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Abstract

Background Medical disputes, with the progress of economic development and the improvement of people’s
awareness of rights protection, are becoming increasingly intense. This phenomenon may have a negative impact
on doctors and the medical system, especially village doctors who are responsible for guarding the health of rural
people. Therefore, it is urgent to explore the factors that affect the medical dispute experience of village doctors.

Methods A cross-sectional study was conducted and 1977 village doctors recruited from seven provinces in China
during May to June 2023. Multivariate logistic regression with propensity score matching (PSM) was performed
to explore the association of post competency and medical disputes.

Results Among the 1977 village doctors, 208 (10.5%) had experienced medical disputes. Village doctors with high
post competency (OR=0.951, 95%Cl: 0.930, 0.972), proficient western medicine (OR=0.340, 95%Cl: 0.164, 0.704),
neutral occupational satisfaction (OR=0.344, 95%Cl: 0.216, 0.550), and neutral or high satisfying doctor—patient rela-
tionship (DPR) (OR=0.401, 95%Cl: 0.240, 0.668; OR=0.200, 95%Cl: 0.113, 0.355) had a decreased likelihood for medical
disputes. Village doctors with high income (OR=4.928, 95%Cl: 2.039, 11.911) had an increased likelihood for medical
disputes.

Conclusions Village doctors who perceived themselves to have high service competency, high occupational satis-
faction, and satisfaction with doctor—patient relationships were less likely to encounter medical disputes. The govern-
ment and relevant organizations should intensify the training of village doctors, enhance their service competency
and hospital facilities, foster harmonious doctor-patient relationships, and facilitate the advancement of primary
public health services.

Keywords Medical disputes, Post competency, Village doctors, Rural China, Doctor—patient relationship

tZijian Qi and Guiyuan Li contributed equally to this work.

*Correspondence:

Xiuyin Gao

100000401004@xzhmu.edu.cn

Qingzhi Wang

wanggz@xzhmu.edu.cn

Full list of author information is available at the end of the article

©The Author(s) 2025. Open Access This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if

you modified the licensed material. You do not have permission under this licence to share adapted material derived from this article or
parts of it. The images or other third party material in this article are included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To
view a copy of this licence, visit http://creativecommons.org/licenses/by-nc-nd/4.0/.


http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12960-025-00984-7&domain=pdf

Qi et al. Human Resources for Health (2025) 23:17

Introduction
Medical disputes frequently arise from mismatched per-
ceptions of treatment outcomes between patients (or
their close relatives) and physicians (or medical institu-
tions) [1]. This mismatch often stems from the inherent
imbalance of information between patients and medical
institutions during the diagnostic and treatment process.
Patients, due to this informational asymmetry, often har-
bor unreasonable expectations toward medical institu-
tions, anticipating outcomes that may not be feasible or
realistic given the current medical capabilities and limita-
tions. When these expectations are not met, patients may
experience dissatisfaction, leading to disputes and, in
some cases, even legal action. Medical disputes are typi-
cally categorized by damage and impacts of stakehold-
ers into three levels: (1) Minor disputes, characterized
by patients or their families expressing mild dissatisfac-
tion with specific medical practices or outcomes during
treatment. These disputes do not significantly disrupt
the medical order. (2) Moderate disputes, involving more
apparent errors or inappropriate behaviors in the medical
process, such as the misuse of medications, without lead-
ing to severe consequences. These disputes may result in
heightened emotional reactions from patients and their
families, potentially interfering with the hospital’s routine
operations. (3) Severe disputes, representing the most
critical level, often arising from medical accidents that
cause serious injury or death. Such incidents can attract
significant public attention, inflict substantial reputa-
tional damage on the hospital, and lead to legal actions
[2, 3]. Therefore, medical disputes not only reflect patient
dissatisfaction but also serve as a barometer for the qual-
ity of healthcare delivery, offering valuable insights into
areas where improvements are needed to enhance patient
satisfaction and the overall quality of medical services [4].
Medical disputes represent a formidable challenge
globally, exerting both emotional and economic strains
on healthcare systems [5]. In the United States, a recent
study revealed that approximately 7.4% of physicians
confronted medical disputes annually, with 1.6% result-
ing in claim that incur a mean payment of $274,887 [6].
Meanwhile, in China, the situation is equally concerning,
with an estimated at least 420,000 patients succumbing
to preventable medical errors each year [7]. Moreover,
several studies have estimated that for every 1 RMB of
medical malpractice compensation awarded, the indirect
compensation costs could be six or seven times higher
[8]. This staggering burden is compounded by the rapid
escalation of medical disputes in China, particularly evi-
dent since the turn of the twenty-first century. According
to data from the National Health Commission of China,
outpatient visits across medical institutions reached 73
million in 2015, with approximately 70,000 cases ending
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in medical disputes [9], and this figure marks a significant
increase from 17,243 cases reported in 2010 [10].

