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Abstract

This article explores the persistent issue of assaults on medical staff in China that are un‑
related to malpractice, which exacerbate tensions in doctor–patient relationships. These
conflicts are primarily fueled by factors such as the disparity between doctors and patients,
unequal distribution of medical resources, and inadequacies in the legal protection system.
Drawing on Foucault’s micro‑power theory, this research proposes a tripartite governance
model that includes reconfiguring medical resources through public–private partnerships,
implementing proactive legal mechanisms such as hospital‑embedded policing systems,
and establishing mandatory protocols for treatment explanations to reduce information
asymmetry. The article also highlights the importance of medical conflict mediation sys‑
tems to effectively resolve disputes and ensure satisfaction for all parties involved.

Keywords: doctor–patient relations; medical security; non‑malpractice‑related assaults;
legal safeguards

1. Introduction
The deterioration of doctor–patient relationships in China has reached critical levels.

According to the White Paper on Chinese Physicians’ Practice Status released by the Chi‑
nese Medical Doctor Association in 2018, among 42,838 respondents, only 34% of doctors
reported never having personally experienced violent attacks on medical staff, while 66%
had encountered doctor–patient conflicts of varying degrees (Chinese Medical Doctor As‑
sociation 2018). Another study shows that, Chinese medical institutions reported 345 vio‑
lent incidents between 2000 and 2020, in which 54 involvedmurdered victims (Zhang et al.
2021). Moreover, in theWork Report of The Supreme People’s Procuratorate, a total of 427
people were prosecuted for crimes involving attacks on or harassment of medical person‑
nel in 2021 (The Supreme People’s Procuratorate of the People’s Republic of China 2022).
The frequent occurrence of violent acts against medical staff has garnered significant atten‑
tion from several sectors. This phenomenon transcends individual disputes, reflecting sys‑
temic failures in China’s healthcare architecture. China’s healthcare reforms must address
not only institutional organization but also the power asymmetries embedded in clinical
encounters (Zhou and Grady 2016). This dual focus is essential for cultivating trust—the
cornerstone of therapeutic alliances in medical practice (Hall et al. 2002).

However, existing scholarship predominantly examines doctor–patient tensions
through empirical lenses. For instance, some scholars suppose that the tension in doctor–
patient interactions arises due to a lack of trust mechanisms, as well as unfamiliarity be‑
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tween doctors and patients (Lv 2024). The issue stems from the intrinsic structure of hos‑
pitals as urban medical facilities, which inevitably give rise to impersonal interactions be‑
tween doctors and patients. As a result, the trust mechanisms now in place have little
effectiveness in enhancing these relationships (Li et al. 2019). Some researchers argue that
it is important to examine the development of doctor–patient interactions in China from
a historical standpoint, focusing on the concept of power (Zhou and Grady 2016). More‑
over, research shows the doctor–patient relationship requires balancing clinical expertise
and patient accessibility. This requires striking a calibrated equilibrium between tempo‑
ral constraints of clinical encounters and discursive reciprocity (Yan 2023). While valuable,
these approaches neglect themeso‑level institutional dynamics—particularly howChina’s
“three‑tier hospital system” structurally allocates bothmedical resources and epistemic au‑
thority. Tertiary hospitals handle 58% of outpatient visits but employ only 22% of doctors
(National Health Commission 2022). This concentration of expertise creates Foucaultian
“zones of power contestation” where patients’ lay knowledge clashes with biomedical au‑
thority (Wu and Yuan 2017).

Foucault’s micro‑power theory deconstructs power into a decentralized network that
permeates daily interactions, emphasizing its invisible operation through knowledge pro‑
duction and disciplinarymechanisms (Turkel 1990). In the doctor–patient relationship, the
doctor’s authority—rooted in institutional recognition of medical knowledge (e.g., profes‑
sional certification)—creates a power gap. Hospital processes (e.g., waiting rules, treat‑
ment protocols) further reinforce this asymmetry through disciplinary mechanisms. This
symbiotic relationship between power and knowledge often makes patients dissatisfied
due to information blind spots and institutional passivity, which may eventually turn into
violent conflicts. This study uses this theory to reveal that the essence of doctor—patient
conflicts is not only an individual dispute, but also an external manifestation of the imbal‑
ance in the micro‑power structure within the medical system, providing a theoretical basis
for reconstructing an equal interaction mechanism.

