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Abstract 

The physician–patient relationship in China is highly strained. This study examined the 

professional identity of physicians and their perceptions of the physician–patient relationship 

against the backdrop of the rise of health consumerism in China. Structured interviews with 29 

physicians found that the marketization of medical care and the rise of health consumerism 

caused physicians to have a conflicted professional identity. The traditional bureaucratic 

relationship between physicians and patients based on implicit trust was gradually replaced by an 

arm’s length relationship characterized by self-interest, opportunism, and mistrust. In addition, 

the transition from physician-centered communication to patient-centered communication in 

China was tenacious. Theoretical and practical implications of the current study are discussed.  
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Rise of Health Consumerism in China and Its Effects on Physicians’ Professional Identity and 

the Physician–Patient Relationship and Communication 

On May 5th of 2016, Zhongwei Chen, a retired dental surgeon in Guangzhou, China, was 

stabbed more than 30 times in his own home by an unhappy patient whom he treated 25 years 

ago. The assailant took his own life immediately after the attack and the doctor died after being 

rushed to a hospital. Tragedies like this are not isolated incidents (Li, 2015). According to the 

latest survey conducted by the Chinese Medical Doctor Association (CMDA, 2015), 60% of 

medical personnel had suffered verbal abuse, and 13% had suffered physical violence in 2014.  

The deterioration of the physician–patient relationship in China occurred against the 

backdrop of the marketization of the country’s healthcare system. China used to have a public 

medical system, within which hospitals were fully funded by the government and the cost of 

medical treatment was kept relatively low. Since the medical reform that began in the 1990s, the 

Chinese government has drastically decreased funding for medical care, and hospitals have been 

left to watch their own bottom lines (Li, 2015). Furthermore, new state policy started to allow 

hospitals to supplement their incomes by selling prescription medicines. Physicians also started 

to order costly diagnostic tests and prescribe expensive drugs to boost their personal incomes 

(He, 2014). Many people could no longer afford the high cost of medical care. Patients gradually 

developed a deeply rooted suspicion toward physicians and their treatment plans. Consequently, 

physicians practiced defensive medicine by ordering additional tests and visits for potentially 

high-risk patients to avoid malpractice liability, and this made medical care even less affordable 

(He, 2014). The tensions between physicians and patients were further exacerbated by the 

overwhelmingly negative media portrayals of physicians as cold and money-driven (Meng, 
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2006). Today, the antagonism between physicians and patients often manifests itself in public 

demonstrations outside of hospitals and even violence against physicians (Tucker et al., 2015).  

Both physicians and patients are extremely unsatisfied with the current situation. A recent 

national survey revealed that more than 70% of medical personnel believe that the physician–

patient relationship is fairly tense. The same report showed that only 46% of patients trust their 

physicians, while only 26% of physicians think that their patients trust them (Zhang, Cao, Wu, & 

Lv, 2014). Physicians feel disenfranchised and many choose to leave the profession. Almost half 

of all medical professionals (48.51%) are not satisfied with their working environment and 

64.48% of medical professionals do not want their children to work in medicine (CMDA, 2015). 

Presented here is a study of physicians’ professional identity, physician–patient 

relationship, and physician–patient communication from physicians’ perspectives through in-

depth interviews with 29 physicians in China. Theoretically, this study illustrates the importance 

of understanding the physician–patient relationship within the larger social and cultural contexts. 

It shows how the rise of consumerism can affect how physicians perceive their roles and 

responsibilities, how they relate to patients, as well as how they communicate with their patients. 

It also adds to the professional identity literature by showing how professional identities could 

change as a result of the tensions and contractions brought by institutional-level changes. The 

findings of this study can potentially help administrators and policy makers develop new 

strategies to create trust between physicians and patients and to improve physician–patient 

communication in China. 

Literature Review 

Health Consumerism 
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 Political economist Robert Crawford (1980) first proposed the concept of healthism to 

refer to a trend that emerged in Western countries in the 1970s characterized by a “preoccupation 

with personal health as a primary—often the primary—focus for the definition and achievement 

of well-being” (p. 368). Ultimately, healthism is a form of consumerism in the realm of health 

care and medicine, and it is closely associated with the rise of the middle class (Greenhalgh & 

Wessely, 2004). It dictates that individual consumers, instead of medical professionals, have the 

ultimate power and responsibility in controlling their health by adopting healthy lifestyles and 

behaviors.  

