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Curing Doctor-Patient Relationships (DPR) in China: managers and clinicians' twofold
pathways from Commitment HR practices!

ABSTRACT

Purpose: The first objective of this research is to develop and test theory on how
commitment human resource (HR) practices affect hospital professionals’ job satisfaction
that motivates them to generate desirable patient care and subsequently improve doctor-
patient relationships (DPR). The second objective is to examine how commitment HR

practices influence in different ways hospital managers and clinicians.

Methodology: Using a cross-sectional survey, data were collect from 508 clinicians and
hospital managers from 33 tertiary public hospitals in China. Structural Equation Model

(SEM) was employed to test the relationships among the constructs.

Results: Commitment HR practices positively affect the job satisfaction of the healthcare
professionals surveyed. Results also show that they perceive a positive relationship between
job satisfaction and DPR. Overall, the model indicates a reversal on the strongest path linking
job satisfaction and DPR whereby managers’ main association operates through extrinsic job

satisfaction while for clinicians it occurs through intrinsic job satisfaction only.

Implications for Practice: DPR may be improved by applying commitment HR practices to
increase both healthcare professional’s intrinsic and extrinsic satisfaction. In addition,
intrinsic factors may serve as stronger motivators for clinicians rather than hard economic

incentives in achieving DPR improvements.

! This research was conducted under the Joint Doctor of Management Program of ISCTE
University Institute of Lisbon, Portugal and Southern Medical University, China.



Originality/value: This study contributes to the small but growing body of research on HRM
in the healthcare sector with new evidence from the perspective of clinicians and hospital
managers in the Chinese hospital context. It also demonstrates the importance of effective

HRM in improving both hospital managers and clinicians’ work attitudes.

Key Words: Doctor-Patient Relationship (DPR); Commitment HR Practices; Hospital
Violence; Job Satisfaction; Chinese Hospitals; Healthcare Reform in China; Hospital

Management;



INTRODUCTION

The escalating tension in doctor-patient relationships (DPR) is a burning issue in China’s public
healthcare and has been receiving increasing attention. From 2003 to 2013, 101 medical
violence events have been reported in China, including 23 cases that resulted in the death of 24
healthcare professionals (Pan et al., 2015). Poor investment in hospitals from government,
flawed healthcare system, marketization reform of healthcare, distrust between patients and
doctors, media’s sensationalism, and the unethical conduct of medical staff are considered the
major factors leading to the issue (Cooke and Bartram, 2015; He, 2014; Hu and Zhang, 2015).
Given the complexity of the public healthcare sector, there is no easy answer for turning around
the situation and building a harmonious DPR in China, but there has been an increasing
attention in applying Human Resource Management (HRM) to effectively manage the
workforce in this sector (e.g. Baluch et al., 2013; Leggat et al., 2011; Zhang et al., 2013). There
is also a growing evidence from China that investing in the management of human resources
in the healthcare industry is an important tool for improving employee well-being and

delivering high-quality patient care (Fan et al., 2014; Liu et al., 2015).

Human resource management practices can be classified as “control” or “commitment”
practices (Arthur, 1994; Walton, 1985; Wood and de Menezes, 1998). The literature suggests
that commitment-based HR practices motivate employees to contribute with higher levels of
discretionary behaviors by aligning their self-interests with those of the organizations (Collins
and Smith, 2006). Some empirical research suggests that commitment HR practices affect firm
performance by creating positive employee attitudes (e.g. Kehoe and Wright, 2013). However,
little has been discussed on the relationship between commitment HR practices and DPR so far
(Leggat etal., 2010; Liu et al., 2015) and, as Hu and Zhang (2015: 1651) argued, “with China’s

current sociopolitical backdrop, reforming the health system is a complex and difficult task



with insecure effect”, we believe that there is a need to understand how commitment HR
practices affect healthcare professionals’ job satisfaction that may ultimately influence DPR.
Our first objective was then to develop and test theory on how commitment HR practices affect
hospital professionals’ job satisfaction that may motivate them to generate desirable patient

care and subsequently improve DPR.

Moreover, literature suggests that sub-cultures exist among different types of healthcare
professionals such as doctors and managers (Degeling et al., 2006; Kirkpatrick et al., 2008; Liu
et al., 2015). For example, Degeling et al. (2006) assert that doctors in their sample were less
inclined to support a systematized approach to clinical work compared with their managerial
colleagues. More recently, Liu et al. (2015) argue that doctors have different occupational sub-
cultures as compared with other professional groups. Our second objective was to examine
how commitment HR practices influence in different ways hospital managers and clinicians
who have the greatest impact on hospital performance and DPR. By so doing, we aim at
contributing to the call of better understanding how line management implementation is linked
to measures regarding quality of patient care across different national and cultural settings with

comparative study design (Cooke and Bartram, 2015).