Analyzing from the paradigm of Foucault’s micro‑power theory, the doctor–patient
relationship within the realm of power relations primarily encompasses two specific di‑
mensions: the inherent authority of doctors derived from their professional medical exper‑
tise, and the autonomous cognitive agency and power possessed by patients (Liu and Jia
2017). Consequently, whether harmony and unity can be achieved in the doctor–patient
relationship hinges on whether a dynamic equilibrium is attained through the interplay
and negotiation of these two dimensions of power. While Foucault’s power–knowledge
dyad illuminates status disparities in clinical encounters, its application requires contex‑
tualization within China’s unique medico‑legal landscape. Moreover, the logical linkages
between these aspects must be explained, and management strategies from various view‑
points must be integrated.

2. Uncovering the Truth Behind Malicious Attacks on Doctor
In December 2019, Sun Wenbin admitted his mother to Civil Aviation General Hospi‑

tal but grewdissatisfiedwithDr. YangWen’s treatment, harboring resentment andplotting
revenge. On December 24, he used a premeditated sharp knife to repeatedly stab Dr. Yang
in the emergency room, causing her death. The court ruled that Sun’s actions constituted
intentional homicide, noting the crime’s extreme viciousness, cruel methods, severe con‑
sequences, and significant social harm. While Sun voluntarily surrendered and confessed
post‑crime, these factors were deemed insufficient to mitigate punishment due to the of‑
fense’s gravity. He was sentenced to the highest penalty under the law in the first‑instance
judgment, highlighting the judiciary’s strict stance against violent attacks on medical pro‑
fessionals (China Court 2019). Another highly publicized case occurred in 2020; a violent
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attack onmedical staff occurred at Beijing ChaoyangHospital. Cui, upset that his eye treat‑
ment results did not meet his expectations, stormed the outpatient department’s seventh
floor with a knife, injuring multiple doctors, nurses, and a bystander. His primary tar‑
get, Dr. Tao Yong—who had restored some vision to Cui despite his severe complications
and had shown concern for Cui’s finances—was brutally chased and slashed from the sev‑
enth to sixth floor. Dr. Tao suffered life‑threatening injuries, including fractures, nerve
and muscle damage, and significant blood loss, leaving him unable to perform surgeries
post‑recovery. Cui was convicted of intentional homicide and sentenced to death with a
two‑year reprieve and lifelong deprivation of political rights (The Supreme People’s Procu‑
ratorate of the People’s Republic of China 2021).

Doctor–patient conflicts are not just disagreements between the two parties, but
rather, they are intricately connected to the underlying social culture and medical system
(Lv 2020). To identify the specific causes of malicious attacks on doctors, this study re‑
trieved 131 criminal judgments (2012–2023) by searching keywords such as “killing med‑
ical staff,” “assaulting medical staff,” “retaliating against doctors,” and “beating doctors”
on China Judgments Online. It should be acknowledged that the above‑mentioned data
and materials serving as the research foundation are not perfect. Firstly, as it is difficult
to obtain data on deviant behavior in China and news reports cannot guarantee complete
accuracy, this study can only use violent acts against medical staff constituting crimes as
recorded in criminal judgments as research samples, even though this is insufficient to fully
reflect the phenomenon of violence against medical personnel. Secondly, the information
contained in the collected criminal judgments also has limitations, as not all criminal judg‑
ments are publicly disclosed. Therefore, the criminal judgments collected in this studymay
only reflect a portion of the cases that have occurred. Despite this, these 131 judgments still
reveal many commonalities and characteristics of such malicious attack cases.

In terms of victims’ identities, the overwhelming majority of victims in violent crimes
againstmedical personnel inChinawere doctors, rather than nurses (Figure 1). By contrast,
numerous studies from outside China have concluded that nurses are the primary victims
of most violent attacks on nurses. This cross‑cultural difference in victim occupations has
been confirmed by other research (Sun et al. 2017), which is one reason why this study
focuses on the doctor as its research target.
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Figure 1. Victims’ identity in medical violence crime cases (2012–2023). Source: China Judg‑
ments Online.
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Based on relevant factors such as the triggering causes of conflicts, criminal motives,
andwhether criminal tools were prepared, this study classifies these cases into three types:
Hatred‑based crimes, Reactive Attacks, and Fortuitous Incidents (Table 1).

