
Providers’ HIV-related Avoidance Attitude and Patient
Satisfaction

Li Li, PhDa,*, W. Scott Comulada, DrPHa, Zunyou Wu, MD, PhDb, Ying Ying Ding, MDc, and
Weiming Zhu, MDc

aSemel Institute for Neuroscience and Human Behavior, Center for Community Health, University
of California at Los Angeles, Los Angeles, CA, USA
bNational Center for AIDS/STD Control and Prevention, Chinese Center for Disease Control and
Prevention, Beijing, China
cDepartment of Epidemiology, University of California at Los Angeles, Los Angeles, CA, USA

Abstract
This article explores the associations between medical care providers’ attitudes toward patients
living with HIV (PLH) and the service satisfaction reported from general patients. Data were
collected from 40 county-level hospitals in China, including 1,760 service providers and 1,000
patients receiving medical services from the hospitals. Provider and patient assessments were
conducted by self-administered questionnaires and face-to-face interviews, respectively. Random-
effect regression models were used to examine relationships between the providers’ avoidance
attitudes and patient satisfaction at the hospital level while taking into account variations in
demographics and professional experience within each hospital. Service providers’ avoidance
attitudes towards PLH were negatively associated with general patients’ satisfaction with service
providers at the hospital level. The relationship was strong and significant whether or not
adjustments were made for background characteristics. Medical care providers’ stigmatizing
attitudes toward PLH could be a reflection of the providers’ general outlook with all patients. This
study underscores a broader focus for HIV-related stigma reduction interventions in medical
settings at both individual and institutional levels, targeting attitudes toward both HIV/AIDS
patients and the general patient population.
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INTRODUCTION
Stigma and discrimination toward patients living with HIV/AIDS (PLH) remains prevalent
in medical settings and prevents PLH from being tested, receiving services, and adhering to
treatment recommendations.1-9 Previous studies have demonstrated that health-care
providers’ HIV-related stigmatizing attitudes towards PLH are negatively associated with
patients’ satisfaction with health services.10-12 As the AIDS epidemic in China continues to
spread and HIV testing becomes more widely available, the number of PLH seeking health
care will increase and PLH will come across stigma and discrimination. Understanding the
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various dimensions of HIV-related stigma in medical settings is the initial step in
successfully solving this problem.13-15

Stigmatizing attitudes and behaviors in medical settings have been identified as beyond
being associated with HIV/AIDS. Stigmatizing attitudes and behaviors have been
documented toward female and minority patients16,17 as well as patients with mental
illness,18,19 cancer,20 or other disorders.21-23 As most studies on the relationship between
providers’ stigmatizing attitudes and patient satisfaction are disease-specific, there is a need
to reconsider stigma issues and circumstances in a more general framework. We
hypothesized that the impact of providers’ stigmatizing attitudes toward a specific condition
would go beyond the patients with the condition to influence services for other patients. We
aimed to investigate the avoidance attitudes of service providers towards PLH and linked
attitudes to patients’ general satisfaction at the hospital level.

METHODS
Study sites and sampling

Analyses in this article used baseline data collected from October 2008 to December 2009
from 40 county-level hospitals as part of an intervention study. Two groups took part in the
study: 1) service providers working at the hospitals and 2) patients seeking services at the
hospitals during the data collection period. All 40 hospitals in the study have a comparable
number of providers, patient beds, and average patient visits. In China, medical care and
services are delivered through service providers from hospitals and clinics at provincial,
city, county, and township levels as well as village health clinics. County hospitals were
chosen because of their unique position in this hierarchy, as they are the most advanced
local hospitals accessible to most Chinese residents.24,25

In contrast to many Western countries, most residents of China do not have a primary care
physician.26-28 Instead, they normally go to a hospital for medical care without an
appointment. Thus, a person going to a hospital is likely to see the doctor who is on
outpatient duty and available at the time of the visit. A different doctor could be seen during
each time, depending on who is on duty at the time of the visit. Given this cultural context,
we recruited separate provider and patient samples from each hospital and assessed their
relationships at the hospital level.

Data collection
To be eligible for this study, participants had to be age 18 or older; work (for service
providers) or receive services (for patients) at a participating hospital; and voluntarily agree
to participate and sign the informed consent forms. All study documents and procedures
were approved by the Institutional Review Board at the University of California, Los
Angeles, and the Chinese Center for Disease Control and Prevention. All participants were
paid 50 yuan (U.S. $7.50) for their participation.