Healthism has changed the role of patients. Greenhalgh and Wessely (2004) argued that 

applied to the context of health care, consumerism assumes patients are independent and rational 

beings who make economic decisions about their health and medical needs to maximize their 

own interests. However, some researchers have rejected such a simplistic understanding of the 

role of patients. For instance, Lupton (1997) interviewed 60 lay people in Sydney and found that 

they wanted to be both rational consumers who actively participated in decision-making about 

health and “passive patients” at the same time (p. 373).  

 Most of the existing studies on health consumerism have focused on the changing role of 

patients as consumers (e.g., Greenhalgh & Wessely, 2004; Lutpon, 1997); however, little is 

known about the other side of the equation: physicians. As patients become consumers, they are 

more likely to challenge the traditional parental role of physicians and make their own decisions. 

How the rise of health consumerism affects physicians’ relationship to themeslves (in terms of 

their professional identity) and their relationship to patients (in terms of physician-patient 

relationship and communication) is the question this study tries to answer.  

Professional Identity of Physicians 



RUNNING HEAD: Rise of Health Consumerism 6 

 Professional identity refers to the beliefs, values, and experiences by which people define 

themselves in a specific occupation (Ibarra, 1999). Barbour and Lammers (2015) identified three 

components of professional identity: beliefs, attachment, and belonging. Belonging means being 

a member of a social group, and attachment refers to a sense of oneness with the group and other 

members within the group. These two components are generic to any profession or occupation. 

However, beliefs are distinctive ideas and practices shared by members of a specific profession 

that are derived from the institutional logics of the profession (Barbour & Lammers, 2015).  

Institutional-level change in a profession often leads to changes in professional identities (Scott 

et al., 2000). However, professional identity is created over time through professional training 

and interactions with peers and other professions, and as a result, is resistant to change. As a 

result, tensions and contradictions in professional identities are often present (Tracy & 

Trethewey, 2005).  

Many scholars have studied the professional identities of physicians in terms of the 

internal tensions and ambiguities. Pratt, Rockmann, and Kaufmann (2006) conducted a 6-year 

qualitative study of the professional identity development of medical residents and found that 

this process was triggered by a mismatch between what physicians did and who they were. 

Johansen, Holtedahl, Davidsen, and Rudebeck (2012) studied general practitioners in Norway 

and found that they had to negotiate their professional identity based on a biomedicine model 

and patient-centered medicine. Norander, Mazer, and Bates (2011) found that the identity 

formation of osteopathic medicine students was centered on negotiations with the student 

community, the medical field, patients, and the public. 

Professional identity of physicians affects physician-patient interaction. Barbour and 

Lammers (2015) argued that beliefs about a profession are “rule-like propositions about the 
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legitimacy of conduct” (p.7).  How physicians perceive their role as doctors impact how they 

relate to and communicate with their patients (Gray, 2011). With the marketization of medical 

care in China and the rise of patients as health consumers, it is conceivable that physicians’ 

professional identity will adjust to this change. Hence the first research question (RQ) is 

proposed: 

RQ1: How do physicians in China describe their professional identity? 

Physician–Patient Relationship and Communication 

According to the ecological model (Street, 2003), the interaction between physicians and 

patients is affected by a number of social contexts, including political, organizational, and 

cultural contexts. Hence it is likely that the rise of health consumerism in China will influence 

how physicians relate to and communicate with their patients in response to the demands and 

characteristics of new patients-as-consumers. Beisecker and Beisecker (1993) identified two 

types of physician–patient relationships: parentalism and consumerism. Parentalism assumes the 

beneficent nature of physicians and the mutual trust between physicians and patients. 

Consumerism, on the other hand, assumes that both physicians and patients are self-interested 

and their relationship is based on accountability instead of trust.  