Table 1. Specific Types and Relevant Information of 131 Violent Crimes Against Medical Person‑
nel Cases 1.

Hatred‑Based
Crimes

Reactive
Attacks

Fortuitous
Incidents

Total 43 (32.8%) 75 (57.3%) 13 (9.9%)

The direct causes of crimes

Dissatisfaction with
treatment outcomes 31 (72.1%) 1 (1.3%) 0 (0%)

Dissatisfaction with
medical services 7 (16.3%) 66 (88%) 0 (0%)

Dissatisfaction with
hospital management 0 (0%) 5 (6.7%) 0 (0%)

Dissatisfaction with
dispute resolution 3 (6.9%) 3 (4%) 0 (0%)

Perpetrator’s own
reasons 0 (0%) 0 (0%) 13 (100%)

Other 2 (4.7%) 0 (0%) 0 (0%)
Whether or not crime tools

were prepared
Yes 35 (81.4%) 2 (2.7%) 1 (7.7%)
No 8 (18.6%) 73 (97.3%) 12 (92.3%)

Crime outcomes

Death 14 (32.6%) 0 (0%) 1 (7.7%)
Serious injury 8 (18.6%) 0 (0%) 0 (0%)
Minor injury 9 (20.9%) 24 (32%) 0 (0%)
Slight injury 4 (9.3%) 27 (36%) 4 (30.8%)

Below slight injury 3 (7.0%) 2 (2.7%) 3 (23.1%)
Unknown 5 (11.6%) 22 (29.3%) 5 (38.4%)

Whether the perpetrator was
under the influence of alcohol

Yes 0 (0%) 37 (49.3%) 7 (53.8%)
No 42 (100%) 38 (50.7%) 6 (46.2%)

1 Source: China Judgments Online.

Hatred‑based crimes refer to acts of violently killing or injuring doctors to retaliate
against them under the domination of hatred motives, which constitute violations of crim‑
inal law. In the sample of this study, therewere 43 cases of hatred‑based crimes, accounting
for 32.8% of all cases. Hatred‑based crimes exhibit the following characteristics: (1) The ha‑
tred motive is manifested as the perpetrator’s deep resentment toward the victim and the
pursuit of the victim’s death. (2) The hatred toward the victim primarily stems from the
perpetrator’s dissatisfaction with treatment outcomes. Among the 43 hatred‑based crime
cases, 31 perpetrators’ hatred originated from dissatisfaction with treatment outcomes, ac‑
counting for 72.1% of this crime type (far higher than the proportion in the other two types).
(3) The criminal acts in hatred‑based crimes are mostly premeditated and cruel. In hatred‑
based crime cases, 35 perpetrators prepared criminal tools before committing the crime,
accounting for 81.4% of this type. Driven by hatred and revenge motives and aided by
criminal tools, the means of crime in this category are extremely cruel. (4) Hatred‑based
crimes result in the most severe outcomes. Among these cases, 22 caused serious injuries
or death, exceeding half of the total. Specifically, 14 cases led to victim deaths (32.6% of
this type), and 8 caused serious injuries (18.6%). Compared with other types of violent
crimes against medical personnel, hatred‑based crimes have the gravest consequences.

Reactive attacks refer to criminal acts where perpetrators express their dissatisfaction
by committing offenses due to conflicts with medical institutions over issues such as med‑
ical services or hospital management. In the research sample, there were 75 cases of reac‑
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tive attacks, accounting for 57.3% of all cases. Reactive attacks on medical staff exhibit the
following characteristics: (1) The primary cause of conflict in reactive attacks is the perpe‑
trator’s dissatisfactionwithmedical services. A total of 66 cases (88% of this type) involved
crimes committed due to dissatisfaction with factors such as the speed of medical service
delivery, medical payment procedures, or the attending doctor’s attitude. (2) Reactive at‑
tacks are mostly impromptu, with perpetrators generally not preparing beforehand. Only
1 case (1.3%) involved premeditated preparation of criminal tools. (3) The consequences of
reactive attacks are less severe compared to hatred‑based crimes. None resulted in death
or serious injury; 24 cases (32%) caused minor injuries, and 29 cases (38.7%) resulted in
slight injuries or less. (4) The study also found a high prevalence of pre‑offense alcohol
consumption among perpetrators of reactive attacks. In 37 cases (49.3% of this type), the
perpetrators were under the influence of alcohol when committing the crimes.