Our primary contribution involves the amalgamation of research on commitment HR practices,
employee attitudes and patient care outcomes, which provides a more explicit integration of
HRM and its outcomes for the healthcare workforce and patient care. The findings of this study
aim at not only enriching the existing body of knowledge and literature, but also at furthering
the study of commitment HR in the Chinese healthcare sector, a relatively underresearched
setting (Leggat et al., 2011; Liu et al., 2015). Moreover, this study represents an initial attempt

to address the issue of DPR with commitment HR practices theory. Practically, our study



produced a number of implications that may enhance hospital management and ultimately

contribute to mitigate the tensions between doctors and patients.

We begin by introducing the current context of Chinese health care, particularly the health care
reforms and intense tension of DPR. Next, we define commitment HR practices and
theoretically link them to DPR as an outcome of patient care through their effects on healthcare
professionals’ job satisfaction. Finally, we test the hypotheses put forward in the next section
and examine the effects of these HR practices on a sample of managers and clinicians from a

specific sample of Chinese public hospitals.

BACKGROUND AND THEORETICAL FRAMEWORK

Chinese Healthcare Reforms and Doctor-Patient Relationship

Healthcare Reforms (1980s-Present)

Along with China’s opening up policy at the end of 1970s, Chinese healthcare system has
experienced two major phases of reform: the first round is market-oriented reforms from the
early 1980s to 2002, and the second round is comprehensive reforms from 2003 to the present

(WHO, 2015).

Generally speaking, China’s healthcare system has been employing a medical model based on
specialized department consultation in hospitals that originated in the former Soviet Union.
Widely applied in the Second World War, this medical model of specialized practice is suitable
for wartime as it encourages piecemeal and adhoc treatment solutions (Li, 2012), but cannot
respond neither to basic healthcare services nor to higher demands of a growing number of
affluent population. The success of general practice (or family medicine) in Western countries

inspired the Chinese government to introduce it as part of the reforms encouraging patients



with minor illnesses to address community hospitals for this consultation mode, and in 2006
the Ministry of Health launched a pilot residency project for different specialties including
general practice (Zhang, 2007). However success has been limited: long used to be examined
by specialists for whatever disease or complaint, patients resist to consult family doctors as
well as going to community hospitals doubting the skills of their staff and reputation. There is
insufficient knowledge of the subject and shortage of quality professionals in the field; as a
consequence large hospitals are severely overcrowded while community hospitals are

underutilized.

The insufficient development of primary health care by general practitioners coupled with
patients’ preference to seek healthcare specialized consultation in large-scaled hospitals have
led to the “difficulty in seeing a doctor” and “work overload” for doctors. According to China’s
Health and Family Planning Statistical Yearbook 2013, from 2002 to 2012, the number of
patients consulting large-scaled hospitals increased by 104.5 percent, while the number of
clinicians only increased by 56.3 percent. Consequently, doctors do not have sufficient time to
examine patients while these, under the marketization meanwhile implemented, consider
themselves as “customers paying high out-of-pocket fees” but not receiving enough attention

and care.

In fact, an important outcome of the marketization reforms introduced in the first round has
been the continuous reduction of government subsidies, which accounted for 50% of public
hospital revenues before 1978 while in 1980 only 30% of the revenue of public hospitals came
from the government budget (WHO, 2015). This was further and gradually reduced to less than
10% by 2000 (Ramesh and Wu, 2009). As a result, the marketization of public healthcare
reforms since the 1980s in China has eventually turned public hospitals into “for-profit”

business organizations so as to raise funds for investment in infrastructure and facilities through



user charges and drug mark-ups (Cooke and Zhan, 2013). Chinese hospitals have linked
physicians’ incomes to their revenue generation performance (Pei et al., 2000) thus motivating
them to overprescribe drugs, medical tests and treatments so as to make for their personal pay
and contribute to hospital revenues (He, 2014). User charges and drug sales from hospital
owned pharmacies have thus become the major source of revenue for the development of the
healthcare sector, which in fact has significantly advanced in what concerns healthcare facility
construction and technology, and increased the overall capacity for supplying medical services,
but at the cost of an increasing tension and conflict between hospital/doctor and patient and

families as it will be discussed ahead in this paper.