To recruit providers, our research staff approached randomly selected providers with
standardized scripts to ensure all ethical issues were covered. Recruitment ended when we
reached the target sample of 44 providers from each hospital. On average, the refusal rate
was about 5% across all hospitals.

The Health Provider Survey, developed specifically for this study, was used for data
collection. This self-administered questionnaire contained a total of 167 questions on topics
ranging from demographics, medical training and practice, attitudes, and behavior intent
towards patients living with HIV/AIDS. Providers filled out the survey alone in a private
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room, although a trained interviewer was available to answer questions during the
assessment.

Twenty-five patients in each of the 40 hospitals were randomly approached to take part of a
“Health Service Study.” Interested participants would be given an informed consent in an
interview room by research staff. Recruitment ended when a total of 25 patients from each
hospital gave their consent to participate. The refusal rate for patients was about 13% across
all hospitals. Six patients across five hospitals were missing demographic information and
were excluded from analysis; the analysis sample was reduced from 1000 patients to 994.
Two providers were also missing demographic information. This did not reduce the sample
size further because hospital-averaged observations rather than individual provider
observations were analyzed.

Patient assessment was conducted as face-to-face interviews. Trained assessment
interviewers asked participating patients 66 questions regarding demographics, access to
care, service satisfaction, and individual health behaviors. The interviews lasted 30 to 45
minutes on average.

Instruments and measures
Providers: avoidance attitude of HIV patients—An avoidance attitude measure was
constructed to assess the level of avoidance intent among service providers toward PLH
during their daily work. The measure was adapted from Herek29 and featured eight items
based on the following questions: 1) If HIV-positive patients visit the hospital, you are
willing to provide all services needed; 2) If your superior asked you to do a physical
examination of a known HIV-positive patient, you would be willing to do so; 3) If you
worked with HIV-positive patients, you would provide the same quality of care to them that
you provide to other patients; 4) You would interact with HIV-positive patients just like
other patients; 5) You would wish that you could change your job so that you would not
have to deal with HIV-positive patients; 6) You would feel afraid to interact with HIV-
positive patients; 7) If you had to choose between a hepatitis B patient and an HIV-positive
patient, you would select the former to provide service; and 8) If you were to choose
between a leukemia patient and a HIV+ patient, you would select the former to provide
service. Responses to each statement ranged from 1 (strongly agree) to 5 (strongly disagree).
By adding the eight items, we constructed a 40-point continuous measure. The directions of
item 5, 6, 7, and 8 were reversed so that higher numbers indicate higher levels of avoidance
attitude toward HIV-positive patients at work. Cronbach’s alpha was 0.84, implying good
inter-item reliability.

Patients: satisfaction towards providers—Satisfaction towards hospital service
providers assessed the level of satisfaction among patients towards providers of the hospital
where they received medical services. It was measured by nine items: 1) providers in this
hospital respect me; 2) providers in this hospital are warm with me; 3) providers in this
hospital follow working ethics; 4) providers in this hospital are careful to check everything
with me; 5) I trust the providers in this hospital; 6) providers in this hospital are concern
about my personal situation; 7) providers in this hospital are very helpful to me; 8) providers
in this hospital can think from my perspective; and 9) providers in this hospital treat me with
respect. All items were coded as 1 (disagree) to 3 (agree). By adding the nine items, we
constructed a 27-point continuous measure. A higher score of the scale indicates a higher
level of patient satisfaction toward service providers at the hospital. Cronbach’s alpha was
0.87, implying good inter-item reliability.

We also collected the following demographical information: age, gender, and education
level from both providers and patients. For provider sample, professional data such as year
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of education and months in the medical field were also collected. Family income as an
indicator of socioeconomic status was collected from patients only.