Fortuitous incidents refer to crimes committed solely due to the perpetrator’s own rea‑
sons, with the occurrence of the crime being accidental for the victim. In the research sam‑
ple, fortuitous medical violence incidents were the least common, with only 13 cases, ac‑
counting for 9.9%of all cases. Such incidents exhibit the following characteristics: (1) There
is no prior interaction or doctor–patient relationship between the perpetrator and the vic‑
tim before the crime occurs. (2) Perpetrators often commit crimes to vent emotions or
pursue a specific goal, neither of which is related to the victim, who is randomly selected.
(3) A high proportion of perpetrators in fortuitous incidents consumed alcohol before the
crime. In 7 cases (53.8% of this type), the perpetrators were under the influence of alcohol
when committing the offenses.

Through a meticulous analysis of these cases, it becomes strikingly evident that in
118 instances, accounting for 90.1% of the total, both hatred‑based crimes and reactive at‑
tacks were preceded by adverse doctor–patient interactions. Owing to the previously dis‑
cussed “doctor–patient power gap,” when doctors devise diagnosis and treatment plans,
they must consider multifaceted factors such as patients’ medical conditions and physical
constitutions. However, when this information is conveyed to patients, the latter usually
only comprehend basic aspects like treatment results and expenses. Based on this limited
understanding, patients form their own interpretations and expectations, while remaining
unable to fathom the intricate underlying reasons and details. This situation exemplifies
a significant divergence in how the interacting parties perceive the meaning of the infor‑
mation exchanged. In the face of such interpretive discrepancies, effective communication
on an equal footing between doctors and patients proves arduous. Whenever treatment
plans ormedical procedures deviate from patients’ self‑formed understandings and expec‑
tations, patients tend to cast doubt on the doctors’ strategies and the effectiveness of the
treatment. Should the two parties persistently fail to converge in their comprehension of
the information’s significance and value, conflicts will inevitably emerge during their in‑
teractions. These conflicts then escalate into negative dynamics, eventually giving rise to
animosity or dissatisfaction towards doctors.

Two significant violent attacks against Beijing’s medical personnel stemmed mostly
from these communication problems. Though experts said the patient’s condition had im‑
proved greatly, the underlying reason for the Chaoyang Hospital event was the patient’s
discontent with themismatch between the treatment outcomes and their expectations. The
patient in the Civil Aviation Hospital incident refused to follow the doctor’s treatment
plan and lacked appropriate communication throughout the medical process (Peng 2017).
Furthermore, the duration of doctor–patient contact correlates negatively with the inci‑
dence of disputes (Yan 2023). Research findings reveal that perpetrators of violent acts
against medical personnel predominantly have low educational attainments. A staggering
93.3% of them have either received no formal education or only completed basic schooling
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(Chai and Chen 2024). This objective reality strongly suggests that a lower level of educa‑
tion significantly impedes patients’ ability to understand the information communicated
by doctors.

Moreover, the scarcity of sophisticated medical services falls short of meeting peo‑
ple’s expectations for prompt medical care. Fueled by the uneven distribution of medical
resources and heavy reliance on the expertise of healthcare professionals, premier hospi‑
tals grapple with acute shortages in service provision. Consequently, 64.1% of the factors
precipitating criminal acts stem from patients’ discontent with medical services, hospital
administration, or the resolution of medical disputes. Among the 8 incidents linked to
waiting times, 6 attacks triggered by extended waits took place at tertiary medical facili‑
ties. During medical conflicts, patients typically exhibit resistance, driven by information
deficits and an ingrained mistrust of expert decisions (The Paper News 2019).

Ultimately, the persistent incidence of assaults on doctors is indicative of deep‑seated
conflicts within doctor–patient interactions. Patients’ distrust and uncertainty usually re‑
sult from strong suspicion of doctors’ moral behavior. The contradiction between patients’
expectation of better treatment results and their wish to reduce costs as much as possible
tends to foster their distrust. However, without a comprehensive healthcare system that
allows people to submit feedback on the quality of medical treatments.