The outbreak of SARS in 2003 challenged China’s healthcare system and its existing policies,
and thus directly prompted the country to launch a more comprehensive reform of the sector.
After a long preparation, in March 2009, the Chinese government issued a guiding policy
document, Deepening the Health System Reform or ‘New Healthcare Reform Plan’ (Xin Yi Gai

FrIE24), aiming to alleviate the economic burden for providing healthcare both in the short

and in the long-term and to establish universal health coverage by 2020 (see Docherty et al.,
2012). The main tasks of this round of reforms are to improve public hospitals, strengthen the
delivery capacity of the system, and establish an essential medicine system with specific
policies in healthcare financing reform, human resource development, and reform of
management systems of healthcare institutions (WHO, 2015). Such reforms are aiming at a
reversal in the heavy reliance on the market to finance hospitals (Yip and Hsiao, 2009) and

thus placing public hospitals under a semi-state and semi-market control (Cooke and Zhan,

2013).

Under a planned economy approach, government used to own and manage all hospitals in

China. As part of the reform or “policy experimentation” (Millar et al., 2016) initiated in 2009,



the Chinese government has encouraged non-government entities to invest in hospital services
and encouraged medical staff to practice in both public and private hospitals freely. In 2012,
public hospitals accounted for 57.8% of all hospitals — a 3.8% decrease compared with 2011.
The remaining 42.2% were non-public hospitals (Ministry of Health, 2012). Along with the
market-oriented reform, in order to cope with competition, Chinese hospitals introduced HRM
to replace the traditional personnel management that typically focused on administrative and
routine work under the planned economy system. The outbreak of SARS has also promoted
management education among hospital executives and accelerated the application of
management theories and practices in healthcare organizations in China, as hospital executives
started to understand that “managing-by-experience” was not enough to cope with outbreaks
such as SARS and that they were in need of professional management. Since then, Chinese
hospitals have been increasingly exploring new managerial practices including high-
performance work systems (HPWS). However, few studies have examined the implications of
such management practices, particularly for hospital workforce and for patient care outcomes

(Liu et al., 2015).

Doctor-Patient Relationship in China

The reduction of government financial support and the introduction of market mechanisms
have prompted the increasing tension and conflict between hospitals/doctors and patients and
their families in China. Patients and their families have increasingly taken radical actions to
protest against the difficulty in accessing adequate healthcare services and the soaring costs of
services and drugs (Cooke and Zhan, 2013; Hu and Zhang, 2015). Hospital violence happens
frequently, and in nearly all units (Pan et al., 2015). The most common causes of violence are
the dissatisfaction with the treatment or diagnosis (e.g. medical malpractice), services (e.g. long

waiting times), expensive fees (e.g. high cost of treatment) and communication gaps between



doctors and patients (Duan et al., 2014; Pan et al., 2015). As Hu and Zhang (2015: 1651) note
“patients’ poor experiences can accumulate, result into doubt concerning an individual doctor’s
treatment and generate a general distrust in healthcare professionals and finally may break out
into open doctor—patient conflicts”. Patients would rather resort to violence than arbitration
because they believe the latter is time consuming, unfair, and inefficient (Pan et al., 2015). A
survey by the Chinese Hospital Association in December 2012 showed that violence against
medical staff had increased from 20.6 assaults per hospital in 2008 to 27.3 in 2012 (Xu, 2014).
Since hospital disputes occurred more often in full-service tertiary hospitals in which attending
doctors or those ranked above were more likely to be involved (Pan et al., 2015). This study

focuses precisely on this type of hospitals.

Because doctors are afraid of being accused of misdiagnosis and personal assaults by patients
and or the families, they resort to defensive behaviors, particularly overprescribing and over
diagnosing in order to avoid potential medical disputes and retain essential evidence in case of
lawsuits (He, 2014, Pan et al., 2015). For example, He (2014: 70) revealed that “more than
80% physicians reported the practice of defensive medicine in the form of prescribing
unnecessary diagnostic tests, drugs and therapeutic interventions”, and argued that physicians’
disputes with patients and low income motivated the overprescribing behavior. The
overprescribing and overdiagnosing make patients pay more than necessary for treatment and
become more hostile to doctors. As a result, a vicious cycle has emerged in the tension and
conflict between doctors and patients from overprescribing and overdiagnosing to mutual
distrust and violence again doctors, and doctors’ defensive behaviors with overprescribing and
overdiagnosing. Figure 1 summarizes the key stakeholders and their roles in the adversarial

doctor-patient relationship.

Insert Figure 1 about Here




In sum, DPR in the current context of China mainly follow a “pragmatism based model”
focused on economic exchange, where patients see themselves as customers and
hospitals/doctors seek financial benefits to balance insufficient subsidies from governments.
Lacking the family doctor system that exists in most Western countries, there is an atmosphere
of lack of trust or rather there is a mutual distrust between doctors and patients; communication
is impersonal and remote; and relationships are instant or short-lived due to the constant

changing of consultation hospitals by patients.