The surge in medical disputes not only strains health-
care resources but also exacerbates the already strained
relationship between doctors and patients, deepen-
ing existing barriers to effective healthcare delivery.
Addressing this escalating issue demands comprehensive
strategies that prioritize patient safety, effective commu-
nication, and robust dispute resolution mechanisms to
foster trust and cooperation between healthcare provid-
ers and patients.

Several studies examining the influencing factors of
medical disputes have shed light on the multifaceted
nature of these conflicts. It has been observed that medi-
cal disputes often stem from patients’ misconceptions
about treatments, concerns about medical quality, as
well as deficiencies in communication skills and atti-
tudes among medical staff [11-13]. These complexities
underscore the need for a comprehensive understand-
ing of the doctor—patient relationship (DPR), which has
become a focal point of current research efforts. Indeed,
many studies have centered on the perspective of medical
workers and patients [14], particularly within large public
hospitals endowed with abundant medical resources.

However, amidst this extensive focus, the crucial role
played by village clinics (VCs) in rural healthcare systems
has often been overlooked. Several studies conducted in
Ghana and New Delhi, India, have reported higher levels
of DPR with primary healthcare services in rural areas.
This increased satisfaction is often attributed to factors
such as easier access to care, shorter waiting times, and
lower costs [15, 16]. However, in certain rural regions of
Kuwait and China, despite the presence of these favora-
ble conditions, the DPR has been found to be less harmo-
nious. This issue has been associated with an increased
incidence of medical disputes, often stemming from
suboptimal communication between healthcare pro-
viders and patients or a lack of patience and empathy
on the part of medical staff [17, 18]. Despite their lim-
ited resources, as the bottom of China’s rural three-level
medical and health system, VCs provide essential medi-
cal services to over 564 million rural residents [19], offer-
ing accessible, affordable, and safe healthcare alongside
health education initiatives.

In recent years, media coverage of medical disputes in
VCs has also been increasing. Yet, the dearth of research
specifically examining medical disputes involving village
doctors underscores a significant gap in current under-
standing, as the current situation of medical disputes
in VCs lacks literature evidence. Consequently, efforts
to comprehensively address the factors contributing to
medical disputes must encompass the unique challenges
and dynamics present within rural healthcare settings,
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including the perspectives and experiences of village
doctors. Such research endeavors can inform targeted
interventions aimed at enhancing the quality of care,
strengthening communication channels, and ultimately
fostering trust and cooperation within rural healthcare
systems.

Methods

Study design and participants

A cross-sectional survey was conducted between
May and June, 2023. As shown in Fig. 1, multiple stage
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stratified sampling procedure was applied to recruit par-
ticipants. First, we conducted this study in rural areas
from seven provinces: Jiangsu, Shandong, Shanxi, Henan,
Shaanxi, Inner Mongolia, and Gansu, which are located
in eastern, central, and western China, respectively. Sec-
ond, we randomly selected four counties within each
province. Counties located in the central cities of pro-
vincial capitals (usually with higher levels of urbaniza-
tion) are excluded. Third, we randomly selected three
townships within each sampled county. Townships that
housed the county seat (typically more urbanized) were

7 Provinces

and Inner Mongolia)

(Jiangsu, Shandong, Shanxi, Henan, Shaanxi, Gansu,

28 Counties

(4 counties were randomly selected from each province)

Y

84 Townships

( 3 townships were randomly selected from each county)

2233 village doctors were enrolled

xcluded (n=256)

e 220 participants who worked in
township health centers

e 36 village doctors with one or
more missing values

1977eligible village doctors

Fig. 1 Flowchart
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excluded. Finally, all village doctors, with more than 5
years of work experience, working in the sample town-
ship area were selected as participants. A total of 2233
village doctors provided informed consent and partici-
pated in this study. Out of 2233 eligible participants, 220
participants were excluded from the analysis popula-
tion as they worked in township health centers and only
provided temporary assistance in VCs. Additionally, 36
village doctors with one or more missing values were
excluded from the analysis. The final analysis sample con-
sisted of 1977 village doctors.

