4.77, 4.92]).
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Table 4
Status of CS training, aspects of patient-physician relationship and perceived CS and patient-

centeredness (means, standard deviations, and 95% con�dence intervals)
Status of CS training Mean, SD

95% CI [LL, UL]

Would you like to participate in a training of communication skills between
physicians

and patients?

5.21, 1.18 [5.13,
5.29]

Will it be helpful for you if external experts are invited to your institute for
training?

4.98, 1.26 [4.89,
5.07]

Can patient-physician communication skills be taught via courses? 4.74, 1.25 [4.66,
4.83]

Do you think that patient-physician communication is important for clinical
work?

5.85, 0.47 [5.81,
5.88]

Does good patient-physician relationship have a positive effect on clinical
treatment?

5.7, 0.63 [5.66,
5.75]

Current aspects of patient-physician relationship  

Is the current patient-physician relationship stressful for you and your
colleagues?

4.52, 1.26 [4.43,
4.60]

Perceived CS and patient-centeredness  

How do you rate your personal communication skills? 4.62, 0.92 [4.55,
4.68]

I inform my patients about advantages and disadvantages of a treatment plan 5.61, 0.72 [5.56,
5.66]

I take my patients’ opinion into account when choosing a treatment plan 5.69, 0.63 [5.64,
5.73]

I accept the decision of my patient event if it is not my favorite 4.85, 1.11 [4.77,
4.92]

Attitudes Towards CS Training
The mean PAS was 62.96 (SD = 7.63 [62.41, 63.47]) indicating a high positive attitude towards CS
training. Negative attitudes as measured by the NAS scores were low (mean = 26.72, SD = 8.38 [26.13,
27.30]). The results of the CSAS at the level of single items are presented in Appendix 2.

Predictors of verbal and physical attacks
Two binary regression models predicted the occurrence of having experienced verbal or physical attacks
during the past three years: Being female was associated with an increased risk of verbal attacks while
working in a tertiary hospital and showing high levels of PAS decreased this risk. Having received a
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previous training and high levels in PAS decreased, while higher levels in NAS increased the odds of
physical attacks. For details see Table 5.

Table 5
Results of two binary regression models with regression coe�cients (B), standard errors, odds

ratios, and 95% con�dence intervals
Variable Verbal Attacks Physical Attacks

  B (SE) ORa [95% CI] B (SE) ORa [95% CI]

gender (female) 0.41 (0.20) 1.51* [1.01, 2.25] 0.34 (0.22) 1.41 [0.91, 2.17]

non-operating physician -0.11 (0.21) 0.89 [0.60, 1.34] 0.33 (0.22) 1.40 [0.90, 2.16]

tertiary hospital -0.48 (0.19) 0.62* [0.43, 0.89] -0.28 (0.22) 0.76 [0.50, 1.16]

previous training -0.18 (0.19) 0.83 [0.58, 1.20] -0.62 (0.22) 0.54* [0.35, 0.83]

PAS -0.05 (0.01) 0.95* [0.93, 0.98] -0.03 (0.01) 0.97* [0.95, 1.00]

NAS 0.01 (0.01) 1.01 [0.99, 1.03] 0.03 (0.01) 1.03* [1.00, 1.05]

aOdds Ratio, *p < .05

Discussion
In this study, we provide a broad overview of the prevalence of CS training in China and the physicians’
attitudes towards and experiences with CS training and its possible implications on the current patient-
physician relationship. Widespread reforms in the Chinese medical education and healthcare system in
recent decades have impacted physicians and patients in unexpected ways. Stressful patient-physician
relationships remain a burning issue, with broadening distrust and violence generating unsatis�ed
patients and burnout in physicians [10, 13, 41]. Amid educational and professional challenges, there is
renewed interest in identifying competencies and requirements for being “a good physician” beyond the
traditional clinical one [42, 43] with the role of communication and CS training gaining value [44, 45].

Perspectives on the Status of CS Training
Our results con�rmed that medical institutions across mainland China do not prioritize providing CS
training to physicians. Almost 40% of our participants reported not receiving any CS training at all during
their careers and over one-fourth of the physicians reported that no training was organized within the past
three years at their respective hospitals. While the number of CS trainings offered by institutions was still
low, tertiary hospitals had organized more CS training courses in the past three years when compared to
secondary and primary hospitals, which is in accordance with recent �ndings [46]. Apparently, the primary
healthcare system is suffering from lower educated staff, lower care-quality, and lower reimbursement
rates [15]. Public hospitals in China are designated into primary, secondary and tertiary categories based
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on the hospital size and availability of medical services at the institution. Since tertiary hospitals are large
and su�ciently funded to provide comprehensive specialist health services and medical education and to
conduct scienti�c research [47], the differences in our results could be explained with the higher need for
adequately trained physicians at tertiary hospitals because of larger number of patients and a higher
potential for patient-physician disputes. Despite the low prevalence of CS training, our results suggest
that tertiary hospitals have realized the bene�ts of CS training for physicians and are better placed to
implement such courses. A recent study in 47 public tertiary hospitals in Shanghai had also reported that
physicians widely utilized patient-centered communication, such as shared decision-making concepts,
which had improved patient care and satisfaction [31].

