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Abstract
Background  Following a series of systemic reforms, China’s healthcare system now takes a quasi-marketised form, 
with an uneasy combination of state regulation and market mechanisms, which has fundamentally reshaped the 
distribution of responsibilities between doctors and patients. This study employs institutional theory to analyse the 
institutional factors in shaping the doctor-patient responsibilities within the current healthcare system.

Methods  This qualitative study involved thematic analysis of semi-structured interviews with 28 doctors and 
patients from various provinces in China. Participants were purposively selected to reflect diverse experiences across 
healthcare settings. Thematic analysis was conducted to identify and interpret key patterns within the data.

Results  Three main dimensions of privatisation emerged from the analysis: accessing healthcare, care coordination, 
and healthcare financing. Findings indicate that marketisation has significantly increased the responsibilities placed 
on individual doctors and patients, effectively transferring systemic burdens to these individuals. Doctors face 
intensified pressures to manage care within fragmented health services, while patients confront greater personal 
responsibility in navigating access to care, coordinating their treatments, and handling healthcare expenses.

Conclusions  This study extends the application of institutional theory to the healthcare context. It demonstrates the 
regulative, normative, and cultural–cognitive dimensions of the healthcare system in shaping and constructing of 
doctor–patient responsibility. The concept of privatised responsibilities proposed here provides a useful theoretical 
lens for analysing the effects of quasi-marketisation and offers a foundation for future research on doctor-patient 
responsibility and accountability in healthcare systems.

Keywords  Healthcare, Marketisation, Privatisation, Doctor-patient responsibilities, China

Transformations in doctor–patient 
responsibilities in China’s quasi-marketised 
healthcare system
Haoyang Liu1*  and Alan Walker2

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/s12939-025-02690-1
http://orcid.org/0009-0006-1064-926X
http://orcid.org/0000-0002-3169-2738
http://crossmark.crossref.org/dialog/?doi=10.1186/s12939-025-02690-1&domain=pdf&date_stamp=2025-11-8


Page 2 of 11Liu and Walker International Journal for Equity in Health          (2025) 24:313 

Introduction
Historically, medicine and society adhered to the ethical 
norm that a physician’s primary duty is to the patient’s 
welfare [1]. Here, one of key features of the doctor-
patient responsibility is a client centred ideology where 
doctors are seen to act in the best interests of patients, 
which forms the foundation of trust [2]. Scholars have 
proposed various models of doctor-patient responsibili-
ties, primarily based on the model of professional-dom-
inated and patient-centred care, largely focusing on the 
interpersonal and role-based distribution of responsibil-
ity within clinical encounters in Western context [1, 3–5]. 
Less is known about the impact of institutional and sys-
temic transformations in reshaping the doctor-patient 
responsibilities in the Global South or in such a system 
that has undergone systematic change in recent years.

China provides an ideal context for examining this 
issue. Since its establishment in the 1950s, the Chinese 
healthcare system has shifted from a collective welfare 
structure in which medical services were largely state 
funded to the market-driven one, which sought to intro-
duce competition and financial incentives by allowing 
hospitals to retain profits and requiring them to become 
financially self-sustaining [6]. Although marketisation is 
generally believed to encourage efficiency and communi-
cation [5], the marketised healthcare reform transformed 
professional and moral relationships into transactional 
ones without adequate institutional safeguards [7]. The 
withdrawal of state funding and the profit-oriented 
incentive intensified patients’ economic burdens, eroded 
interpersonal trust among doctors and patients, turn-
ing marketisation into a source of doctor–patient con-
flicts rather than improved communication [4, 7, 8]. By 
the early 2000s, this full marketisation model was widely 
viewed as unsuccessful and the government introduced 
the “new healthcare reform” in 2009, marking a shift 
toward a quasi-market system that combines state regu-
lation with market mechanisms [7]. It re-emphasised 
equity, universal coverage, and public responsibility, 
while maintaining certain efficiency-driven incentives.

Contrary to the expectation that the reforms would 
improve healthcare quality, access to medical resources 
has significantly deteriorated, leaving a critical gap 
between policy intentions and outcomes [8]. The propor-
tion of personal health expenditure rose from 361.9 yuan 
(approximately £40.2) in 2000 to 6425.3 yuan (approxi-
mately £713.9) in 2024, reflecting an average annual 
growth rate of 12.73%. Meanwhile, out-of-pocket spend-
ing accounted for 27.7%, exceeding the 15–20% range 
recommended by the World Health Organization [9, 10]. 
Doctors as frontline medical providers have gradually 
faced criticism for being profit driven. Medical disputes 
have continued to escalate. Hospitals in some regions 
reported that 89.84% of emergency department doctors 

have experienced verbal abuse, insults, threats, or even 
physical violence [11], which highlights the increas-
ing tensions in doctor-patient relationships. Dominant 
perspectives within health policy, epidemiological and 
biomedical frameworks prioritise clinical outcomes but 
overlook how healthcare systems structure responsibility 
between doctors and patients [12].