However it is important to note that the Chinese healthcare reform is evolving in a very
dynamic way, and the same is bound to happen to the current state of DPR. For example, in
June 2016, as we were conducting this research, China’s State Council formulated a Guideline
to Promote Family Doctor Service Provision aiming to establish a general practitioners system
as the core of a primary care infrastructure across the country by 2020. This is yet another effort
to encourage and motivate patients to visit local clinics or community hospitals and consult

family doctors rather than rushing to large-scaled hospitals in search of specialists.

Commitment HR Practices and their Impact on Job Satisfaction and Patient Care

Outcome

Strategic human resource scholars have argued that organizations can effectively influence the
attitudes and behaviors of employees through different human resource (HR) practices (Collins
and Smith, 2006; Huselid, 1995). In this regard, control and commitment HR practices
represent two different HR approaches in the literature (Arthur, 1994; Boselie et al., 2003; Ma
et al., 2016; Wood and de Menezes, 1998; Xiao and Tsui, 2007). While control HR practices
enforce employee compliance with rules and procedures, commitment ones focus on
developing committed employees through higher levels of employee involvement in decision-

making and team-focused activities (e.g. Arthur, 1994). Su and Wright (2012) assert that
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China-based effective HRM systems consist of both control and commitment HR practices.
More recently, Ma et al. (2016) provided further evidence on the presence of control and

commitment HR practices followed by organizations in China.

In the literature the terms high commitment, high involvement, and high performance are often
used interchangeably (e.g. Leggat et al., 2010). In this study, we continue the notion of
commitment HR practices of previous studies in China (Ma et al., 2016; Su and Wright, 2012),
and specifically focus on those that include sets of human resource practices such as
participation in decision-making, internal communication, team work, information sharing,

which affect employee commitment and motivation (Xiao and Tsui, 2007).

Although a growing body of studies has provided evidence of a relationship between
commitment HR practices and organizational performance (Arthur, 1994; Jiang et al., 2012;
Youndt et al., 1996), much less is known about the mechanisms through which these HR
practices affect organizational performance (Collins and Smith, 2006). Empirical work seems
to support the notion that HR practices affect firm performance and quality of patient care
through employee attitudes (Kehoe and Wright, 2013; Liu et al., 2015; West et al., 2006). As
per lacobucci et al. (2007) employee’s attitudes can been treated as mediators between HRM
and patient care outcomes if there is a strong theoretical basis to do so. However in the case of
the variables used in the present study, we have not found any indication in the theory
explaining a direct relationship between commitment HR practices and DPR. Moreover, in the
case of commitment-based HR practices, researchers sustain that there is no direct impact on
performance although it fosters positive employee attitudes and behaviors - such as job
satisfaction (Baluch et al., 2013; Bowen and Ostroff, 2004; Collins and Clark, 2003). We found

theoretical support only for the relationship concerning commitment HR practices and job
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satisfaction and for the one concerning job satisfaction and DPR (Bonias et al., 2010; Cooke

and Bartram, 2015). Therefore building on these works, we hypothesize that

Hla: Commitment HR Practices are positively associated with job satisfaction,

H1b: Job satisfaction is positively associated with DPR.

Researchers contend that employee perceptions of HR practices vary at the job group level as
a result of job group—level variance in the perceived HR practice employment (Kehoe and
Wright, 2013). For example, supervisors and employees are likely to differ in how they
experience and interpret HR practices (Leggat et al., 2011). Liao et al. (2009) found that
managers rated HRM practices higher than employees did. Leggat et al. (2011) suggest that
occupational groups in the healthcare sector moderate the relationship between HRM systems
and attitudinal HR outcomes such as job satisfaction. Indeed, according to Degeling et al.
(2006), there are variations between Chinese doctors and managers in their perception of

clinical unit management and team-centered approach.

As noted, we focus on the employee outcomes of intrinsic job satisfaction, extrinsic job
satisfaction, and DPR. Specifically, given the findings in the literature, we propose that
occupational role moderates the relationships between commitment HR practices, and
employees’ intrinsic and extrinsic job satisfaction and DPR. We are interested here in how
the extrinsic and intrinsic job satisfactions of the hospital managers and clinicians are likely
to shape patient care outcomes in different ways. As managers have an important role on the
generation of revenue and compensation for hospitals, we would expect that extrinsic job
satisfaction will have a more significant relationship with DPR for managers than for
clinicians. On the other hand, clinicians are likely to be keener on intrinsic satisfaction as

they focus on independence of practice (Leggat et al., 2011). Thus, we hypothesize that:

12



H2: Occupational role (managers vs clinicians) moderates the associations between intrinsic

and extrinsic job satisfaction with DPR.

H2a: The association between intrinsic job satisfaction and DPR is stronger for clinicians

than for managers.

H2b: The association between extrinsic job satisfaction and DPR is stronger for managers

than for clinicians.