Development of the survey instrument

This survey instrument was developed based on our
extensive literature review and two rounds of Delphi
expert consultations. Firstly, we conducted a systematic
literature search on PubMed, Web of Science, MEDLINE,
China National Knowledge Infrastructure (CNKI), and
Wanfang database, with search terms including Medical
Disputes, Medical Discourses, Verbal, and Physical Vio-
lation. We summarized the influencing factors related to
medical disputes from our searches. The initial version
of the survey instrument was developed based on the
above works. And then, 7 experts with professional back-
grounds in hospital management, social medicine and
health management, and medical law were invited to par-
ticipate in two rounds of consultations. Experts evaluated
the importance, operability, and sensitivity of each item
in the survey instrument. The response rate for the two
rounds of consultation is 100%, and the Kendall W coef-
ficient for the first and second rounds of consultation was
0.64 (x*=18.619, P<0.001), indicating a certain degree of
consistency among experts. In addition, we conducted
a pre-test of the survey instrument before the survey
begins to ensure its applicability and operability.

Measures

All participants were provided with the following defi-
nition of medical dispute at the beginning of the sur-
vey instrument to increase accuracy of self-reported
responses, “patients or their family members who are dis-
satisfied with the services provided by the medical pro-
vider during the medical treatment process, resulting in
disputes” [20]. We asked village doctors about their med-
ical dispute experiences in the past year, mainly including
verbal aggression, minor shoving, cyberbullying, physical
assault, and door blocking interference, i.e., all disputes
between doctors and patients (and/or their families)
related to diagnosis and treatment.

Post competency was assessed by using Competency
Scale for Rural Doctors [21], which provides a compre-
hensive evaluation of village doctors’ practical perfor-
mance. This scale includes 35 items in four constructs:
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clinical medical service ability, public health service abil-
ity, medical humanities practice ability, and education
and comprehensive ability. Clinical medical service abil-
ity includes fundamental diagnostic and treatment skills
and comprehensive medical service competency, forming
the cornerstone of village doctors’ practice. Public health
service ability, focused on disease prevention and chronic
disease management, distinguishes village doctors from
public hospital clinicians. Medical humanities practice
ability involves effective doctor—patient communication
and professional demeanor to address emotional needs,
reduce conflicts, and enhance care quality. Education and
comprehensive ability, including learning and adaptabil-
ity, enable village doctors to meet evolving professional
demands and improve their competencies. Each item was
evaluated using a 5-point Likert scale. The total score
of post competency was a weighted cumulative score of
four structures with different weight coefficients [21].
Finally, the weighted total score of post ability is 51, with
higher score indicating greater post competency. In this
study, the Cronbach’s a coefficient was 0.987, indicating
good reliability.

Covariates included the village doctors’ gender, age,
education level, marital status, health status, medical
specialty, number of people covered, community activ-
ity, occupational satisfaction, work environment, DPR,
continuing training, risk and legal training, and medical
liability insurance.

Statistical analysis

Propensity score matching (PSM) was employed to
equalize differences in confounding variables between
participants with and without medical disputes, ensur-
ing more accurate conclusions. Logit regression analysis
was utilized to compute the propensity score for each
participant taking into account confounding variables
such as gender, age, education level, marital status, and
health status. Matching was conducted at a 1:4 ratio, with
a caliper width set at 0.02 of the standard deviation of the
logit of the propensity score, using the nearest neighbor
matching method.

Categorical variables are presented as frequen-
cies and percentages (%), and Chi-square tests were
applied to assess statistical differences between the two
groups before and after PSM. Continuous variables are
expressed as mean tstandard deviation (SD) and were
compared between the groups using a two-sample t-test,
both before and after PSM. Robustness checks were per-
formed using a hierarchical regression model, incorpo-
rating variables that exhibited significance (P<0.05) in
bivariate analysis following PSM. Model 1 solely included
post competency, while Model 2 also encompassed sig-
nificant covariates identified in the bivariate analysis.
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Statistical analyses were conducted using R software
(version 4.3.2) and SPSS software (version 26.0), with a
significance level of P<0.05 (two sided) considered statis-
tically significant.