This study therefore analyses the institutional norms 
in shaping doctor–patient responsibilities. It contributes 
to the theoretical understanding of institutional norms 
in healthcare, enriches empirical knowledge in doc-
tor–patient responsibilities within the transformations, 
reflecting the changed responsibilities under quasi-mar-
ket conditions.

The first of the following five sections summarises the 
literature on the context of healthcare reforms in China 
and the changed doctor–patient responsibilities. The 
second reviews the literature on institutional change, 
which serves as the theoretical foundation of the study. 
The third section describes the research methods, detail-
ing a qualitative approach based on interviews with 28 
frontline doctors and their patients who were directly 
engaged in the current quasi-marketised healthcare sys-
tem. The analysis demonstrates that quasi-marketisation 
has resulted in the privatisatised responsibilities for both 
doctors and patients in healthcare assessment, care coor-
dination, and financial management. The fourth section 
presents and analyses these findings, while the final sec-
tion discusses their broader implications and offers pol-
icy insights for improving doctor–patient responsibility 
frameworks across diverse social and cultural contexts.

Healthcare reforms in China and the changed doctor-
patient responsibilities
Research on doctor–patient relationships and responsi-
bilities has a lengthy history, researchers traced the study 
of doctor–patient relationships back to the medieval 
period [1]. The model proposed by Szasz and Hollender, 
comprising activity–passivity, guidance–cooperation, 
and mutual participation, laid the foundation for sub-
sequent research on doctor–patient interactions [13]. 
Later studies suggested that consumerism and the rise 
of intelligent technologies have led to a redistribution 
of doctor–patient responsibilities, featured by more 
patient autonomy [3]. Collectively, these studies demon-
strate that doctor–patient responsibilities are profoundly 
shaped by broader social context. Contrary to the belief 
that contemporary health services are marked by small 
scale, continuous change [14], China’s healthcare system 
has undergone three major reforms, each of which has 
brought corresponding changes to doctor-patient rela-
tionships and the distribution of responsibilities [15, 16].

After the 1950s socialist revolution, China established 
a unique intimate relationship between its people and 
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the state through the direct allocation of resources. Most 
healthcare institutions in China were publicly owned and 
operated under district, municipal, and regional govern-
ments. The collective danwei (work-unit) system formed 
the foundation of primary care, providing free medi-
cal services and enabling bidirectional referrals across a 
three-tier structure of city hospitals, district or county 
hospitals, and work-unit clinics [17]. Doctors were 
salaried public servants without direct financial ties to 
patients, although undeclared payments by patients were 
said to be common, their primary duty was patient care 
[8, 18]. Thus, the government-dominated healthcare sys-
tem, coupled with the ideology of collectivism, fostered a 
sense of organizational solidarity that far surpassed any 
divisions [7]. The doctor-patient relationship resembled 
paternalism as described in Western research [1, 13], and 
suggested that the principle of beneficence should take 
precedence over the principle of patient autonomy [3].

However, the state-funded healthcare system placed 
significant financial strain on the national budget [19, 
20]. Beginning in the late 1970s and accelerating through 
the 1980s and 1990s, China implemented a series of eco-
nomic reforms that introduced market mechanisms into 
public services, including healthcare [21]. By the turn of 
the century, the welfare-based system had been largely 
abandoned [21]. Starting in 1980 the Chinese govern-
ment deliberately decreased its contribution to health-
care spending, which declined from 36.2% to 15.21% in 
2002 [22]. Since the state provided only 6–8% of finan-
cial support for the budget deficits of hospitals, with 
the remaining approximately 90% of the shortfall being 
made up from revenues from medical services, and the 
sales of pharmaceuticals and medical devices [23]. Public 
hospitals were encouraged to generate their own income 
through service fees, drug sales, and operate with finan-
cial self-sufficiency and compete for patients and rev-
enue. Doctors have shifted from being ‘national public 
service providers’ to practitioners in a healthcare market 
[7, 16].

At this stage, doctor-patient responsibilities in China 
have been transformed. As hospital revenues became 
directly tied to physicians’ income, doctors were com-
pelled to align their practices with hospitals’ profit-
oriented objectives and to derive part of their earnings 
from patient payments. Financial pressure transferred to 
patients. Nationwide, the annual per-capita cost of out-
patient and inpatient care rose sharply by around 14% 
per year between 1993 and 2002, average outpatient 
costs increased from CN¥21.5 (UK£2.39) to CN¥99.6 
(UK£11.07), while inpatient costs rose from CN¥933.4 
(UK£103.71) to CN¥3,597.7 (UK£399.74). The phrase 
‘hard to see the doctor, expensive to see the doctor’ 
became a common public complaint [24]. Marketisa-
tion, rather than improving healthcare services and 

communication, intensified distrust: patients increasingly 
questioned whether physicians’ decisions were motivated 
by care or by profit, leading to widespread scepticism 
about the ethical standards of medical professionals [25, 
26].