In our sample, physicians working in non-operating �elds had slightly higher attendance rates for CS
training than operating physicians (e.g. surgeons and dentists). This �nding could be explained by the
personal need for better communication skills felt by non-operating physicians as opposed to operating
physicians, whose interaction with patients is usually less communicative. However, the consequences
for patients and operating physicians arising out of post-operative complications emphasize the need for
CS training for all physicians. Empirical studies comparing communication skills of surgeons or
communicative demands in a surgical consultation compared with other specialties are rare. Findings
from a Canadian study showed that surgeons were performing less "information giving" than general
practitioners [48]. However, comparisons with Chinese physicians might be questionable and more
research is needed on the communicative needs within different specialties in China.

Challenging aspects in the Patient-physician-Relationship
and the role of CS Attitudes
Our participants rated the overall situation of patient-physician relationships in China as highly stressful
and based on distrust, as reported previously [13]. A signi�cant share of our sample reported to already
have experienced verbal or physical attacks within the past three years. However, verbal attacks were
more prevalent. An important �nding of our study is that those with experiences in former CS trainings
reported signi�cantly fewer physical attacks. Causing factors of patient-physician disputes in our sample
were rooted predominantly in medical policies, patient's behavior, and bureaucratic barriers. The best
ways to resolve these disputes were seen by all participants in improving CS, education and hospital
management. In line with this, the physicians' general attitude towards receiving CS training was positive,
as shown by high scores on the PAS accompanied with the strong belief that communication skills could
be taught. As expected by such positive mindset, the physicians showed a high willingness to improve
their CS through courses.

A general positive mentality, as speci�cally shown in our regression model, might help to reduce the
occurrence of verbal and physical attacks. Verbal attacks seem to have a higher prevalence towards
female physicians, which hints at a potential pathway to targeted and gender-speci�c CS trainings.
Additionally, having received previous trainings signi�cantly helped to avoid physical attacks. This
association strongly suggests a mediating role of communication and a possible helpful approach to



Page 15/20

avoid or solve con�icts and rebuild patient-physician trust through better communication. The mediating
role of patient-physician communication in building trust has been suggested earlier [29].

Moreover, these results align closely with a study from 2016 [25], which focused on patients’ perception
and barriers to practicing patient-centered communication. Assessing the results of both studies
suggests that patients and physicians with high PAS are aligned on similar values, speci�cally on
showing interest in patients’ opinion and feeling and providing full information to the patients.

Implications for Chinese medical education
Our results con�rm the recommendations of former studies to put further efforts in the healthcare system
and in medical education [42]. Dedicated efforts are needed to increase the attractiveness of the
profession of a physician for young people and to help establish a better reputation of the profession by
reducing patient-physician con�icts, especially in the primary health-care system [15] but also in a long-
term national strategy [17]. A special focus on teaching CS with various didactical methods, including
simulation patients, will be bene�cial [49].

Limitations and future directions
Although our sample was spread all over mainland China, a majority of participants were from the Hubei
province (57.3%), a relatively smaller region in Central China with a population of 57 million people.
Moreover, our survey focused solely on the physicians’ attitudes and experience with CS, while the effects
on patients or their experiences were not investigated. Now that a general positive attitude for physicians
can be con�rmed, future research should focus on which types of training are more welcomed and which
ones give better results (for patients and physicians), so that future investments can be better directed.

Conclusions
Effective communication is a core competence for physicians to properly communicate with their
patients. Considering that the Chinese healthcare system has rapidly improved in the previous decade, a
considerable gap exists in training physicians on developing adequate communication skills in order to
reduce con�icts and improve the patient-physician relationship. This study is unique in that it reports on
the status of CS training and the physicians’ experiences and attitudes towards CS training from all over
China.

We found that about 60% of the hospitals had organized CS training at least once in the past three years
and tertiary hospitals had organized a higher number of trainings as compared to primary and secondary
hospitals. Risk factors for the occurrence of verbal and physical attacks could be detected as follows:
Being female, working at a primary or secondary hospital, and lower positive attitude towards CS were
determined as risk factors for verbal attacks. High levels of positive attitudes of CS and having received a
previous CS training, as well as low levels of negative attitudes of CS increased the risk of physical
attacks. CS training was viewed positively by the physicians as a tool to improve patient-physician
relations and clinical treatment outcomes. Physicians were welcoming towards more offers for CS
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courses, and their positive attitudes correlated with the use of patient-centered communication in
practice. Given the highly stressful patient-physician relationship in China, more efforts and investments
are essential to provide CS training to physicians at hospitals, especially on primary and secondary
levels.
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