Statistical analysis
Descriptive statistics were used to summarize the demographic and background
characteristics of providers and patients. In order to assess variation in avoidance attitudes
toward PLH and patient satisfaction across hospitals, we report intraclass correlations (ICC
= σb / (σb + σw). Variation between (σb) and within (σw) hospitals was estimated by linear
random-effect regression (i.e., hierarchical linear regression). A Z-statistic is reported to
indicate the significance of hospital variation (σb) in the model. The aim of this study was to
examine the relationship between a provider’s avoidance attitude toward PLH and general
patient satisfaction towards providers. Given the fact that we could not link providers to
patients at the individual level, we estimated this relationship at the hospital level. Patient
observations from each hospital were linked to the mean of the provider observations from
that hospital. Linear random-effect regression examined the association between patients’
satisfaction with hospital-averaged providers’ avoidance attitudes in a single-variable
regression model and a multiple regression model, including additional covariates for
individual patient and hospital-averaged provider background characteristics. We also tested
the significance of two-way interactions between hospital-averaged providers’ avoidance
attitude and significant background characteristics by separately entering them as covariates
into the multiple regression model. Random effects were included for each hospital to
incorporate additional variability that is introduced by correlations between patient
observations within hospitals. Regression models that do not include random effects would
underestimate variation in the regression parameter estimate.

All analyses were conducted using SAS 9.2 software (SAS Institute, Inc., Cary, NC).
Random intercept regressions were modeled with the PROC MIXED procedure.

RESULTS
Characteristics for participating providers and patients are summarized in Table 1. Ages of
the provider sample ranged from 18 to 68 years old, with a mean of 36. Two-thirds of the
providers were women. Slightly more than half (51%) of the sample had post high school
education and nearly 24% reported more than 16 years of education. Nearly half (49.2%) of
the participants were doctors, with nurses (42.8%) and lab technicians comprising the
remainder of the sample. About 24% of the participants reported serving in the medical field
for 7 years or less and 26.0% for 21 years or longer.

The patient sample was older than the provider sample, with a mean age of 37.9; 59% of the
sample were women. About 25% reported an education level of primary school or lower,
and nearly 40% had a high school education or higher. Among patient participants, 33.7%
reported a family income of 1,000 yuan or less per month, 41.9% reported 1,001 to 3,000
yuan, and 24.4% reported family income more than 3,000 yuan. The median family income
of patients in the study was 2,000 yuan.

Table 2 presents results from the multi-variable linear random-effect regression on the
relationship between providers’ HIV-related avoidance attitudes and patient satisfaction,
controlling for socio-demographics. HIV-related avoidance attitudes (ICC = 0.047, Z = 3.01,
P < 0.01) and patient satisfaction (ICC = .17, Z = 3.69, P < 0.01) varied significantly across
hospitals. Demographics accounted for little of the hospital variation in avoidance attitudes
as noted by negligible changes in the ICC (= .050) after adjusting for provider demographic
characteristics in Table 2. Demographics and avoidance attitudes accounted for some
hospital variation in patient satisfaction (ICC = .043 after adjusting for all model covariates
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in Table 2). However, a fair amount of variation remained, highlighting the importance of
our modeling approach that includes random effects to adjust for unexplained variation
across hospitals.

Hospitals with a higher level of HIV-related avoidance attitude among service providers
were significantly associated with less patient satisfaction, both controlling (B = −0.74, SE =
0.15, P < 0.01) and not controlling for other predictors in the model (B = −1.02, SE = 0.16, P
< 0.01). Hospitals with a lower proportion of male providers (B = −4.14, SE = 1.60, P <
0.01) and fewer years of education among patients were associated with greater satisfaction
with service providers in the hospital where they received medical services (B = −0.090, SE
= 0.030, P < 0.01). Two two-way interactions between hospital-averaged provider avoidance
attitudes and significant background characteristics (the proportion of males per hospital and
patients’ years of education) were not significant.

DISCUSSION
Attitudinal indicators are often seen as individual attributes, but collectively, individual
attitudes and behaviors are often influenced by the perception of how other individuals in a
social group behave. Our examination of the relationship between provider attitudes and
patient satisfaction at the hospital level revealed several critical findings regarding social
group behavior. Social norms theory provided us with a framework to understand the
relationships found at the hospital level. Goold and Lipkin31 suggested that organizational
culture could affect staff attitudes and thereby affect patient satisfaction. Barnato and
colleagues32 reported that staff perception of informal norms regarding patient–doctor
familiarity was related to variation in end-of-life treatment intensity. It was also reported in a
previous study that the personal attitudes of service providers matched their perceived social
norms (i.e., their reported personal attitudes may result from a blend of social reality and
personal interpretation).33 At the institutional level, deeply rooted norms within each
hospital can play an important role and result in various levels of avoidance attitude towards
patients among the hospitals involved. Institutional norms could also be influenced by other
factors such as education, training, and policy implementation. For instance, HIV-related
stigma and discrimination in different hospitals might be attributed to structural factors
shared by all providers. Providers’ avoidance of PLH could be related to the lack of
universal precaution supplies and procedures in the hospital, and the fear of contracting
HIV.7,8 Therefore, to achieve attitudinal and behavioral changes, interventions and training
programs for service providers should undertake the task of changing social norms in the
medical community.