The deterioration of doctor-patient trust and increas-
ingly fierce conflicts have triggered the latest round of 
healthcare reforms, which are characterized by ‘quasi-
marketisation’, combines state regulation with market 
incentives, maintaining government oversight while 
introducing competitive mechanisms to enhance effi-
ciency [27, 28]. During this time, the three-tier healthcare 
system has been established, comprising primary health-
care facilities, secondary hospitals, and tertiary hospitals, 
purpose to manage institutions hierarchically according 
to their functions, service capacities, and technical lev-
els, thereby achieving tiered diagnosis and treatment. 
Under this model, patients are expected to seek initial 
care at primary-level facilities and be referred upward 
as needed, improving the efficiency of medical resource 
utilisation and alleviating the problems of “difficult and 
expensive access to healthcare.” However, this system is 
not mandatory, and patients remain free to choose their 
preferred medical institutions [7, 21].

Hospitals increasingly rely on revenue generation for 
their existence, which concentrates health resources 
in economically developed regions and larger institu-
tions [29, 30]. In 2023, the number of medical and health 
technicians per 1,000 residents reached 10.20 in urban 
areas and 6.55 in rural areas. The majority of healthcare 
resources are located in the eastern, more developed 
provinces [9]. The referral system remains weak: data 
from the Sixth Health Service Survey show that over half 
of two-way referrals fail to occur [31]. Tertiary hospitals, 
with superior staff and equipment, dominate the health-
care market and handle over 50% of all medical services 
[32, 33]. In addition, medical insurance reimbursement 
remains incomplete: patients are reimbursed only for 
part of their costs and continue to face rising out-of-
pocket expenses. In recent years, annual medical costs 
have increased by around 8%. Between 2011 and 2021, 
the national average hospitalisation cost per visit rose 
from 6,632 yuan (£736.89) to 11,003 yuan (£1,222.50). 
The average outpatient cost grew from 180 yuan (£20.00) 
to 329 yuan (£36.56), marking an increase of about 83% 
[9].

Against this backdrop, doctor–patient responsibilities 
in China have undergone further transformation. Stud-
ies [7, 8, 27] suggest that doctor–patient relationships 
in contemporary China have increasingly taken on con-
sumerist characteristics, although some research argues 
that elements of the traditional paternalistic model per-
sist. This study contends that this quasi-marketised 
context provides a valuable case for examining how 
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institutional norms shape the distribution of doctor–
patient responsibilities.

Institutional norms in healthcare
Healthcare systems function as a central institution in 
society, structured to maintain public health, support 
economic stability, and uphold social order [15]. Hayek et 
al., [34] considered institutions as shared societal expec-
tations rather than explicit regulations. North described 
institutions as the frameworks governing social interac-
tions, essentially the “rules of the game” in society [35]. 
These frameworks, which include both formal and infor-
mal societal norms and conventions, serve to structure 
everyday life and reduce uncertainty by establishing con-
sistent patterns of behaviour.

Further developed in relation to healthcare, institu-
tions are believed to have a high degree of resilience, and 
are legitimized by three major types of social forces, as 
Scott described as pillars: regulative, which involves laws, 
policies and contracts that dictate required actions; nor-
mative, which involves societal assumptions and expec-
tations regarding appropriate actions; cultural-cognitive, 
which involves the implicit beliefs and mental frame-
works that shape typical behaviours [15]. Although these 
aspects are always distinguished analytically, they often 
overlap in practice.

China’s healthcare system can be understood through 
the three institutional pillars. The regulative pillar is 
primarily shaped by policy directives from the Cen-
tral Committee of the Communist Party and the State 
Council but has shifted from direct control to indirect 
governance. Hospitals are required to operate under self-
financing principles and performance-based evaluation, 
while policy instruments such as insurance reimburse-
ment, service pricing, and regional referral rules create 
an institutional environment that combines bureaucratic 
oversight with market competition, therefore confirm-
ing its quasi-market character [6]. Current research 
suggests that the existing healthcare system prioritises 
fairness, efficiency, and the protection of citizens’ health 
rights through a hybrid model that combines state lead-
ership with market incentives [36]. It further argues that 
the normalisation of market logic has redefined health 
expenditure as a private investment rather than a col-
lective responsibility [7, 33]. However, few studies have 
examined how these transformations, at the institutional 
level, shape the evolving distribution of doctor–patient 
responsibilities, leaving the gaps to explore how health-
care reforms restructure the responsibilities of doctors 
and patients.

In doing this, the paper addresses two main research 
questions:

1.	 How has China’s healthcare system reshaped the 
distribution of responsibilities between doctors and 
patients, and what implications has this shift had for 
their experiences?

2.	 What broader insights does the Chinese case provide 
for understanding how institutional norms shape the 
doctor–patient responsibilities?

Methods
The study followed an Interpretive Description that 
aimed to explore the meanings and practices of doctor–
patient responsibility within the broader institutional 
context of quasi-marketised healthcare. It adopted a 
flexible interpretive orientation that focuses on under-
standing the interplay between subjective meanings 
and institutional structures [37]. Thematic analysis was 
employed to identify recurrent patterns and interpretive 
themes across interviews with doctors and patients while 
remaining sensitive to the broader policy and social con-
text of healthcare reform. This suited this study because 
it was aiming to richly describe an emerging phenome-
non [38].