3. China’s Legal Framework: Worsening Doctor–Patient Relations
3.1. Healthcare System Challenges: A Comprehensive Review

Table 2 reveals structural inequity: in 2022, public hospitals handled 83.5% of patient
visits while occupying 64.3% of total institutions, whereas private counterparts (35.7% of
institutions) served only 16.5% of patients—a disparity attributable to ’regulated competi‑
tion’ favoring state actors (Peng 2017). Private hospitals are now undergoing substantial
expansion, leading to a notable increase in the number of healthcare professionals and
patients in private hospitals. Recent data indicates that the proportion of healthcare pro‑
fessionals and the volume of medical procedures in private hospitals have stabilised at
about 15–20% throughout the country. This suggests an equitable allocation of healthcare
professionals and treatment sessions throughout the sector. Despite private hospitals’ ex‑
pansion (15.7% to 16.5% patient share from 2021–2022), their workforce growth stagnated
at 22.2% of total medical staff (Table 2, Figure 2), reflecting that ’market entry without
market power’ perpetuates dependency on public systems (Hsiao 2014). Despite experi‑
encing growth, their marginalised status within the healthcare system has not improved
much. Nevertheless, the long‑standing contradictions in medical supply and demand and
the healthcare system in China have not fundamentally changed in the post‑pandemic era
(Frenk 2010).

The exclusion of private hospitals from China’s healthcare system is seen in twomain
dimensions. First and foremost, the majority of private hospitals tend to be of modest to
medium size. Although laws and financial infusions have provided incentives, their pro‑
portion of patient visits throughout the country remains less than 15%. Furthermore, pri‑
vate hospitals have made significant progress in enhancing the quality of their inpatient
services by lowering drug and diagnostic costs. However, they do not enjoy the same
level of technological advantages in outpatient services as public hospitals. Secondly, in
2022, the percentage of private hospital workers among all medical professionals country‑
wide was 22.2%, which is 55.6% lower than the proportion in public specialised hospitals.
(National Health Commission 2022). Nevertheless, due to limitations imposed by the cur‑
rent healthcare system, the percentage of private hospitals’ market ownership remains un‑
determined. The existing healthcare system, which revolves around public hospitals, has
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shown no signs of improvement. Going forward, it is essential to maximize the benefits of
private hospitals.

Table 2. Comparison table of medical resources between public and private hospitals 1.

Year

Public
Hospital
Visits

(Billion)

Percentage

Private
Hospital
Visits

(Billion)

Percentage

Public
Hospital
Staff

(Million)

Percentage

Private
Hospital
Staff

(Million)

Percentage

2022 3.19 83.5% 0.63 16.5% 5.72 77.8% 1.64 22.2%
2021 3.27 84.3% 0.61 15.7% 5.52 77.7% 1.59 22.3%
2020 2.79 84.0% 0.53 16% 5.29 78.1% 1.48 11.9%
2019 3.27 85.2% 0.57 14.8% 5.10 78.6% 1.39 11.4%
2018 3.05 85.2% 0.53 14.8% 4.87 79.4% 1.26 20.6%
2017 2.95 85.8% 0.49 14.2% 4.69 81.0% 1.10 19.0%
2016 2.85 87.2% 0.42 12.8% 4.49 82.9% 0.92 17.1%
2015 2.71 88.0% 0.37 12.0% 4.28 84.3% 0.79 15.7%
2014 2.65 89.2% 0.32 10.8% 4.08 86.1% 0.66 13.9%

1 Source: Statistical bulletin on the development of health and family planning, 2014–2022.

Figure 2. Hospital Patient and Staff Numbers (2014–2022).

The geographical distribution ofmedical resources is unequal. The allocation ofmedi‑
cal resources is more centralised due to the combined impact of geopolitical and economic
centres. The distribution of medical resources is uneven, with a concentration of high‑
quality resources in big public hospitals. On the other hand, county‑level primary hospi‑
tals have a very limited supply of medical resources, resulting in a vertical medical system
that is characterised by a monocentric structure. This is primarily reflected in the follow‑
ing: (1) Tertiary hospitals’ patient visits are much higher than those at secondary hospitals;
they also substantially exceed those at basic hospitals. (2) While their average patient vis‑
its are steadily declining, secondary hospitals have a consistent overall basis. This might
have resulted in improvements in the quality of their providedmedical treatments. (3) The
average number of patient visits per hospital has drastically dropped as the number of
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main hospitals rises, possibly pointing to some underuse of medical resources (Table 3,
Figures 3–5).