This study found that providers’ avoidance attitudes toward patients living with HIV were
highly negatively correlated with general patients’ satisfaction with service providers in the
hospital. How providers in medical settings perceive or feel about patients influence their
behaviors towards patients and, in turn, affect patients’ satisfaction. Beach and colleagues
found that patients who are better ‘liked” by their physicians are more satisfied with their
care.34 It is possible that a provider’s stigmatizing attitude toward patients with certain
diseases could be related to his/her attitude toward patients with other characteristics.
Previous studies suggest that service providers’ negative attitudes toward patients are
possibly related to their own work stress or emotional exhaustion.35-39 Thus, providers’
HIV-related avoidance becomes a reflection of general attitudinal problems toward all
patients with or without HIV/AIDS. Service providers’ stigmatizing attitudes toward a
specific condition may go beyond the patients with the condition and influence services for
other patients as well. Our findings call for a broader focus to HIV-related stigma
interventions among service providers.
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Several limitations need to be addressed. First, the patient sample was selected from the
hospital waiting rooms, which might not be representative of all patients visiting the
facilities. Second, only basic demographic and background variables were included in the
analyses; other potential factors related to patient satisfaction or provider attitudes were not
accounted for. Moreover, because this was a cross-sectional study, the temporal direction of
the association under study cannot be identified. Finally, information bias was also possible
because all the measures in this study were self-reported.

Despite these limitations, this study has implications for designing and implementing stigma
reduction interventions in medical settings. Our study suggests that HIV-related stigma may
reflect part of providers’ general attitudes and behaviors. Thus, HIV-related stigma
reduction interventions in hospital settings need to address factors at both individual and
institutional levels, target stigmatizing attitudes towards all patients, and reinforce
professional conduct and medical ethics.

Acknowledgments
This paper was completed with the support of the National Institute of Mental Health (R01-MH081778).

REFERENCES
1. Kelly JA, St.Lawrence JS, Smith S, et al. Stigmatization of AIDS patients by physicians. Am J

Public Health. 1987; 77:789–791. [PubMed: 3592030]

2. Gerbert B, Maguire BT, Bleecker T, et al. Primary care physicians and AIDS: attitudinal and
structural barriers to care. JAMA. 1991; 266:2837–2842. [PubMed: 1942450]

3. Chesney MA, Smith AW. Critical delays in HIV testing and care: the potential role of stigma. Am
Behav Sci. 1999; 42:1162–1174.

4. Kalichman SC, Simbayi LC. HIV testing attitudes, AIDS stigma, and voluntary HIV counselling
and testing in a black township in Cape Town, South Africa. Sex Transm Inf. 2003; 79:442–447.

5. Parker R, Aggleton P. HIV and AIDS-related stigma and discrimination: a conceptual framework
and implications for action. Soc Sci Med. 2003; 57:13–24. [PubMed: 12753813]

6. Wolfe WR, Weiser SD, Bangsberg DR, et al. Effects of HIV-related stigma among an early sample
of patients receiving ARV therapy in Botswana. AIDS Care. 2006; 18:931–933. [PubMed:
17012082]

7. Li L, Wu Z, Wu S, et al. HIV-related stigma in health care settings: a survey of service providers in
China. AIDS Patient Care STDs. 2007; 21:753–762. [PubMed: 17949274]

8. Nyblade L, Stangl A, Weiss E, et al. Combating HIV stigma in health care settings: what works? J
Int AIDS Society. 2009; 12:15.