As a qualitative study, aimed at gathering views and 
experiences from doctors and patients on their responsi-
bilities and experiences in the current healthcare system. 
Participants were purposively selected from 13 hospitals 
across five provinces to capture institutional and regional 
diversity. The sample included 10 public hospitals and 
three private hospitals, reflecting China’s healthcare 
resource distribution, where tertiary public hospitals 
dominate service provision [6]. Provinces were chosen to 
represent both economically developed and less-devel-
oped regions, encompassing eastern, central, and north-
ern China. All participating doctors held valid Chinese 
practising certificates and had between two and twenty 
years of experience; most had over five years and direct 
exposure to institutional or managerial reforms. Patients 
were included if they had multiple healthcare encounters 
or long-term chronic disease management experience, 
enabling reflection on the perceived responsibilities of 
doctors and patients in the reformed healthcare environ-
ment. Particular attention was given to patients under-
going long-term treatment, as they were most directly 
affected by healthcare reforms.

Sampling continued until data saturation was reached, 
when no new conceptual insights or themes emerged 
[39]. Thematic saturation occurred after interviews with 
the 11 doctor and the 13 patient, with two additional 
interviews conducted to confirm stability of the patterns. 
A total of 28 semi-structured interviews were conducted 
with 13 doctors and 15 patients, as detailed in Table 1 
Study Participants:

Before each interview, participants received an infor-
mation sheet outlining the study’s aims and procedures, 
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along with a consent form. Interviews began only after 
written consent was obtained. This step is crucial for 
maintaining transparency and ensuring that participants 
are fully aware of the nature of the research and their 
role in it. Semi-structured interviews were conducted 
in Mandarin using a hybrid format of online (through 
Tencent Meeting, a widely used platform in Mainland 
China) and face-to-face sessions. The interviews followed 
an open-ended structure guided by a set of core ques-
tions exploring professional background, perceptions 
of responsibility, and experiences within the healthcare 
system. The duration of interviews ranged from 40  min 
to two hours. All interviews were audio-recorded, with 
supplementary notes taken as necessary.

All interviews were conducted and transcribed in Man-
darin by the primary researcher. Key excerpts and coded 
segments relevant to theme development were translated 
into English by the same researcher, who is fluent in both 
Mandarin and English. To ensure translation accuracy 
and conceptual equivalence, one full transcript was inde-
pendently reviewed by co-researcher. Minor inconsis-
tencies were discussed and resolved through consensus. 
Selected translated excerpts were further checked against 
the original Mandarin text during analysis to preserve 
participants’ intended meanings and enhance the validity 
of cross-language interpretation.

Thematic analysis followed structured and iterative 
steps. The primary researcher conducted initial coding 
in Chinese to ensure linguistic accuracy and minimise 
translation bias [40]. A codebook was developed induc-
tively through repeated readings and refined in consulta-
tion with two supervisory experts. Key coded segments 
and representative extracts were translated into English 
and regularly discussed with the supervisory team to 
maintain interpretive consistency. All discrepancies were 
resolved through discussion, and consensus was reached 

on the final themes, enhancing the credibility and trans-
parency of the analytic process. Finally, the three themes: 
privatised responsibility in accessing care, care coordina-
tion, and medical financing, were established to the main 
findings.

The primary researcher, a native Mandarin speaker 
with professional training in sociology and prior experi-
ence in China’s healthcare sector, conducted all inter-
views and data analysis. This linguistic and cultural 
familiarity facilitated rapport with participants and accu-
rate interpretation of meanings. The second researcher, 
an English-speaking professor with expertise in quali-
tative methodology, provided external oversight and 
reviewed translated extracts to ensure interpretive con-
sistency and minimise potential bias. Reflexive notes and 
regular supervisory discussions further enhanced the 
transparency and balance of the analytic process.

To protect the privacy and confidentiality of the par-
ticipants, each doctor and patient was assigned a code: 
Dn (n = 1 to 13) for doctors and Pn (n = 1 to 15) for 
patients. For sections that could potentially identify par-
ticipants, identifiable information has been marked with 
(*) and supplemented with descriptive content in brack-
ets to preserve the sentence’s full context and meaning. 
The study was approved by the University of Sheffield 
Research Ethics and Integrity (Version 8.3 – October 
2024). All participants provided informed consent. The 
study recognises its limitation in representativeness, as 
the views expressed may not fully capture the perspec-
tives of all healthcare staff or patients.

Findings: privatised responsibilities of doctors and 
patients
Privatised responsibility in accessing healthcare
The patients interviewed reported freedom to access any 
healthcare institution and being entirely responsible for 
their choice. One patient shared her experience of choos-
ing a hospital.