One aspect central to physician-patient relationship is patients’ trust in physicians. The 

distinction between two types of trust is critical to the understanding of physician-patient 

relationship (Perason & Raeke, 2000).  Interpersonal trust refers to trust built on repeated 

interactions (Mechanic & Schlestinger, 1996). Social trust refers to one’s “trust in collective 

institutions,” which is shaped by society’s confidence in particular institutions and influenced by 

mass media (Pearson & Raeke, 2000, p.510). Social trust in medical care institutions is vital in 

shaping the interpersonal trust between patients and physicians (Goold, 1998; Pearson & Raeke, 
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2000). In China, the marketization of medical care has greatly diminished the social trust on 

physicians. Physicians had become the scapegoat of the deeply problematic public health system 

in China after the medical reform (Bai, 2011).  

Physician–patient relationship affects the dynamics of physician–patient communication. 

Physician–patient communication involves speech communication (e.g., talking and listening), 

interaction (e.g., verbal and nonverbal expressions), and decision-making on medical treatment 

between physicians and their patients (du Pré, 2010). Parentalism assumes physician-centered 

communication, in which physicians play a dominant role and often make decisions for their 

patients (Beisecker & Beisecker, 1993). Doctors display assertive behaviors in communicating 

with their patients by interrupting, asking questions, giving instructions, blocking, and displaying 

patronizing behaviors (du Pré, 2010). Consumerism is often associated with patient-centered 

communication (Ballard-Reisch, 1990). Patient-centered communication includes verbal and 

nonverbal communication strategies to develop physician-patient relationship, share information, 

respond to patients’ emotion, help patients manage uncertainty, and enable patients’ involvement 

in decision-making as well as self-management (Epstein & Street, 2007). Patient-centered 

communication contribute to positive health outcomes through both direct paths such as 

facilitating information exchange and decision making and indirect paths such as promoting 

access to care and trust in the system (Street et al., 2009). In other words, physicians could adapt 

their communication style to cope with the changing physician-patient relationship in China. 

Hence, we propose the next two RQs to explore how the rise of health consumerism affects the 

physician–patient relationship and communication: 

RQ2: How do physicians in China describe their physician–patient relationship? 
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RQ3: How do physicians in China describe their preferred physician–patient 

communication style and their actual physician-patient communication style? 

Method 

Participants 

Twenty-nine physicians from a Level-A, first-class general hospital in an eastern city of 

China participated in this study. This hospital has 2,200 authorized beds and more than 3,500 

medical personnel. Participants were mainly from the following departments: Respiratory, 

Gastroenterology, Neurology, and Pain Management. Among the 29 participants, 13 were men 

and 16 were women. They had worked at the hospital for an average of 9.27 years (SD = 10.34), 

ranging from less than 1 month to 28 years.  

Structured Interviews and Data Analysis 

Data collection: After getting IRB approval, the second author recruited the physicians 

through an upper administrator of the hospital. Data were collected through structured 

interviews. Following a planned interview protocol, three groups of questions were asked: (a) the 

professional identity of the physicians (e.g., How do you perceive yourself as a physician? What 

are the most important responsibilities of a physician? Do you enjoy your work?); (b) physicians’ 

perceptions about the physician–patient relationship (e.g., what are the characteristics of an ideal 

patient?); and (c) their views on physician–patient communication (e.g., what constitutes good 

physician–patient communication?). The second author conducted all the interviews in private in 

a hospital conference room. The duration of the interviews ranged from 4 to 51 minutes. All of 

the interviews were audiotaped with participants’ written consent and later transcribed verbatim 

for data analysis by the second author. In the end, a total of 131 pages of single-spaced 

transcripts in Chinese were used for data analysis.  
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Data analysis: Grounded theory building and constant comparison method were used for 

data analysis. Inductive analysis was used to discover common scenarios and to develop middle 

level theory directly from the data (Glaser & Strauss, 1967). Constant comparison method was 

used to assign data into different categories, and synthesize categories by examining reoccurring 

statements (Lincoln & Guba, 1985).  