Results

Participant characteristics by groups before propensity
score matching

Table 1 displays the participant characteristics and post
competency by groups before PSM. Among the 1977 vil-
lage doctors surveyed, 208 (10.5%) reported having been
involved in medical disputes within the past year. The
majority, 1320 (66.8%), were male. Most doctors, 1694
(85.7%), fell within the age range of 41 to 60 years. The
most common educational level among the participants
was high school, representing 1329 (67.2%). The uni-
variate analysis revealed that gender, health status, type
of medical practice, income level, the number of people
covered, occupational satisfaction, work environment
satisfaction, DPR satisfaction, and post competency were
significantly associated with medical disputes (P<0.05).

Univariate analysis after propensity score matching

After propensity score matching, a balance of confound-
ing variables was achieved between the group of partici-
pants who had experienced medical disputes and those
who had not (Figs. 2 and 3). The study population com-
prised 206 village doctors who had encountered medical
disputes and 769 who had not after PSM. The univariate
analysis conducted after propensity score matching is
presented in Table 2. This table reveals that several fac-
tors, including the type of medical practice, income level,
occupational satisfaction, satisfaction with the work envi-
ronment, satisfaction with the DPR, and post compe-
tency, exhibited significant differences (P <0.05) between
the two groups.

Factor of medical disputes through hierarchical regression
analysis

Table 3 shows the factors of medical disputes by hierar-
chical regression analysis. In Model 1, when we solely
included post competency in the logistic regression
analysis, the results indicated that having a high post
competency served as a protective factor of medical dis-
putes (OR=0.951, 95% CI: 0.930, 0.972). In Model 2, we
expanded the analysis by incorporating other covariates
from Table 2 that were found to be associated with medi-
cal disputes. The results revealed that, in addition to high
post competency (OR=0.966, 95% CI: 0.940, 0.993), sev-
eral other factors also decreased the likelihood of medical
disputes. These included proficiency in western medi-
cine (OR=0.340, 95% CI: 0.164, 0.704), neutral occupa-
tional satisfaction (OR=0.344, 95% CI: 0.216, 0.550), and
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neutral or high satisfaction with the DPR (OR=0.401,
95% CI: 0.240, 0.668 for neutral satisfaction; OR=0.200,
95% CI: 0.113, 0.355 for high satisfaction). However,
there was one factor that increased the likelihood of
medical disputes: having a high income (OR=4.928, 95%
CIL: 2.039, 11.911).

Discussion and conclusion

In this study, we explored the effect of post competency
on experience of medical disputes among village doctors
through a large cross-sectional survey using propensity
score matching. To the best of our knowledge, a few stud-
ies have explored the factors associated with medical dis-
putes among village doctors. Our main findings suggest
that village doctors with high post competency are less
likely to suffer medical disputes. And, we also found that
good at western medicine, high occupational satisfac-
tion, high satisfaction with the DPR, village doctors are
less likely to encounter medical disputes. However, high
income level is a risk factor for village doctors to encoun-
ter medical disputes.