Yes, it’s about making my own choice, because I can 
go anywhere. If it’s just a cold or fever, I might go to a 
small hospital or even a pharmacy to get some medi-
cine. If it feels more serious, or I’m not sure, or if I’m 
not confident handling it myself, I go to a big hospi-
tal for peace of mind. (P1)

As patients could choose any healthcare institution 
directly without initial registration, they were free to pri-
oritize top-tier hospitals. As one said:

I would definitely choose a large hospital first; small 
clinics are unreliable. (P15)

Table 1  Study participants
Group n Professional 

level / condition 
type

Yeas of 
experience 
/ illness 
duration

Region and 
hospital type

Doctors 13 • Junior (4)
• Middle (5)
• Senior (4)

• 2–5 years (5)
• More than 5 
years (8)

• 10 public hos-
pitals (6 tertiary, 
2 secondary, 2 
primary)
• 3 private 
hospitals across 
five provinces

Patients 15 • Multiple health-
care experience 
(more than five 
visits) (8)
• Long-term 
management of 
chronic condi-
tions (7)

• Short-term 
visit (8)
• 3–5 years (2)
• More than 
10 years (5)

• From five 
provinces rep-
resenting both 
economically 
developed and 
less-developed 
regions
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The influx of patients has greatly increased the work-
load of doctors in tertiary hospitals. Many interviewees 
described feeling overwhelmed by the sheer number of 
patients they must see each day, which limited their abil-
ity to meet patients’ expectations. One doctor noted that 
the heavy workload in his clinic severely curtailed the 
time available for each consultation, thereby compromis-
ing the quality of care.

I must see 30 to 40 patients in a half day clinic, and 
the consultation time for each patient may be five to 
ten minutes… there will be a lot of surgeries, and I 
will be very busy, I do not have much time to think of 
the patients’ feeling or comfort them when they feel 
sad. (D5)

In smaller cities and hospitals, the scarcity of medical 
resources means that some conditions cannot be effec-
tively treated locally, compelling patients to seek medi-
cal care in larger cities with more advanced healthcare 
facilities. This phenomenon is described in China with a 
specific term, ‘yi di jiu yi,’ which refers to medical treat-
ment and drug purchase activities at medical institutions 
outside the insured area [41]. Interviews were conducted 
with patients who have experienced seeking medical care 
in different locations. One such patient described her 
experiences with seeking medical care in another city, 
noting that it presented significant challenges because 
she needed to consider multiple factors, including medi-
cal information, hospital data, insurance, and living 
arrangements, thereby revealing a more comprehensive 
scope of patient responsibilities.

My hometown is in a small city, few hospitals know 
about my issues, so I went to four or five hospitals 
across different cities… At first the hospital in my 
hometown didn’t give one, said it wasn’t very clear. 
I kept asking around, searching information myself, 
different hospitals have different requirement, I 
checked my insurance, and where to eat food, is 
basic, but necessary. (P3)

After the patients decide which hospital and department 
they need to visit, they must select a specific doctor (if 
applicable), consultation time, and sometimes the level of 
expertise (this step in Chinese is called: gua hao). Based 
on patient descriptions, the responsibility for choosing 
a doctor during the registration process also falls on the 
patients. One shared his strategies for selecting a doc-
tor during the registration process, which included his 
consideration on assessing whether the health condition 
matches the scope of the consultation with the registered 
doctor, the doctor’s specialization and experience, and 
availability.

The process is pretty similar in most hospitals, in 
that you have to register as the first step. But how to 
choose an appropriate doctor, right? It’s very tricky… 
you can’t just register with a specialist, because they 
may be busy, many appointments, you have to wait 
for a long time, and you may recover by yourself 
when you get an appointment. But you also can’t 
just say, register with a random one. I would check 
online. (P14)

To avoid long waiting times and gain faster access to 
healthcare services, a practice of ‘relationship-based 
care’ has emerged. This approach involves patients using 
their personal connections and acquaintances to obtain a 
more favourable position in accessing medical treatment 
and establishing doctor-patient relationships. A patient 
recounted his experience of getting in touch with a doc-
tor as,

I reached a famous doctor through (a personal rela-
tionship*), otherwise I couldn’t get that appoint-
ment…It is very common to use personal relation-
ships to find a doctor. (P15)

Another patient also mentioned relationship-based care. 
Her account further revealed the purposes behind this 
behaviour: on one hand, to gain quicker access to medical 
resources, and on the other, to ensure a better healthcare 
experience.

I will contact my doctor friends, I often use acquain-
tances as a chain of medical experience, will be able 
to see the doctor more quickly, in addition, part of 
it, the doctor will be because I was referred by an 
acquaintance, the whole experience will be a little 
better. (P14)

Thus, the privatisation of responsibilities in accessing 
healthcare appears to have transformed the way patients 
access healthcare.

Privatised responsibility in care coordination
The research revealed that both doctors and patients 
currently bear responsibilities in care coordination. This 
typically involves patient navigation within hospitals, 
assessing and updating care plans, managing referrals to 
appropriate hospitals, and coordinating post-treatment.

One doctor participant reflected that his current tasks 
include initial assessment of a patient’s condition and was 
responsible for making subsequent treatment decisions 
tailored to the patient’s actual situation.