The first step of data analysis was open coding (Glaser & Strauss, 1967). Both authors 

read the interview transcriptions multiple times to identify frequently mentioned ideas and 

opinions, such as the most important responsibilities for physicians, characteristics of effective 

physician–patient communication, factors leading to ineffective physician–patient 

communication, and suggestions for establishing trust between physicians and patients. Some of 

the concepts were identified based on existing literature and some were derived from data. The 

second step involved classifying the reoccurring statements and similar views into one category. 

The third step of data analysis was to investigate the relationships among different concepts and 

categories. For instance, to answer RQ1, main concepts associated with professional identities 

were grouped into two categories: savior and victim. Concepts associated with the savior identity 

included but were not limited to: “help patients,” “great responsibility,” and “highly skilled,” and 

examples of concepts associated with the victim identity were “vulnerability” and “violence from 

patients.” Finally, outliers, i.e. participants whose answers did not fit neatly into the conceptual 

relationships identified in the previous step were further examined to see they were merely 

exceptions or they deserved to be a separate category. We found that answers given by junior 

physicians (those with less than one year’s experiences) were often outliers that did not fit into 

the conceptual framework developed based on the entire dataset. This finding led us to further 

compare the comments of junior physicians and those of more experienced physicians. We 
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analyzed the original Chinese transcripts of interviews to preserve cultural-specific idioms and 

phrases (Twinn, 1998). The first author translated the quotations used in this article into English.  

Results 

Conflicted professional identity: Savior vs. Victim 

RQ1 asked how physicians in China described their professional identities, and our data 

showed that physicians have conflicting beliefs about their profession. On the one hand, most 

physicians interviewed believed that it was their job to save lives, to heal the wounded, to reduce 

pain, to cure sickness and to rescue the dying. Some physicians use the metaphor “angels in 

white coats” to characterize their profession. This resonated with the traditional reverence 

accorded to physicians in the Chinese society. For instance, one gastroenterologist with 11 years’ 

experience (#3) said, “Physicians can heal the wounded and rescue the dying. They can take 

away pains and illnesses and restore health. It is a very noble profession.”  

On the other hand, many physicians also felt victimized by their profession. They felt 

extremely vulnerable and powerless in their daily work. They were afraid that the smallest 

mistakes would lead to revenge and lawsuits from their patients and a very salient theme in 

doctors’ discussion about their profession was the need to protect themselves. One physician 

who had been working at the hospital for less than a year (#24) said, “[I am not satisfied] 

because I have to be extremely careful about smallest details at work to avoid upsetting the 

patients.” 

Associated with their beliefs about their profession was physicians’ attachment to the 

profession. It appeared that physicians felt both committed to and removed from their profession. 

Most of the physicians interviewed derived their satisfaction and fulfillment from what they can 

do for their patients. A physician with 7 years’ experience (#2) said, “When I cure a patient and 
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see him discharged from the hospital, I feel a great sense of accomplishment. That is why I like 

this profession.” However, most of the physicians interviewed also expressed dissatisfaction with 

their profession and some even expressed the intention of leaving the profession. They felt 

victimized and disenfranchised, describing themselves as “under-valued,” “losing social status,” 

and “vulnerable.” For instance, one physician (#3) said, “Our society’s evaluation of physicians 

does not do justice to our devotion. Sometimes, I feel burnt-out and wonder if I have chosen the 

wrong profession.” Related to the conflicted professional identity of physicians were their 

perceptions of physician–patient relationship. 

Physician–Patient Relationship: From Bureaucratic Ties to Arm’s-Length Ties. 

RQ2 asked how physicians in China described physician–patient relationship. Unlike 

people in the United States, most Chinese people do not have a primary care physician whom 

they see on a regular basis. Instead, they go to a hospital when they feel ill and have an available 

doctor in the appropriate department assigned to them when they register (Wang, 2010). As a 

result, they are unlikely to see the same physician repeatedly and to develop an interpersonal 

trust like their counterparts in the United Sates. In the traditional state-funded healthcare system, 

trust between physicians and patients was implicit; it was built upon patients’ belief in the 

healthcare system as government-provided assistance to them and in the professional expertise 

and good intentions of physicians who were government employees. For instance, a surgeon with 

26 years’ experience (#25) said:  

Between 1987 when I first graduated from medical school and 1999, medicine was a 

noble profession,…physicians were considered “angels in white coats [baiyi tianshi].” 