9. UNAIDS. HIV-related Stigma and Discrimination: A Summary of Recent Literature. UNAIDS;
Geneva, Switzerland: 2009. New York

10. Webb A, Bower DA, Gill S. Satisfaction with nursing care: a comparison of patients with HIV/
AIDS, non-HIV/AIDS infectious diseases, and medical diagnoses. J Assoc Nurses AIDS Care.
1997; 8:39–46. [PubMed: 9152890]

11. Cederfjäll C, Wredling R. The expressed needs of a group of HIV-infected gay men subsequent to
hospital care. J Assoc Nurses AIDS Care. 1999; 10:66–74. [PubMed: 10065411]

12. Wolosin RJ. HIV/AIDS patient satisfaction with hospitalization in the era of highly active
antiretroviral therapy. J Assoc Nurses AIDS Care. 2005; 16:16–25. [PubMed: 16433106]

13. Chen J, Choe MK, Chen S, et al. Community environment and HIV/AIDS related stigma in China.
AIDS Educ Prev. 2005; 17:1–11. [PubMed: 15843106]

14. Hesketh T, Duo L, Li H, et al. Attitudes to HIV and HIV testing in high prevalence areas of China:
informing the introduction of voluntary counseling and testing programs. Sex Transm Inf. 2005;
81:108–112.

Li et al. Page 6

Health Expect. Author manuscript; available in PMC 2014 March 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



15. Li L, Wu Z, Zhao Y, et al. Using case vignettes to measure HIV-related stigma among health
professionals in China. Int J Epidemiol. 2007; 36:178–184. [PubMed: 17175545]

16. Jones SG, Messmer PR, Charron SA, et al. HIV-positive women and minority patients’ satisfaction
with inpatient hospital care. AIDS Patient Care STDs. 2002; 16:127–134. [PubMed: 11945209]

17. Rao D, Pryor JB, Gaddist BW, et al. Stigma, secrecy, and discrimination: ethnic/racial differences
in the concerns of people living with HIV/AIDS. AIDS Behav. 2008; 12:265–271. [PubMed:
17588146]

18. Link BG, Struening EL, Neese-Todd S, et al. The consequences of stigma for the self-esteem of
people with mental illnesses. Psychiatr Serv. 2001; 52:1621–1626. [PubMed: 11726753]

19. Sirey JA, Bruce ML, Alexopoulos GS, et al. Perceived stigma and patient-rated severity of illness
as predictors of antidepressant drug adherence. Psychiatr Serv. 2001; 52:1615–1620. [PubMed:
11726752]

20. Macdonald LD, Anderson HR. Stigma in patients with rectal cancer: a community study. J
Epidemiol Commun Health. 1984; 38:284–290.

21. Bush TB, Cherkin D, Barlow W. The impact of physician attitudes on patient satisfaction with care
of low back pain. Arch Fam Med. 1993; 2:301–305. [PubMed: 8252151]

22. Dodor EA. Health professionals expose TB patients to stigmatization in society: insights from
communities in an urban district in Ghana. Ghana Med J. 2008; 42:144–148. [PubMed: 19452022]

23. Lovi R, Barr J. Stigma reported by nurses related to those experiencing drug and alcohol
dependency: a phemonenological study. Contemp Nurse. 2009; 33:166–178. [PubMed: 19929161]

24. Davis D, Chapman N. Turning points in Chinese healthcare: crisis or opportunity? Yale-China
Health J. 2002; 11:3–6.

25. Brown PH, Theoharides C. Health-seeking behavior and hospital choice in China’s new
cooperative medical system. Health Economics. 2009; 18:S47–S64. [PubMed: 19551751]

26. Hou, T. [Accessed April 18, 2010] The Chinese primary care system: its evolution, challenges and
legal aspects of reform [College Undergraduate Research electronic journal]. Available at:
repository.upenn.edu/cgi/viewcontent.cgi?article=1120&context=curej

27. Wannian, L.; Chan, DKY. [Accessed April 22, 2010] Community health care reform and general
practice training in China—lessons learned [Medicine Education Online]. Available at: http://med-
ed-online.net/index.php/meo/article/view/4366/4548

28. Wang J, Kushner K, Frey JJ III, et al. Primary care reform in the Peoples’ Republic of China:
implications for training family physicians. Fam Med. 2007; 39:639–643. [PubMed: 17932797]

29. Herek, GM. [Accessed April 23, 2010] AIDS and stigma: 1999 survey items [University of
California, Davis web site]. Available at: psychology.ucdavis.edu/rainbow/html/
Stigma_items_99.pdf

30. Weiss, RE. Modeling Longitudinal Data. Springer; New York, NY: 2005.

31. Goold SD, Lipkin M. The doctor–patient relationship challenges, opportunities, and strategies. J
Gen Intern Med. 1999; 14:S26–S33. [PubMed: 9933492]

32. Barnato AE, Bost JE, Farrell MH, et al. Relationship between staff perceptions of hospital norms
and hospital-level end-of-life treatment intensity. J Palliative Med. 2007; 10:1093–1100.