The patients come here on their own registration, so 
as a doctor, the first thing I have to do is to judge, 
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whether he should have registered with me or not. 
I need a preliminary judgement. Then sometimes 
when I listen to his description and think, for exam-
ple, he has (a symptom*), then I have to make a fur-
ther judgement and may have to send him for some 
tests. (D11)

This doctor then explained the tasks he undertook during 
the navigate process, which include administrative load 
and required him to spend more time coordinating care 
for patients.

Some patients just come to the wrong place, regis-
tered wrong, so what to do, they are already here, I 
cannot directly let people go, I will need to explain, 
you came to the wrong place, I’m not here to see 
this disease, you go to another building, go to which 
department, you go to register that. (D11)

The interviews revealed that patients increasingly assume 
decision-making responsibilities and are required to eval-
uate the potential consequences of their own care plans.

The doctor gave me two choices, it’s okay to treat it 
with him, but his treatment plan is to apply medi-
cation and treat it more conservatively. However, 
he also told me that I can go to (a hospital name*), 
where they can directly operate, and it will be faster. 
It’s my choice. I’m thinking about the hassle of refer-
rals and the fact that I have to go through all these 
processes all over again, so I’ve been evaluating the 
pros and cons. (P14)

Patients reported being responsible for tracking their 
own medical records, referrals, and related documents 
to ensure continuity of care. In a healthcare system with 
limited collaboration and information sharing, they often 
had to maintain records themselves. Several patients also 
noted that transferring between institutions frequently 
required repeat tests due to poor data integration.

I kept the receipts from each inspection. Records, 
diagnoses, all that. Because I might need them next 
time. If I get referred to another hospital, I may need 
another checkup, too, generally speaking, I’ll need to. 
Because they don’t share with each other. (P14)

For patients, this situation also signified that they have 
taken on increased responsibilities in managing navi-
gation and referral, needing to advocate more actively 
for themselves and seek information about the referral 
pathway.

I must register and get into this hospital first and 
then figure out what to do. So, it might have been 
that the department that I got registered in wasn’t 
the right one to begin with, so I went through a series 
of referrals, these later on. The process is, you keep 
going around inside the hospital, just listening to the 
doctors, or just asking around on your own. (P13)

The privatisation of assessment and care planning 
responsibilities leaves both doctors and patients feeling 
vulnerable, wishing to reduce the responsibilities they 
bear in doctor-patient interactions and hoping that the 
other party takes on more responsibilities. As one doctor 
summarised,

I will go ahead and follow the standard, the stan-
dard process of this treatment. But give advice to the 
patient, like, saying, where do you should go next. 
This is not good for me. You do not know what peo-
ple will think. And there’s a lot of things that need to 
be explained, and sometimes it’s hard to explain, so, 
I’ll just, make and get the standard treatment good. 
(D9)

Interviews with patients indicated that some doctors 
sought to reduce their decision-making responsibilities. 
One patient reported that during the development of her 
care plan, doctors repeatedly shifted decision-making to 
her, placing the burden of choice on the patient.

I did not know how long I should stay in the hospi-
tal, which made me very anxious. I went to ask the 
doctor, and he said, ‘depend on you’. Then I asked if 
I should do another CT scan to check the brain and 
he responded, ‘you can have it whenever you want’. 
I was really confused. I’m not a doctor; I don’t have 
medical knowledge. How can I be expected to make 
all these decisions? (P3)

These extracts reveal the range of responsibilities that 
doctors and patients assume in care coordination, includ-
ing care planning, assessments, referrals, and follow-ups. 
The analysis further shows that both parties feel vulner-
able in taking on these responsibilities and often seek to 
avoid or shift them, reflecting a sense of uncertainty and 
fragility in the current allocation of care duties.

Privatised financing of medical cost
The current healthcare system transferred the respon-
sibility for medical costs to individual patients. Cur-
rently, although the release of Opinions on Deepening 
the Reform of the Medical Security System by the State 
Council in 2020 aimed to enhance people’s welfare [28], a 
significant portion of medical expenses still falls directly 
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onto patients [42], creating for some a financial burden. 
This extract from one patient interview illustrates the 
personal cost associated with treatment.

Health insurance didn’t cover much. Well, the first 
treatment cost was reimbursed, but I required sev-
eral visits, the first one was fully covered, but after 
that, they only reimbursed about 100 yuan, in the 
following visits, the amount they covered became 
less and less. (P15)

This patient indicated that complex reimbursement 
requirements are a major barrier to patients claiming 
their expenses. Partial reimbursements often failed due 
to complicated procedures, resulting in patients bearing 
the costs themselves. This patient added,

These clauses are complex, sometimes I’m not sure if 
I can get reimbursement, maybe I’m lazy or busy, I’ll 
miss the time to get the money back. (P15)

In some cases, patients must bear the full cost of medi-
cations and treatments which are not covered by health 
insurance, placing the financial burden directly on indi-
viduals. This situation poses significant barriers for those 
lacking financial resources, as they must find ways to 
fund their healthcare needs independently. A patient 
described his experience of paying out of pocket for an 
injection, showing the strain that medical costs put on 
him.