METHOD

Sample

Public hospitals still dominate the healthcare sector in China and are also the places where
most conflicts between doctors and patients occur (Duan et al., 2014). They are thus the
targets of our study. A total of 1,500 questionnaires were sent to contact persons in 33 public
tertiary hospitals of eight cities in Guangdong province. All of the contact persons are
members of the Guangdong Hospital Association. The contact persons distributed the
questionnaires in the hospitals they work for with an accompanying letter explaining the
study purpose and calling for participation. These contact persons mailed them back upon
completion. Six hundred ninety (690) copies have been returned with 508 valid
questionnaires corresponding to an initial response rate of 46% and a final one of 34%. From
these, 71% of the respondents have managerial responsibilities (e.g. doctor manager), 27%
have only clinical responsibilities. The remaining 2% are supporting staff and thus have been
excluded from the group comparison analysis. Whenever doctors had both clinical and

managerial responsibilities, we included them in the “doctor management” group.
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Most of the respondents work for large-scale hospitals with more than 1000 beds (70%).
Forty-one percent have worked in healthcare for more than 15 years and 32% for 6 to 15
years. Men account for 56%, and the majority of the respondents are married (86%). Forty-

three percent of the respondents have a PhD or a master degree.

Measures

The exact commitment HR practices in the literature differ across studies (see Collins and
Smith, 2006). As Cooke and Bartram (2015) propose, developing HRM in context rather than
using off-the-shelf HRM measures, contributes to new insights in HRM practices. This is
even truer in healthcare settings in China in which HRM is underdeveloped and under-
researched. Following Xiao and Tsui (2007) and our understanding of the work environment
in Chinese hospitals, we constructed a 5-item scale to measure high commitment
management practices which reflect key practices such as participation in decision-making,
internal communication, and team work. The scale was scored on a 5-point rating scale
ranging from (1) “strongly disagree” to (5) “strongly agree”. The items, validity, and

reliability indicators are shown on Table 1 for all constructs.

Six items were developed to build a scale for job satisfaction on the basis of Chen and Farh’s
study (2000). Job satisfaction comprehended two subscales, one for intrinsic and another one
for extrinsic satisfaction each with three items. The scale was scored on a 5-point rating scale

ranging from (1) “strongly dissatisfied” to (5) “strongly satisfied”.

When measuring doctor-patient relationship, context matters (Eveleigh et al., 2012) and we
could not find a reliable measure of DPR developed for the Chinese healthcare. Therefore,
based on previous studies (e.g. Duan et al., 2014; Hu and Zhang, 2015), we reason that

medical competence of clinicians, trust and communication between clinicians and patients
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are essential elements of DPR. For example, Duan et al. (2014) found that the service quality
of doctor visits and the examination quality had significant impact on patient satisfaction and
trust, suggesting the importance of medical competence. In addition, distrust and poor
communication between doctors and patients are widely considered the core reason for
conflict and tension in DPR (see Hu and Zhang, 2015; Pan et al., 2015). Thus, DPR was
measured with a 5-point rating scale ranging from (1) “strongly disagree” to (5) “strongly

agree” concerning four key elements as depicted in Table 1.

Insert Table 1 about Here

To examine the possibility of common method variance (Podsakoff et al., 2012), we tested all
indicator items for all variables as a single factor model. The results showed that this single
factor model has unacceptable fit (CMIN/DF=6.10, p<.001; CFI=.88; PCFI=.75;
RMSEA=.10; SRMR=.06). This result suggested that the data were not significant biased by

an underlying common method factor.

Data analysis strategy

Data analysis started by testing the psychometric quality of measures. This was conducted
with AMOS 20 via CFA using Maximum Likelihood estimation, which allows for the test of
construct validity (Hair et al., 2010) and is complemented by convergent and divergent
validity testing. We also computed for reliability testing with both Cronbach alpha and
Composite Reliability. CFA and SEM goodness of fit have been assessed following Hair et
al. (2010) recommendations. The ratio between Chi square and degrees of freedom
(CMIN/DF) should be below 3 with possible significant p-value. The Comparative Fit Index
(CFI) should reach .92, RMSEA should be lower than .07, and SRMR should be lower than

.08.
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Multigroup comparison was tested via Moderated Structural Equation Analysis (MSEM)
following Byrne’s (2001) recommendations. MSEM tested for goodness of fit between each
comparison group’s SEM following a process of imposing constraints as follows: Firstly we
tested the unconstrained model, which requires matching paths and variables in both models
(structural invariance). Next we additionally constrained the model to a matching structure
and regression weights (measurement invariance). The significance of moderation effects per

estimated path coefficient among latent variables was tested with z-score.