33. Li L, Liang LJ, Wu ZY, et al. Individual attitudes and perceived social norms: Reports on HIV/
AIDS related stigma by service providers in China. Int J Psychol. 2009; 44:443–450. [PubMed:
20090857]

34. Beach MC, Roter DL, Wang NY, et al. Are physicians’ attitudes of respect accurately perceived by
patients and associated with more positive communication behaviors? Patient Educ Counsel. 2006;
62:347–354.

35. Suokas J, Lönnqvist J. Work stress has negative effects on the attitudes of emergency personnel
towards patients who attempt suicide. Acta Psychiatrica Scandinavica. 1989; 79:474–480.
[PubMed: 2750548]

36. Cydulka R, Lyons J, Moy A, et al. A follow-up report of occupational stress in urban EMT-
paramedics. Ann Emerg Med. 1989; 18:1151–1156. [PubMed: 2817558]

37. Firth-Cozens J, Greenhalgh J. Doctors’ perceptions of the links between stress and lowered clinical
care. Soc Sci Med. 1997; 44:1017–1022. [PubMed: 9089922]

Li et al. Page 7

Health Expect. Author manuscript; available in PMC 2014 March 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://repository.upenn.edu/cgi/viewcontent.cgi?article=1120&context=curej
http://med-ed-online.net/index.php/meo/article/view/4366/4548
http://med-ed-online.net/index.php/meo/article/view/4366/4548
http://psychology.ucdavis.edu/rainbow/html/Stigma_items_99.pdf
http://psychology.ucdavis.edu/rainbow/html/Stigma_items_99.pdf


38. Wong J. Doctors and stress. Med Bulletin. 2008; 6(13):4–7. Available at www.fmshk.org/database/
articles/03mb1_3.pdf.

39. Argentero P, Dell’Olivo B, Ferretti MS. Staff burnout and patient satisfaction with the quality of
dialysis care. Am J Kidney Dis. 2008; 51:80–92. [PubMed: 18155536]

Li et al. Page 8

Health Expect. Author manuscript; available in PMC 2014 March 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.fmshk.org/database/articles/03mb1_3.pdf
http://www.fmshk.org/database/articles/03mb1_3.pdf


N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Li et al. Page 9

Table 1

Description of provider sample (n=1,760) and patient sample (n=1,000)

Demographic characteristics Number %

Service Providers

Age (in years)

 18-30 511 29.1

 31-40 748 42.5

 41-50 396 22.5

 51 or older 104 5.9

Gender

 Female 1188 67.5

 Male 572 32.5

Years of education

 12 years or less 443 25.2

 13-16 years 897 51.0

 17 years or more 419 23.8

Profession

 Doctor 866 49.2

 Nurse 754 42.8

 Lab technician/other 140 8.0

Years in medical field

 7 years or less 422 24.0

 8 -14 years 442 25.1

 15- 20 years 438 24.9

 21 years or more 458 26.0

Avoidance Attitude Scale (Mean ± SD) 18.6 4.2

Patients

Age (in years)

 18-30 379 38.0

 31-40 259 26.0

 41-50 158 15.8

 51 or older 202 20.2

Gender

 Female 589 58.9

 Male 411 41.1

Education

 Primary school or lower 247 24.7

 Junior high 356 35.6

 High school or higher 397 39.7

Family income (in Yuan)

Less than 2,000 429 43.1

2,001 or more 567 56.9
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Demographic characteristics Number %

Satisfaction with Providers Scale (Mean ± SD) 24.2 3.5
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Table 2

Linear random-effect regression model for predicting patients’ satisfaction from hospital-averaged providers’
avoidance attitude, controlling for patient and provider socio-demographics

Patient Satisfaction

Covariates Coefficient SE P-value

Characteristics of providers at hospital level

 Avoidance attitude −0.74 0.15 < .01

 Age −0.19 0.29 .51

 Gender (Male) −4.14 1.60 .01

 Year of education −0.48 0.39 .22

 Months in medical field 0.029 0.024 .22

Characteristics of individual patients

 Age −0.00040 0.0083 .96

 Gender (Male) 0.090 0.22 .68

 Year of education −0.090 0.030 < .01

 Patient income (≥2000) 0.23 0.23 .33
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