Each dose cost about 400 or maybe 500 yuan. I 
needed 6 doses every day, and it would be over 3,000 
yuan. But I was running out of money. Sometimes, 
I could only get injection if I managed to borrow 
money in the morning. If I had money that day, I 
would come to the hospital to pay and then I could 
get the injection. Undergoing (a disease*) is really 
tough. You see in TV shows, someone said, ‘doctor, no 
matter how much it cost, I don’t care, I just want the 
patient to live.’ That’s not true, reality is cruel. Many 
fellow patients genuinely cannot afford treatment 
and end up giving up. I have seen this very clearly. 
(P6)

The privatisation of medical costs has undoubtedly 
placed financial pressure on patients. One patient who 
was hospitalized, expressed dissatisfaction with the med-
ical expenses,

I was really anxious, as I lived in hospital for 7 days, 
money went by so fast for around two to three thou-
sand RMB every day. (P3)

A doctor indicated that the privatisation of finan-
cial responsibilities was one of the main factors trans-
forming the current doctor-patient relationship into a 
consumer-purchaser relationship. This shift turns the 
doctor-patient encounter into a transactional relation-
ship, leading patients to view treatment outcomes as 
purchasable goods, without considering the many uncon-
trollable factors that can affect these outcomes.

If the patient thinks, I’m the one who paid a lot of 
money to come to the doctor, I’m the one who came 
to buy your services, I spent money, I spent so much 
money, I should get better. (D2)

Privatised responsibility also puts doctors in a difficult 
position, caught between patients’ financial constraints 
and the hospital’s fiscal pressures. Interviews with doc-
tors revealed their awareness of the issue as a societal 
problem, which is challenging to address at the inter-
personal level. Confronted with their patients’ finan-
cial hardships, this doctor felt ‘helpless’ because, he was 
unable to make decision for the patients, nor could he 
compensate for the deficiencies in the healthcare system.

This is a deeper social problem, I know some patients 
fall into financial hardship, they even sell all of their 
properties, even if the disease is cured, how can they 
live then if they have nothing. But for me, a doctor, 
shall I ask them not to treat, or I should say nothing 
but respect their choice, I do not know which one is 
good, I’m just doing what a doctor could do. (D6)

The dilemma doctors now face is entirely the construc-
tion of an ideologically driven policy. The explicit aim of 
the state’s retreat from public hospitals was to enhance 
service efficiency, enabling hospitals to be self-sustaining 
and financial independent from state funding. In line 
with this objective, the burden of generating additional 
income for hospitals has shifted to doctors. The extract 
below emphasizes that medical marketisation has not 
disappeared but has been further consolidated and, 
indeed, has gradually intensified the competitive environ-
ment, placing additional pressure on doctors.

The problem with hospitals is that they still aim to 
be profitable, as there’s no motivation without profit. 
In recent years, X hospital has suffered significant 
losses, unable to pay salaries to its staff. Therefore, it 
(the hospital*) requires us (the doctors*) to find ways 
to generate revenue and increase profits. They set 
performance indicators, and, if doctors don’t meet 
the standard, it’s up to hospital to figure out a solu-
tion. (D2)
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Therefore, the quasi-marketised healthcare system has 
transferred part of the financial burden to individuals, 
making patients’ ability to pay a decisive factor in access-
ing essential medications and equitable medical care.

Discussion
This study set out to address two questions, first, to iden-
tify has China’s quasi-marketised healthcare system rede-
fined the distribution of responsibilities between doctors 
and patients, and what implications has this shift had for 
their experiences and interactions; and second, to under-
stand how institutional norms shape doctor–patient 
responsibilities.

Our data suggests that China’s healthcare system has 
redefined responsibility through three forms of priva-
tisation: accessing healthcare, care coordination, and 
healthcare financing, which have transferred systemic 
and administrative duties to individuals. These changes 
have increased the pressures placed on both doctors and 
patients, generating new forms of vulnerability, mutual 
mistrust, and dissatisfaction within clinical encounters. 
Using Scott’s institutional framework, the study explored 
the way that privatised responsibility is normalised and 
legitimised. The regulative pillar decentralises responsi-
bility through market-oriented reforms; the normative 
pillar redefines professional and moral expectations; and 
the cultural–cognitive pillar embeds market rationality as 
common sense. These influences are not independent but 
interact with and reinforce one another.

Under the regulative pillar, state control establishes the 
bureaucratic structure of the healthcare system; however, 
market incentives within it enable medical institutions to 
operate with a considerable degree of autonomy, 7 and 
increasingly required patients to take personal respon-
sibility for accessing healthcare services. This arrange-
ment contrasts with many Western healthcare systems 
(e.g. in the UK), where gatekeeping or primary care 
system structure patient flow. The lack of an organised 
referral system in China means that some patients travel 
across regions to obtain care, reflecting the privatisation 
of access responsibilities. Moreover, patients must also 
select their doctors, yet popular and well-regarded phy-
sicians are often overburdened with demand. Privatised 
responsibility in accessing healthcare drives the phenom-
enon of ‘relation-based care’. To reduce waiting times or 
secure perceived higher-quality treatment, patients com-
monly rely on personal or family connections to facilitate 
appointments.