Out of the village doctors who participated in the
survey, approximately 10.5% stated that they had been
entangled in medical disputes during the preceding
year. This percentage is notably lower in comparison to
the findings presented by Wu et al. [14], which indicated
that a startling 33.48% of the 22,213 doctors working in
144 tertiary public hospitals situated across 31 provinces
throughout China had encountered medical disputes.
The village doctors, who reside alongside the villagers in
the rural communities, enjoy a unique bond with their
patients. This bond is forged through the shared experi-
ences of diagnosis and treatment, where mutual trust
and participation are fostered. The deep-rooted ties that
bind the villagers—whether through neighborly relations,
familial connections, or friendships—further strengthen
this relationship. These ties ensure seamless communi-
cation, mutual respect, and a close-knit interpersonal
dynamic that is often lacking in the increasingly com-
plex and tense DPR found in urban settings [1]. During
our interviews with the task force, the village doctors
emphasized that their familiarity with the villagers’ way
of life and circumstances adds to the trust they enjoy. As
members of the same community, the villagers hold the
village doctors in high esteem and regard them as trusted
advisers. Consequently, conflicts or disputes between the
village doctors and their patients are rare occurrences. In
fact, the doctors reported never encountering such inci-
dents and were unaware of any such cases within their
community. This harmonious DPR in the VC stands in
stark contrast to the challenges faced by medical profes-
sionals in urban hospitals.
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Table 1 Socio-demographic characteristics and key variables of participants
Characteristic Total Medical disputes Statistics
(N=1977) Yes (n=208) No (n=1769) X/t P
Gender (n, %) 8.855 0.003**
Male 1320 (66.8) 158 (76.0) 1162 (65.7)
Female 657 (33.2) 50 (24.0) 607 (34.3)
Age (n, %) 2.650 0618
<30 15(0.8) 3(14) 12(0.7)
31-40 166 (8.4) 14 (6.7) 152 (8.6)
41-50 912 (46.1) 101 (48.6) 811 (45.8)
51-60 782 (39.6) 79 (38) 703 (39.7)
>61 102 (5.2) 11(5.3) 91 (5.1)
Education level (n, %) 3.958 0412
Middle school or below 79 (4.0) 524) 74 (4.2)
Junior high school 1329 (67.2) 133 (63.9) 1196 (67.6)
Tertiary college 472 (23.9) 57 (27.4) 415 (23.5)
Bachelor degree or above 97 (4.9 13 (6.3) 84 (4.7)
Marital status (n, %) 0382 0.537
Single 93 (4.7) 8(3.8) 85 (4.9)
Married 1884 (95.3) 200 (96.2) 1684 (84.6)
Health status (n, %) 7.961 0.019*
Good 1297 (65.6) 120 (57.7) 1177 (66.5)
General 576 (29.1) 71 (34.1) 505 (28.5)
Poor 104 (5.3) 17 (8.2) 87 (4.9)
Type of medical practice (n, %) 13.153 0.001**
Traditional Chinese medicine 85 (4.3) 16 (7.7) 69 (3.9)
Western medicine 788 (39.9) 63 (30.3) 725 (41)
Traditional Chinese & Western medicine 1104 (55.8) 129 (62) 975 (55.1)
Income level (n, %) 34.078 <0.0071%**
High 40 (2.0 15(7.2) 25(1.4)
General 664 (33.6) 56 (26.9) 608 (34.4)
Low 1273 (64.4) 137 (65.9) 1136 (64.2)
Number of people covered (n, %) 11.687 0.02*
<500 130 (6.6) 5(24) 125(7.1)
501-1000 432(21.9) 50 (24) 382 (21.6)
1001-2000 729 (36.9) 74 (35.6) 655 (37)
2001-3000 450 (22.8) 44 (21.2) 406 (23)
>3001 236 (11.9) 35(16.8) 201 (11.4)
Community activity (n, %) 5.787 0.055
Yes 488 (24.7) 45(21.6) 443 (25.0)
General 846 (42.8) 80 (38.5) 766 (43.3)
No 643 (32.5) 83(39.9) 560 (31.7)
Occupational satisfaction (n, %) 45839 <0.007%***
Dissatisfaction 302 (15.3) 65 (31.3) 237 (134)
Neutral 1083 (54.8) 92 (44.2) 991 (56.0)
Satisfaction 592 (29.9) 51(24.5) 541 (30.6)
Work environment satisfaction (n, %) 18.200 <0.007***
Dissatisfaction 269 (13.6) 43 (20.7) 226 (12.8)
Neutral 1004 (50.8) 115(55.3) 889 (50.3)
Satisfaction 704 (35.6) 50 (24) 654 (37)
Doctor—patient relationship satisfaction (n, %) 91.769 <0.007***
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Table 1 (continued)
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Characteristic Total Medical disputes Statistics
(N=1977) Yes (n=208) No (n=1769) X/t P
Dissatisfaction 141 (7.1) 45 (21.6) 96 (5.4)
Neutral 948 (48.0) 112 (53.8) 836 (47.3)
Satisfaction 888 (44.9) 51(24.5) 837 (47.3)
Turnover intention (n, %) 30.293 <0.007***
Yes 927 (46.9) 135 (64.9) 792 (44.8)
No 1050 (63.1) 73 (35.1) 977 (55.2)
Continuing training (n, %) 0.258 0.627
Yes 1930 (97.6) 202 (97.1) 1728 (97.7)
No 47 (2.4) 6(2.9) 41(2.3)
Risk and legal training (n, %) 1.860 0173
Yes 1133 (57.3) 110 (52.9) 1023 (57.8)
No 844 (42.7) 98 (47.1) 746 (42.2)
Medical liability insurance (n, %) 0.225 0.635
Yes 1091 (55.2) 118 (56.7) 973 (55)
No 886 (44.8) 90 (43.3) 796 (45)
Post competency (mean+SD) 4156+7.43 3931+7.64 41.83+7.00 23.563 <0.007***
*P<0.05, **P<0.01, **P<0.001
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Fig. 2 Distribution of Propensity Scores