There were very few conflicts between patients and physicians and people generally 

trusted each other.  
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However, many physicians in our study believed that the marketization of China’s 

medical care fundamentally changed the relationship between physicians and patients and more 

or less ruined the social trust on physicians. The relationship between physicians and their 

patients effectively became the proverbial arm’s-length transaction as defined by economists 

(Williamson, 1993). It was characterized by independent transaction, distrust, and maximization 

of short-term interest. The same physician (#25) cited above continued to say: 

Health care has been thrown into the market. Medicine has become a service. Patients 

have become customers. They want to know what they are paying for and they expect 

their physicians to deliver. But medicine is uncertain. The causes of illnesses and 

treatment plans are uncertain. So it is difficult [for physicians to always deliver], which 

often causes conflicts. 

This new arm’s length relationship between physician and patients was reflected in 

several ways. Patients were described as rational consumers who expected good health in 

exchange for their payment. Several physicians commented on the fact that today’s patients are 

more informed, yet not completely informed. For instance, a physician with less than 1 year’s 

experience (#24) said:  

Nowadays, patients can find information online and they know more about their health 

conditions. However, their understanding is often superficial or incomplete. When 

physicians’ treatment plans differ from what patients find online, physicians need to 

explain to them carefully . If [physicians] fail to do that, there might be conflicts, 

arguments, and physical violence.   

Next, patients were described as distrustful. For instance, one physician (#3) mentioned, 

“Nowadays some patients bring recording devices to the hospital [to record everything the 
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physicians say]. Maybe our hospital should give us recorders as well so that we can record 

everything said and protect ourselves.” Two types of distrust were identified: distrust in 

physicians’ expertise and distrust in physicians’ ethics. Sometimes, patients did not trust the 

physicians’ ability to make correct diagnosis and treatment and would intentionally withhold key 

information or previous diagnosis to see if their physicians could complete the puzzle. Junior 

physicians were more likely than experienced physicians to report patients’ lack of trust in their 

expertise. For instance, a resident with less than 1 month’s experience (#10) said, “I don’t have 

much experience. The patients must trust senior physicians more.” However, many physicians, 

experienced or not, felt that their patients did not trust their ethics, and blamed biased media 

representation for such widespread distrust. One physician with 7 years’ experience (#2) 

commented: 

Many reporters do not understand [our work] and write one-sided stories. Patients do not 

understand medicine either. So they accept such media reports and believe that today’s 

doctors are all like this: irresponsible, demanding too much money, or something. [This 

leads to] bad relationships [between doctors and patients]. 

Many physicians felt uncomfortable with this new business-like relationship. For 

instance, when asked to describe his ideal physician-patient relationship, a physician with 13 

years’ experience (#1) said, “My ideal physician-patient relationship is the kind you find in some 

foreign countries where patients do not have to worry about money. When they come to see me, 

their only concern is to get cured. They can tell me their problems and I can explain to them the 

treatment necessary. ” 

The Tenacious Transition from Physician-Centered to Patient-Centered Communication  
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RQ3 asked how physicians described their preferred and actual styles of physician-

patient communication. On the one hand, most physicians interviewed still preferred the 

traditional physician-centered communication. A neurologist with 27 years’ experience (#26) 

said, “Physicians should lead, and patients should follow. This is the right dynamic.” Many 

physicians believed that because of their expertise, they should be the ones to make decisions for 

their patients. When asked to characterize their ideal patient, physicians overwhelmingly 

described such a patient as a passive receiver of medical advice and treatment. Such a patient 

should believe in the good intentions of physicians. For instance, a physician with 4 years’ 

experience (#9) said: 

The best patient is a patient who understands what the physicians are doing for him; who 

understands that it is the job of the physicians to do him good. That is it. Other things are 

not so important, as long as the patient understands. 