This phenomenon brings the change of cultural–cog-
nitive pillar which involves the taken-for-granted beliefs 
and interpretive frameworks. Market logic has become 
internalised as common sense: firstly, market incentives 
transform doctors into “commodities” within the health-
care market. From a patient’s perspective, a doctor’s 

skills are seen as valuable resources. Experienced doc-
tors, therefore, become scarce commodities over which 
patients compete [19, 21]. Secondly, patients’ attempt 
to build personal relationships with doctors through 
financial incentives, hoping to secure superior care. This 
approach seeks to convert monetary gifts into preferen-
tial treatment, blending economic transactions with doc-
tor-patient relationships and challenging the fairness of 
the healthcare system [43].

The shift to quasi-marketisation produce the change 
in the normative pillar. As the current healthcare system 
has transferred many administrative duties and naviga-
tional duties, previously managed through institutional 
referral systems, onto individuals, professional norms 
were redefined to align with performance-based incen-
tives and institutional efficiency. This has profound impli-
cations for both doctors and patients.

For doctors, the privatisation of coordination, navi-
gation and referral responsibilities requires additional 
time for communication, providing emotional support 
to patients, documentation, and follow-ups. These addi-
tional duties often compete with doctors’ clinical respon-
sibilities and increase their workloads. For patients, 
privatised responsibilities in coordination and decision-
making for follow-up healthcare management are limited 
by their health literacy [44]. Patients with limited under-
standing of medical terms and healthcare procedures are 
disadvantaged as they may receive suboptimal care or fail 
to complete treatment plans.

In this system of privatised responsibility, both doctors 
and patients experience vulnerability and seek to shift 
decision-making to the other party. Doctors may deflect 
responsibilities to avoid the risks of medical complaints 
arising from miscommunication or unmet expectations, 
while patients, lacking adequate knowledge and institu-
tional support, struggle to navigate complex care path-
ways. This reciprocal uncertainty weakens mutual trust 
and contributes to dissatisfaction within the doctor–
patient relationship [45]. Consequently, both doctors and 
patients often feel unsupported by the healthcare sys-
tem, which has fragmented accountability and intensified 
strain on both sides.

The current payment system has also shifted health-
care financing responsibilities towards privatisation. 
Despite reports that 95% of the population was covered 
by National Medical Insurance by 2020 [46], substantial 
challenges persist due to limited reimbursement rates 
and the narrow scope of the services covered. Personal 
and family income largely determine access to care: 
higher-income groups can afford better and timelier 
treatment, while the lower-income ones face restricted 
access and heavier financial burdens.

Market logic has become normalised as a taken-
for-granted understanding of healthcare, compelling 
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hospitals to pursue financial sustainability through profit 
generation. The ability to pay, choose, and manage one’s 
care is increasingly seen as a marker of personal respon-
sibility and moral worth. This change transforms doc-
tor–patient interactions into transactional relationships 
and commodifies treatment outcomes. Patients, in turn, 
engage with healthcare services through consumer-
ist expectations, seeking choice, immediacy, transpar-
ency, and measurable results which often clashing with 
the traditional ethos of trust and professional authority 
[7]. Moreover, this privatisation of responsibilities also 
requires doctors within the current healthcare system to 
balance hospital profitability with patient financial bur-
dens, which is likely to affect decision making and strain 
doctor-patient relationships: while patients naturally seek 
to minimize their healthcare expenditures, doctors are 
compelled to focus on profitability to sustain their prac-
tices and support their hospitals. As previous research 
has shown, economic pressures and moral dilemmas 
contribute to ethical burden on doctors [4, 7].

This study further argues that institutional norms are 
continually reinterpreted through the daily practices of 
doctors and patients. In navigating care pathways, nego-
tiating treatment decisions, and managing financial pres-
sures, the institutional logics have been redefined. In 
this sense, the institutional pillars do not simply deter-
mine responsibility; they are themselves sustained and 
reshaped through the ongoing interactions and negotia-
tions between doctors and patients.

Conclusion
The findings reveal that the doctors-patient responsi-
bility has be privatised in China. The findings call for 
renewed attention to how institutional arrangements 
shape and redistribute doctor–patient responsibilities, 
reflecting both the complexity of systemic transforma-
tion and the inequalities it may reinforce. The empirically 
grounded use of institutional theory proposed here holds 
potential for wider application in analysing transitions in 
health service governance and further study of healthcare 
transformation.

Limitation
Although our research examines the quasi-marketisation 
in healthcare reshapes doctor-patient responsibilities and 
highlights its potential negative impacts, offering a com-
prehensive alternative prescription lies beyond its scope. 
Nonetheless, the pilot nature of the research and findings 
is readily acknowledged. Future research should engage 
with larger more representative populations and consider 
focusing on the responsibilities and challenges faced 
by patients with specific diseases within the healthcare 
system.
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