Our study has revealed that, despite the fact that the
incidence of medical disputes in VCs is relatively low,
the DPR within these settings remains notably harmoni-
ous. However, it is also important to recognize that the
post competency of village doctors plays a pivotal role in
maintaining this harmony. Specifically, our findings indi-
cate that village doctors who possess a high level of post
competency are less likely to encounter medical disputes.
This finding has not been reported in previous studies [3,

22], mainly because, to the best of our knowledge, our
study is the first to explore the relationship between vil-
lage doctors’ post competency and medical disputes. This
protective factor is crucial in preserving the trust and
respect that characterizes the DPR in rural communities.
In addition, our study found that the village doctor’s post
competency score was around 40 (weighted total score
was 51), meaning that the village doctor possesses less
than 80% of the desired service ability. This observation
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Fig. 3 Histogram of differences in variables before and after PSM

suggests that there is still room for improvement in the
village doctor’s service delivery capabilities. It is impor-
tant to note that the service ability of village doctors
plays a crucial role in providing healthcare to rural com-
munities, and thus, it is essential to identify areas for
improvement and take necessary measures to enhance
their capabilities. This could include providing additional
training, resources, and support to village doctors to help
them better serve their patients and communities. By
enhancing the service competency of village doctors, we
can further strengthen the already strong bonds between
medical professionals and their patients in these settings.

Interestingly, our study found that village doctors who
specialize in western medicine are less likely to have
medical disputes than traditional Chinese medicine. This
finding is intriguing given the historical context of medi-
cal development. Traditionally, Chinese medicine evolved
through empirical practice, focusing on holistic heal-
ing and gradual conditioning of the body [23]. Western
medicine, on the other hand, has leaned heavily on scien-
tific advancements and technological innovations, result-
ing in a more standardized and quantifiable approach
to healthcare [24]. In contemporary times, western
medicine relies heavily on extensive experimental data,
ensuring rapid and efficient outcomes. This precision
and predictability likely contribute to the reduced likeli-
hood of medical disputes among western medicine prac-
titioners in rural areas. Conversely, traditional Chinese
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medicine often emphasizes long-term conditioning and
gradual improvement, which may not yield immediate
visible results. This slower pace of treatment and more
subjective approach to healing could potentially lead
to increased misunderstandings and disputes between
patients and practitioners. As western medicine contin-
ues to gain popularity and acceptance in rural areas, it is
becoming increasingly apparent that its scientific founda-
tion and quantifiable outcomes contribute to a smoother
DPR, thereby reducing the incidence of medical disputes.
This finding is not only a testament to the progress of
western medicine but also highlights the need for tradi-
tional Chinese medicine to adapt and evolve to meet the
changing needs and expectations of modern healthcare.
Different from other studies [25, 26], this study
showed that high income is associated with high medi-
cal disputes. This may sound like a difficult conclusion
to understand, because many studies have shown that
dissatisfaction with income, among both doctors and
patients, was associated with worse DPR [27] and medi-
cal disputes. However, different from doctors in Town-
ship Health Centers (THC) and large public hospitals,
village doctors in China have no fixed working hours
and often work when there are patients [28]. They rarely
have fixed salaries or performance, and their income is
often linked to the number of patients. Therefore, the
higher the income of village doctors, the more patients
they treat, and the higher the probability of encountering
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Table 2 Socio-demographic characteristics and key variables of participants after PSM