RESULTS

For clarity sake, we opted to write the descriptive statistics (means, standard deviation) and
report the bivariate statistics in the Table 2 below. Managers see commitment HR practices as
being more strongly present than clinicians (3.37 against 3.15; F (1, 494) =10.613, p<.01).
Likewise managers tend to report higher average for both intrinsic (3.60) and extrinsic job
satisfaction (3.22) than clinicians (3.43; 2.89, respectively) with the ANOVA showing
significant differences (F (1, 494) =7.84, p<.01 and F (1, 494) =17.058, p<.01, respectively).
Both samples have equivalent report on DPR (managers 3.47, clinicians 3.46, F (1, 494)

=047, p=.828).

Insert Table 2 about Here

Hypotheses 1a and 1b were simultaneously tested using a Structural Equation Model (SEM).
The results are presented in Figure 2. The overall model showed a good fit, as indicated by
the fit indices (CMIN/DF=2.34; p<.001; CFI=.97; TLI=.78; RMSEA=.05; SRMR=.04). A
positive relationship was found between commitment HR practices and intrinsic satisfaction
(b=.82, p<.001), and also with extrinsic satisfaction (b=.87, p<.001). A positive relationship
was found between intrinsic satisfaction and DPR (b=.30, p<.001), and also between extrinsic

satisfaction and DPR (b=.44, p<.001). Thus, Hla and H1b were both supported meaning that
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commitment HR practices are positively associated with job satisfaction and that job

satisfaction is positively associated with DPR.

Insert Figure 2 about Here

For hypothesis 2, we conducted a nested multi-group path model to examine potential
moderating effects of professional groups (managers vs. clinicians). In this approach, SEM is
estimated separately for the two groups and the magnitude of the regression coefficients can
be compared using a critical ratio z test (Byrne, 2013). The MSEM goodness of fit is judged
by CMIN/DF, CFI, TLI, PCFI, and RMSEA using criteria as stated in the data analysis
strategy section. The models compared are: the null model, the unconstrained model, the
constrained for equal loadings, the constrained for equal regression weights and lastly the
constrained for both factor loadings and regression weights. Table 3 shows fit indices while

Figure 3 shows the standardized regression coefficients for both managers and clinicians.

Insert Table 3 about Here

Insert Figure 2 about Here

Managers show a stronger association between high commitment practices and intrinsic
satisfaction than clinicians. Such intrinsic satisfaction has a positive but considerable weaker
association with DPR when compared with clinicians. Actually the leading path between job

satisfaction and DPR for clinicians is through intrinsic satisfaction only.

Managers and clinicians have equivalent association between commitment HR practices and
extrinsic satisfaction. However, the association between this variable and DPR occurs only

for managers. Overall, the model shows a reversal on the strongest path linking job
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satisfaction and DPR where managers’ main association operates through extrinsic job

satisfaction while for clinicians it occurs through intrinsic satisfaction only.

The z-score (Table 4) shows that the occupational group moderates the regression weights
concerning the association between all variables in the model to the exception of
Commitment HR practices-Extrinsic Satisfaction, which has equivalent magnitude for both
groups. Thus, H2, occupational role (managers vs. clinicians) moderates the associations
between intrinsic and extrinsic job satisfaction with DPR, was partially supported. H2a, the
association between intrinsic job satisfaction and DPR is stronger for clinicians than for
managers, and H2b, the association between extrinsic job satisfaction and DPR is stronger for

managers than for clinicians, are supported.

Insert Table 4 about Here

DISCUSSION AND IMPLICATIONS FOR PRACTICE

Using a cross-sectional survey of more than 500 clinicians and hospital managers from 33
tertiary public hospitals in Guangdong Province of China, this study has examined the
relationship between commitment HR practices, job satisfaction and doctor-patient
relationships in an attempt to contribute with insights from HR management to the healthcare
sector in order to ease the growing tension and conflict in the doctor-patient relationships in
China. The study revealed that commitment HR practices positively affect the job satisfaction
of the healthcare professionals surveyed and that they perceive a positive relationship
between job satisfaction and DPR. Furthermore, our results suggest that occupational groups
(managerial and non-managerial clinicians) moderate the regression weights concerning the
association between all variables in the model to the exception of commitment HR practices

and extrinsic satisfaction.
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This study contributes to the small but growing body of research on HRM in the healthcare
sector with new evidence supporting the link between commitment HR practice and work
attitudes, as well as work attitudes and patient care from the perspective of clinicians and
hospital managers in China. Despite the increasing evidence on the association between
HRM and the beneficial outcome in healthcare organizations (e.g. Leggat et al., 2010; Liu et
al., 2015), this study represents an initial attempt to examine the associations among
commitment HR practices, job satisfaction and DPR in the Chinese healthcare sector. Our
findings provide evidence to support the value of commitment HR practices in the Chinese
hospital context, and demonstrate the importance of effective HRM in improving both
hospital managers and clinicians’ work attitudes. The findings have critical implications for
China’s hospital management to consider enhancing HRM to cope with the escalating DPR

as we discuss next.