Another very prominent characteristic of the ideal patients identified by the Chinese physicians 

interviewed was that he should follow physicians’ instructions. One physician (#3) said: 

The most important trait of such patients is to cooperate with the physician’s diagnosis. 

In terms of treatment, they can raise questions; but once an effective treatment plan has 

been decided, they need to stick to the plan and actively cooperate with the treatment. 

The third trait of the ideal patients was that they should be open in communicating with their 

physicians and should not withhold medical information. For instance, a physician with 13 years’ 

experience in pain management (#6) said, “The ideal patients should fully disclose their 

conditions and should not withhold information. For instance, they should not hide previous 

diagnoses and force me to guess.”  
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On the other hand, patient-centered communication was mentioned and favored by 

several physicians. This patient-centered communication included several aspects. First, a few 

physicians stated that physicians and patients should be equals. For instance, a physician (#6) 

said, “When a patient comes to see you, you should not make him feel that you are above 

him.…We should be equal. That is how you build trust.” In addition, collaborative decision-

making was mentioned by a few, mostly young physicians. A new resident with only a few 

weeks’ experience (#10) said, “In the past, patients obeyed the instructions of their physicians. 

Nowadays, the two should discuss and make decisions together.”  

Despite of their preference of the traditional physician-centered communication style, 

many physicians mentioned the use of communication strategies associated with patient-centered 

communication.  Physicians often described how they would involve patients in decision-making. 

A physician (#25) working at the burn unit with 26 years of experience described the 

communication between physicians and patients about skin graft in the following way: 

There are many options: allograft, xenograft, and synthetic skin. They have different 

costs. Allograft is the best choice, but if the family cannot afford it, we will recommend 

xenograft, which uses pig skin. We will communicate thoroughly with a patient and he 

will choose the treatment plan that he can afford. 

Some physicians also mentioned how they responded to the emotions of their patients. A 

physician with 4 years’ experience (#9) said, “when a patient gets sick, she will undergo some 

psychological changes as well. I will comfort her so that she will be more likely to accept my 

treatment plans.” A few physicians even mentioned paying attention to patients’ nonverbal cues. 

An internist with 11 years’ experience (#18) said, “I have never got formal complaints from 

patients during my career. It is really important to communicate well with patients. I pay 
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attention to both the verbal language and body language of my patients. I observe their facial 

expressions to assess their responses.” 

Discussion 

The marketization of medical care and the rise of health consumerism have brought 

profound changes to medicine in China. Using structured interviews with 29 physicians in China, 

the current study examined how these macro-level social and cultural factors affect physicians’ 

professional identity as well as the physician–patient relationship and communication. These 

physicians’ experiences and responses are consistent with the rise of health consumerism in 

China. Furthermore, these data demonstrate how physicians struggle with competing ideals for 

their work. Co-occurring with this trend is a difficult transition from physician-centered 

communication to patient-centered communication.  

Physicians’ Professional Identity 

Physicians’ professional identity has been described as both stable and fragmented (e.g., 

Johansen et al., 2012; Norander et al., 2011; Pratt et al., 2006). Traditional Chinese culture 

frames physicians as saviors. Many physicians interviewed described their professional identity 

using the traditional Chinese idiom: reviving the dying and curing the wounded (jiusi fushang). 

Most of them expressed a sense of pride for belonging to this noble profession. Such a 

professional identity is built based on the connection physicians are able to build with their 

patients. This is consistent with the traditional Chinese culture that defines a person in social 

context instead of in isolation (Miike, 2007).  

However, the relational bond between physicians and patients that defines the essence of 

the medical profession in China is gradually disappearing within the new medical system. As a 

result, physicians feel deeply victimized in their isolation and start to develop defensive stance 
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towards patients, hospital, the state and the media. They tend to develop an “us vs. them” 

mentality and believe that patients, hospitals, the state and the media are all against them. Hence, 

physicians become deeply unhappy about their profession.  

Physician-Patient Relationship 

The rise of health consumerism has also caused a transformation of the physician–patient 

relationship from bureaucratic ties based on social trust to arm’s-length ties based on 

accountability. When hospitals in China were run as governmental bureaucracies before the 

medical reform, there was no direct economic relationship between physicians and patients. 