Variables Medical disputes Statistics
Yes (n=206) No (n=769) X3/t P
Gender (n, %) 0.102 0.750
Male 156 (75.7) 574 (74.6)
Female 50 (24.3) 195 (25.4)
Age (n, %) 0.341 0.952
<40 17 (8.3) 56 (7.3)
41-50 101 (49.0) 385 (50.1)
51-60 77 (37.4) 291 (37.8)
>61 11 (5.3) 37 (4.8)
Education level (n, %) 1.551 0.671
Middle school or below 52.4) 28 (3.6)
Junior high school 133 (64.6) 514 (66.8)
Tertiary college 57 (27.7) 193 (25.1)
Bachelor degree or above 11(5.3) 34 (44)
Marital status (n, %) 0.748 0387
Single 8(3.9) 212.7)
Married 198 (96.1) 748 (97.3)
Health status (n, %) 4.505 0.105
Good 120 (58.3) 497 (64.6)
General 70 (34.0) 236 (30.7)
Poor 16 (7.8) 36 (4.7)
Type of medical practice (n, %) 9.463 0.009*
Traditional Chinese medicine 16 (7.8) 30(3.9)
Western medicine 63 (30.6) 305 (39.7)
Traditional Chinese & Western medicine 127 (61.7) 434 (56.4)
Income level (n, %) 19.199 <0.001*
High 15(7.3) 14 (1.8)
Neutral 55(26.7) 263 (34.2)
Low 136 (66.0) 492 (64.0)
Number of people covered (n, %) 9.043 0.06
<500 5(24) 51(6.6)
501-1000 50 (24.3) 166 (21.6)
1001-2000 73 (354) 293 (38.1)
2001-3000 43 (20.9) 167 (21.7)
>3001 35(17.0) 92 (12.0)
Community activity (n, %) 4685 0.096
Yes 45(21.8) 188 (24.5)
General 80 (38.8) 340 (44.2)
No 81(39.3) 241 (31.3)
Occupational satisfaction (n, %) 43,157 <0.001*
Dissatisfaction 65 (31.5) 96 (12.5)
Neutral 90 (43.7) 447 (58.1)
Satisfaction 51 (24.8) 226 (29.4)
Work environment satisfaction (n, %) 16.894 <0.001*
Dissatisfaction 42 (20.4) 92 (12.0)
Neutral 114 (55.3) 391 (50.8)
Satisfaction 50 (24.3) 286 (37.2)
Doctor—patient relationship satisfaction (n, %) 65.568 <0.001*

Dissatisfaction 44 (21.4) 43 (5.6)
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Table 2 (continued)
Variables Medical disputes Statistics
Yes (n=206) No (n=769) X3/t P
Neutral 111(53.9) 365 (47.5)
Satisfaction 51(24.8) 361 (46.9)
Turnover intention (n, %) 25.567 <0.001*
Yes 133 (64.6) 344 (44.7)
No 73 (354) 425 (55.3)
Continuing training (n, %) 0.348 0.555
Yes 200 (97.1) 752 (97.8)
No 6(2.9) 17(2.2)
Risk and legal training (n, %) 1.201 0.273
Yes 108 (52.4) 436 (56.7)
No 98 (47.6) 333(433)
Medical liability insurance (n, %) 1.431 0.232
Yes 116 (56.3) 397 (51.6)
No 90 (43.7) 372 (48.4)
Post competency (mean+SD) 39.34+7.65 4191+£693 21404 <0.007%**
*P<0.05, **P<0.01, **P<0.001
Table 3 Influencing factors of multivariate regression of medical disrupts model after PSM
Medical Disputes Model 1 Model 2
Post competency 0.951(0.930,0.972)*** 0.966 (0.940,0.993)*
Type of medical practice
Traditional Chinese medicine Ref
Western medicine 0.340 (0.164,0.704)**

Traditional Chinese & Western medicine
Income level
Low
Average
High
Occupational satisfaction
Dissatisfaction
Average
Satisfaction
Work environment satisfaction
Dissatisfaction
Average
Satisfaction
Doctor—patient relationship
Dissatisfaction
Average
Satisfaction
Turnover intention
Yes
No

0.530 (0.264,1.066)

Ref
1.239 (0.827,1.856)
4928 (2.039,11.911)***

Ref
0.344 (0.216,0.550)***
0.603 (0.327,1.110)

Ref
1.330(0.799, 2.215)
0.814 (0430, 1.541)

Ref
0.401 (0.240, 0.668)***
0.200 (0.113, 0.355)***

1.588 (1.083, 2.327)*
Ref

*P<0.05,**P<0.01, ***P<0.001
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medical disputes. An increase in patients inevitably leads
to a substantial rise in the demand for medical services
and workloads. This heightened demand can gradually
erode village doctors’ patience and empathy, adversely
affecting the duration and quality of consultations and
doctor—patient communication [29, 30]. Such challenges
may contribute to patient dissatisfaction and, in some
cases, escalate into doctor—patient conflicts. Moreover,
the high-intensity work environment faced by village
doctors often results in physical exhaustion and height-
ened psychological stress, which can compromise pro-
fessional performance and the quality of medical care,
thereby increasing the likelihood of medical errors and
exacerbating the risk of disputes [31, 32]. It is also impor-
tant to note that village doctors with higher income is
frequently perceived by patients as providers of higher
quality medical services. This perception often elevates
patient expectations regarding the standard of care they
anticipate receiving. When these heightened expecta-
tions are not met, patients may experience dissatisfaction
[33], which could manifest as complaints, grievances,
or even disputes. In addition, village doctors rarely have
administrative staff, and village doctors are their own
administrative staff, so they have to negotiate or ask a
third party to handle disputes.