First of all, in support of hypotheses 1a and 1b, job satisfaction was positively associated both
with commitment HR practices and DPR in the overall sample. These findings imply that
DPR might be improved by applying commitment HR practices to increase healthcare
professional’s intrinsic and extrinsic satisfaction. The results are consistent with earlier
findings that HRM with a focus on participation and empowerment might improve patient
care quality (e.g. Leggat et al., 2010; Liu et al., 2015). Chinese healthcare organizations
should create a work environment that encourage teamwork, effective collaboration and open
communication (e.g. Fan et al., 2014). Therefore, we argue that commitment HR practices
characterized by participation in decision-making, good internal communication and team
work can be a feasible and effective “solution” to the escalating DPR issue, given the
complexity of the healthcare system and sociopolitical backdrop in China (Hu and Zhang,

2015).
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Second, compared with the sample of clinicians, there is a stronger association between
commitment HR practices and intrinsic satisfaction in the managers’ sample. This finding is
interesting because intrinsic satisfaction shows weaker association with DPR for managers
than for clinicians. Compared with clinicians who focus more on medical practices, hospital
managers’ primary responsibility focus on managerial functions. In this way manager’s
sample is required to deal with commitment HR both as policy makers and implementers, and
as end recipients of such management options. For example, more participation in decision-
making might be a strong intrinsic motivator while team work and open communication may
lead to positive performance outcome of the clinical unit. This may suggest hospitals
managers champion and advocate more commitment HR practices than clinicians partly
because of the motivation effect of those practices, and partly because of improved team or
organizational performance outcome brought by those practices. The weaker association
between intrinsic satisfaction and DPR for managers, compared with clinicians, might be
justified by clinicians’ more direct and frequent contact with patients through their service

and managers less contact with patients although both report the same levels of DPR.

Third, it should be noted that the overall sample reported lower mean on extrinsic satisfaction
(mean=3.13, S.D. =.80) than on intrinsic satisfaction (mean=3.55, S.D. =.62), illustrating a
significant lower satisfaction with income than with intrinsic factors. Moreover, commitment
HR practices exert significant and equal influence on extrinsic satisfaction in both clinician
and managerial samples. This finding indicates the importance of compensation and benefit
in managing the healthcare workforce in China. More recently Chinese researchers (Hu and
Zhang, 2015; Pan et al. 2015) contend that underpayment was one of the factors for doctors’
poor attitude towards patients. Therefore, compensation and benefits may be an important

strategy to consider in HR designed to address the underpayment issue. Our study suggests

20



that it is important for compensation to be fair internally and be competitive externally in

such HR design.

Lastly, the findings indicate that for clinicians only the intrinsic satisfaction affects DPR
while for managers it occurs through both intrinsic and extrinsic satisfaction but the latter
plays a more significant role. It is interesting to note that it is the intrinsic satisfaction that
influences DPR in the clinician group. This may imply that for clinicians the solution to
improve DPR might rely more on intrinsic factors rather than extrinsic factors such as pay.
This finding is important as economic incentives for clinicians have been widely considered
important factors in addressing the DPR issue (e.g. He, 2014; Pan et al., 2015) while intrinsic
needs have been rarely discussed. Therefore, we argue that empowerment and autonomy in
work, and the use of subjects’ expertise and skills may serve as stronger motivators for
clinicians rather than hard economic incentives in achieving DPR improvements. On the
other hand, in this study, the surveyed hospital managers, extrinsic rewards play a more
significant role in shaping DPR than intrinsic satisfaction. In reality, hospital managers’
primary responsibility is to obtain revenue for their departments or hospitals, and their pay is
closely linked to the revenue under the bonus payment system. Consequently, this has led to
results that clinicians’ intrinsic satisfaction shapes DPR while for hospital managers, extrinsic

satisfaction plays a more significant role in shaping DPR than intrinsic satisfaction.

Some limitations of the study need to be addressed. The first one is the cross-sectional
design, which makes it impossible to draw causal inferences. The other limitation is the use
of self-report measures, which are subject to subjective bias on the part of the respondents.
Lastly, this sample is not representative of the hospital workforce in general. For example,
the majority of the respondents are from large-scale hospitals with more than 6-year working

experience. This limits the generalizability of the findings to other Chinese healthcare
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organizations. These limitations may be resolved in future studies by a longitudinal research
design with a more representative sample and including objective measures such as patient
complaints and specific doctor-patient conflicts. Following the research by Eveleigh et al
(2012), we find it is particularly critical to promote larger consensus on a universal measure
of doctor-patient relationship. Lastly, it would be worthwhile doing comparative study on the
relationship between commitment HR practices and DPR in Chinese and Western health

organizations.