Table 3. Comparison table of medical resources of tertiary hospitals 1.

Year

Primary
Hospital
Visits

(Billion)

Primary
Hospital
Institu‑
tions

Average
Visits

Secondary
Hospital
Visits

(Billion)

Secondary
Hospital
Institu‑
tions

Average
Visits

Tertiary
Hospital
Visits

(Billion)

Tertiary
Hospital
Institu‑
tions

Average
Visits

2022 0.21 12,815 16,387 1.20 11,145 10,767 2.23 3523 63,298
2021 0.22 12,649 17,393 1.25 10,848 11,523 2.23 3275 68,097
2020 0.20 12,252 16,324 1.16 10,404 11,149 1.80 2996 60,080
2019 0.23 11,264 20,419 1.34 9687 13,833 2.06 2749 74,936
2018 0.22 10,831 20,312 1.28 9017 141,954 1.85 2548 726,060
2017 0.22 10,050 21,891 1.27 8422 150,796 1.73 2340 739,316
2016 0.22 9282 23,702 1.22 7944 153,575 1.63 2232 730,287
2015 0.21 8757 23,981 1.17 7494 156,125 1.50 2123 706,547
2014 0.18 7009 25,681 1.15 6850 167,883 1.40 1954 716,479

1 Source: Statistical bulletin on the development of health and family planning, 2014–2022.

 

Figure 3. PatientNumbers at Different Hospital Levels (2014–2022).

In the 131 cases analyzed in this study, 66%of violent attacks onmedical staff occurred
in tertiary hospitals—significantly higher than in other hospital tiers (Figure 6). This indi‑
cates that violent incidents against medical personnel primarily occur in higher‑tier hos‑
pitals with advanced medical capabilities. These institutions, equipped with cutting‑edge
facilities and highly specialized doctors, attract patients from surrounding regions, often
resulting in long waiting lines, challenging appointment processes, a high volume of com‑
plex cases, intense physician workloads, and elevated patient expectations. Paradoxically,
areas with superior medical resource allocation thus experience more frequent violent in‑
cidents. Additionally, 23% of cases took place in secondary hospitals, largely due to more
severe staffing shortages in some of these facilities, combinedwith insufficient educational
qualifications among staff and less sophisticatedmedical equipment, which fail tomeet pa‑
tient demands (Chai and Chen 2024).
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Figure 4. Number of Hospital Facilities (2014–2022).

 

Figure 5. Average Annual Patient Visits per Hospital Level (2014–2022).
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Figure 6. Distribution of Violent Attacks on Medical Staff Cases by Hospital Tier.

3.2. Maintaining Order in Healthcare: An Institutional Analysis

The existing healthcare system is defined by a hierarchical arrangement of hospitals
and uneven distribution of medical resources across different regions. The prevalence of
public hospitals in the market mechanism hinders the promotion of equitable competition
in the medical market and the optimization of primary healthcare’s potential functions.
Moreover, this results in a decrease in the accessibility of medical services for patients and
a discrepancy in the social standing of doctors and patients, hence intensifying tensions in
doctor–patient interactions.

China’s substantive law addresses medical violence through Article 290 of the Crim‑
inal Law, which criminalizes “disturbances of medical order”. Some academics contend
that the criminalization of “medical disturbances” should be attributed to the lack of de‑
terrent effect of criminal punishment (e.g., Xu 2020). This problem is particularly evident
due to deficiencies in criminal legislation that lead to incorrect application by the judiciary.
Law as a coercive tool may, however, somewhat prevent hostile assaults on medical per‑
sonnel, but it cannot undo the present lack of patient confidence in doctors. Moreover, one
should consider from the standpoint of the present normative systems framework the lim‑
its and extent of criminal law, which defines punishments. Nevertheless, while existing
legislation provides a legal deterrent against deliberate assaults on doctors through crim‑
inal penalties (Article 290, Criminal Law), its efficacy remains partial. It cannot succeed
in reinstating people’s confidence in doctors. Presently, Chinese Criminal Law classifies
several behaviors associated with “malevolent assaults on doctor”, enabling them to be
specifically dealt with under current legal provisions. However, due to unresolved struc‑
tural deficiencies within the healthcare system, using criminal law as a remedy after the
fact to reduce medical violence has practical limits. Hence, it is crucial to construct a gov‑
ernance framework that adheres to the idea of mitigating risks. This framework should
include a comprehensive approach to managing medical hazards and conducting rational
discussions, with the aim of creating appropriate mechanisms for regulating these risks
(Zhang 2016).