Our study found that harmonious DPR can significantly
reduce the occurrence of medical disputes. The DPR is
the interactive relationship in the medical service activi-
ties between doctors and patients, as well as between the
individuals and social groups that are closely related to
the interests of both parties [34]. Several studies reported
that harmonious DPR can promote social harmony, and
trusting relationship can improve patients’ ability to cope
with disease [35-37]. On the contrary, from patients’
perspective, poor DPR may lead to patients’ distrust of
doctors, and even lead to mental damage, which is not
conducive to the treatment and rehabilitation of patients’
diseases. The DPR between village doctors and patients
is equally important, which is not only a problem unique
to large public hospitals, it is a common problem. Previ-
ous study showed that DPR is seen as the behavior and
attitude of the doctor toward the patient, and the percep-
tion of the patient concerning the caring shown by the
doctor [38]. If doctors can be more patient and tolerant
of the patients’ talk and behavior, it will send a signal of
goodwill that patients can accept and perceive, and even
respond. This will have a positive impact on the next step
of treatment and can improve treatment efficiency, which
is exactly what both doctors and patients need.

This study showed that higher occupational satisfac-
tion was significantly linked with lower medical dis-
putes, which was in line with other studies [39, 40]
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and empirical evidence. A study found that the threat
of malpractice was negatively associated with psychia-
trists’ occupational satisfaction [39]. Job satisfaction is
a multifaceted concept that is influenced by numerous
factors, including colleague communication, income
level, and other variables. It reflects an individual’s
overall sentiment toward their work. For doctors, job
satisfaction frequently correlates with medical dis-
putes. In this context, job satisfaction is not solely con-
cerned with doctors or hospitals; it also encompasses
higher patient satisfaction and a reduction in medical
disputes [41]. Furthermore, our study revealed that
before and after the PSM, 46.9% and 48.9% of village
doctors expressed intentions to leave their positions,
respectively. Notably, doctors who harbored such turn-
over intentions often experienced a higher frequency
of medical disputes. This finding aligns with previous
research, which indicates that many general practi-
tioners are grappling with unmanageable workloads
and increasing administrative demands, among other
challenges [42]. Village doctors are similarly situated
and often contemplate resigning as a means of escape.
Under such excessive pressure, medical disputes
become an inevitable occurrence.

Strengths and limitations

Our research offers valuable insights into the factors
that influence medical disputes among village doctors
and the intricate relationship between their post com-
petency and these disputes. To the best of our knowl-
edge, our study stands out as one of the pioneers in
exploring this relationship and the first to adopt such
a comprehensive approach. Consequently, our findings
enrich the limited evidence on this subject. However, it
is important to acknowledge that our study has certain
limitations. Firstly, as with most cross-sectional studies,
establishing a causal relationship between medical dis-
putes and post competency remains challenging. Sec-
ondly, the medical dispute cases examined in this study
were self-reported by village doctors, which may have
introduced a Hawthorne effect, potentially skewing the
results. Thirdly, although we have adjusted for certain
confounding factors, there may still be unknown vari-
ables such as patient health literacy that could influence
our findings. Fourthly, based on the limited insight of
village doctors without experience, this study included
only village doctors with at least five years of experi-
ence, potentially limiting its comprehensiveness by
excluding insights from newer practitioners. Despite
these limitations, our study provides a foundation for
future research and offers valuable insights for improv-
ing the quality of healthcare services in rural areas.
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Practical implications

We recommend that the Chinese government fur-
ther enhances its financial investment and allocation of
resources to VCs, with a focus on strengthening infra-
structure development to comprehensively improve
the primary healthcare environment. Additionally, the
duration of communication during consultations in VCs
should be clearly defined and appropriately extended
to enhance the quality of medical services and foster a
harmonious DPR, simultaneously, strengthening village
doctors’ post competency through training programs,
such as case studies and scenario-based simulations, to
improve their communication and conflict resolution
abilities. These findings can also be extended to other
rural areas in developing countries.

Conclusion

In general, we found that nearly one-tenth participants
reported experiencing medical disputes, and this issue
still needs more attention. Our main findings suggest that
village doctors with high post competency are less likely
to encounter medical disputes. And, we also found that
good at western medicine, high occupational satisfaction,
high satisfaction with the DPR, and village doctors are
less likely to encounter medical disputes. However, high
income level is a risk factor for village doctors to encoun-
ter medical disputes.
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