Patients trusted their physicians implicitly because of traditional Chinese culture’s reverence for 

doctors and because of their general trust in the government-run medical system. This is very 

similar to the social trust identified by researchers (Pearson & Raeke, 2000). However, the 

marketization of medical care in China has created a relationship between physicians and 

patients similar to a one-time business transaction, characterized by the maximization of self-

interest, distrust, and lack of relationship. Typically, when two parties engage in an arm’s-length 

transaction, there will be a system of legal accountability to ensure that neither party will harm 

the other’s interest (Williamson, 1993). However, such a system is still absent in China’s 

healthcare system; both patients and physicians feel vulnerable and do not know how to properly 

protect their own rights. As a result, physicians tend to practice defensive medicine (He, 2014) 

and patients sometimes resort to violence to protect their own rights. Our data indicate that when 

both interpersonal and social trust is absent, a system of accountability, such as third-party 

arbitrators or laws, is needed.  

Physician-Patient Communication 
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Along with the changing relationship between physicians and patients comes the 

tenacious transition from physician-centered communication to patient-centered communication. 

Traditional Chinese culture emphasizes that people should play their assigned social roles based 

on their position in society. Consequently, the power distance between the powerful and the 

powerless is a positive state instead of a sign of unfairness (Hofstede & Hofstede, 2005). In 

today’s Chinese society, physicians are expected to adhere to the traditional expectation of 

doctors playing the leading role in physician–patient communication. It is physicians’ 

responsibilities to ask questions, make diagnoses, decide treatment plans, and explain their 

decisions clearly to patients. Our data indicate that many physicians interviewed still prefer 

physician-centered communication as shown in their discussion of the ideal patient and their 

definition of ideal doctor–patient communication. However, with the rise of patients as informed 

consumers, it is inevitable that they will want to exert their own rights and make their own 

decisions regarding their health. Our data suggest that younger physicians may be more likely to 

accept this new dynamic of physician–patient communication, either because they were recently 

taught this in medical school, or because they were less attached to the traditional model of 

physician-centered communication. At the same time, whatever their preferences are, physicians 

are using aspects of patient-centered communication, such as collaborative decision making, 

paying attention to patients’ nonverbal communication, and addressing their emotional needs. 

This is an encouraging trend because physicians adopting these new communication strategies 

tend to think of them as ways to help them avoid potential conflict with their patients and ways 

to empower themselves instead of a surrender of their power.    

The current study has a few limitations. First, because it is an interpretive study based on 

the interviews conducted with physicians at one hospital in China, the findings of this study 
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cannot be generalized. Second, due to the sensitive nature of the issues discussed in the 

interviews, it is likely that some physicians provided socially desirable answers without 

revealing their real attitudes. In the interviews, younger physicians gave much more positive 

descriptions of their doctor–patient communication and their professional identity. This 

contradicts the data reported in Zhang et al. (2014), according to which young physicians had the 

least positive assessments of the physician–patient relationship in China. One possible 

explanation of this discrepancy is that junior physicians in this study avoided making negative 

comments to protect their careers.  

Overall, this paper provides insights into physicians’ professional identity as well as the 

physician–patient relationship and communication against the backdrop of the rise of health 

consumerism in China. Theoretically, it highlights the importance of understanding physician–

patient communication as situated in a larger socio-cultural context. Several practical 

implications can be drawn. Most noticeably, the implicit trust between patients and physicians 

that used to exist before the medical reform is probably not only unrealistic to achieve, but also 

undesirable today. Instead, in the new healthcare system in which patients and physicians have 

become rational parties seeking to maximize their own interests, the creation of an effective 

system of legal accountability would allow both parties to better protect themselves and seek 

resolution when conflicts arise. In addition, several junior physicians cited the education they 

received in medical school as a reason for their acceptance of patient-centered communication. 

This shows that educating medical students about the new dynamics of the physician–patient 

relationship and communication is useful and thus should be continued to create a new 

generation of physicians who are more committed to an equal relationship with patients and 

collaborative decision-making.  
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