Conclusion

This paper investigated the associations between high commitment HR practices, job
satisfaction and DPR in a period of ongoing public healthcare reform and marketization in
China. It aims at contributing to our understanding of the positive role that commitment HR
practices may play in managing the workforce in healthcare organizations based on evidence
from China. The findings suggest that commitment HR practices could be effective strategies
in enhancing both hospital managers and clinicians’ job satisfaction. Moreover, the
deteriorating DPR might be improved by enhancing the intrinsic job satisfaction of clinicians
through addressing their needs of autonomy in work, use of expertise and empowerment, and
by enhancing the extrinsic job satisfaction of hospital managers with competitive and fair

compensation and benefits.
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Figure 1. Key Stakeholders in Doctor-Patient Relationship in China
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clinicians (n=136). *p<.05; **p<.01; ***p<.001
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Table 1 Validity and Reliability of Constructs

Cronbach’s Composite

Construct Items CFA Index alpha Reliability AVE
1) participation in
decision
2) internal
communication CMIN/DF=2.200;
channels p=05:
Commitment 3) leadership’s CFI=.99;
. acceptance of .85 .86 .55
HR Practices suggestions from PCFI=.50;
employees RMSEA=.05;
4) teamwork SRMR=018
5) people oriented
management systems
in place
Intrinsi 1) empowerment
MHUIISIC ) use of skills (CMIN/DF=L71; 76 77 52
Satisfaction ) — 09:
3) autonomy in work PV
1) fair compensation CFI=99;
o P PCFI=.53;
Extrinsic 2) benefits RMSEA=.04: 79 79 57
Satisfaction 3) external equity SRMR=.019) ' ' '
compensation
1) medical competence
2) communication B .
between doctor and Civl:%IONS/_DF_l -18;
Doctor- patient I()3FI=O 99:
Patient 3) patient’s trust in the PCFI=' 3 3’. .79 .80 S2
Relationship  treatment process RMSE A=,.02;
4) problem-solving SRMR=.01
through
communication
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Table 2 Correlations

Gender Marriage Hospital Education Tenure CHRP InJS ExJS DPR
size

Gender - .14 .14 396%* .20 37 025 28 .26
Marriage .09 - .02 15 A7Fx - 173* .04 -.18% -.08
Hospital 09 -08 ; 04 16 -01 -09 .00 .01
Size
Education = .28** .10 -.07 - -15  -01 .16 .02 .01
Tenure A1 2% d16* -.06 - -11 -09 -15 -.16
CHRP .20 .01 .05 .07 -.05 - 58Fx 70Fx 59%*
InJS .16 .05 -.03 .10 01 .63%* - 54%% 48**
ExJS 16 -.02 .00 .07 =02  .67F* 53Fx - 40%*
DPR 13 .00 Jd6** A13%* -05  59%*  43%* S1F* -

** p<.01, * p<.05, clinicians above diagonal, managers below diagonal, for gender
Cramer’s V is reported. CHRP=Commitment HR Practices; InJS=Intrinsic Job Satisfaction;
ExJS=Extrinsic Job Satisfaction; DPR=Doctor Patient Relationship.
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Table 3 Fit indices of the additive models (Multi-group analysis)

Model CMIN/ p CFI  TLI PCFI RMSEA [LO90-

DF HI90] PCLOSE
Null 18.63 <001 .00 .000 .00 .19 [.18-.19] .000
Unconstrained 1.62 <001 .97 97 78 .04 [.03-.04] .999
Same factor loadings 1.59 <.001 .97 .97 .83 .04 [.03-.04] 1.00
Same regression weights 1.67 <.001 .97 .96 .80 .04 [.03-.04] .99
Same factor loadings 1.60 <001 .97 97 .85 .04 [.03-.04] 1.00

and regression weights

CMIN/DF = Chi-square / df; CFI=Comparative Fit Index; TLI = Tucker-Lewis Index;
PCFI=Parsimony CFI; RMSEA=Root Mean Square Error of Approximation



Table 4 Z-score Analysis

Managers Clinicians
Estimate P Estimate P Z-score
InJS <---  CHRP 0,81 HAE 0,46 oAk 3, 43%%x
ExJS <--  CHRP 0,93 Ak 0,85 otk 0,548
DPR  <--- InJS 0,18 0,018 0,51 0,002 1,790%
DPR  <--- ExJS 0,38 oAk 0,14 0,128 2,15%%

*EE p<.001; ** p<.01; * p<.05. CHRP=Commitment HR Practices; InJS=Intrinsic Job Satisfaction;
ExJS=Extrinsic Job Satisfaction, DPR=Doctor Patient Relationship.
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