The violent attacks ondoctors during theCOVID‑19 pandemic havedrawnwidespread
social concern (People’s Daily 2020). At the national level, China has repeatedly introduced
relevant laws and regulations to safeguard the occupational safety of medical personnel.
Since 1 June 2020, China’s first foundational and comprehensive health‑sector law—Law
of the People’s Republic of China on Basic Medical and Health Care and the Promotion of
Health—has been formally implemented. Article 33 of this law stipulates that “citizens re‑
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ceiving medical and health services shall comply with diagnostic and treatment protocols
andmedical service order, and respect medical and health personnel.” Meanwhile, Article
105 states that “disturbing the order of medical institution premises, threatening or endan‑
gering the personal safety of medical personnel, or infringing on their human dignity—if
constituting a public security violation—shall be subject to public security management
penalties in accordance with the law.” On 20 August 2021, the newly adopted Law on
Doctors of the People’s Republic of China was officially promulgated. Articles 3 and 49 of
the Doctors Law reaffirm the respect and protection of doctors. On 22 September of the
same year, eight departments including the National Health Commission and theMinistry
of Public Security jointly issued the Guidelines on Promoting Hospital Safety and Order
Management. The document mandates that hospitals establish security screening systems
and that public security organs station police offices in tertiary hospitals. It also empha‑
sizesmulti‑channel resolution ofmedical disputes, requiring different disposal approaches
based on dispute nature and severity—for example, hospitals must promptly notify local
public security and health authorities of disputes likely to escalate conflicts or even trigger
public security or criminal cases.

Meanwhile, provinces across China have successively enacted and adopted regula‑
tions and notices governing medical safety and order management. On 5 June 2020, the
Beijing Municipal People’s Congress voted to approve the Regulations on Hospital Safety
and Order Management in Beijing. The regulations mandate that secondary hospitals in
Beijing implement security screening, barring entry to those who refuse; they also include
31 detailed provisions, such as installing one‑button alarm systems in key hospital areas.
In 2022, the Shanghai Municipal Health Commission issued the Notice on Strengthening
Hospital Safety and Order Management in Shanghai, specifying that hospitals must es‑
tablish security inspection protocols, designate screening zones, and deploy professional
security personnel in line with relevant rules. On 11March 2024, the Gansu Provincial Peo‑
ple’s Government approved the Regulations on Hospital Safety and Order Management
in Gansu Province, which enumerates seven categories of conduct that disrupt hospital
safety, order, and medical procedures. The regulations also clarify that medical staff may
take appropriate measures when facing security threats, such as evacuation, self‑defense,
or temporary suspension of treatment.

The promulgation of these legal documents has yielded measurable positive impacts.
Data from the Supreme People’s Procuratorate reveal that prosecutions for crimes against
medical staff dropped from 3202 in 2018 to 427 by 2021 (The Supreme People’s Procura‑
torate of the People’s Republic of China 2022). However, 2022 saw a notable resurgence,
with the figure climbing to 467 (The Supreme People’s Procuratorate of the People’s Re‑
public of China 2023).

The inadequate performance of the medical dispute resolution system is an external
factor that contributes to occurrences of hostility against medical personnel. Undoubtedly,
there are existing difficulties in substantiating the components of medical conflicts, such
as a dearth of theoretical evidence. However, this is but one facet of enhancing the legal
protections pertaining to medical proceedings. When it comes to the legal regulation of
malicious attacks on medical staff, there are many ways in which the strategy of preven‑
tion is shown. Nevertheless, this approach of ensuring medical order via precaution fails
to overcome the shortcomings of its delayed warning effectiveness. More precisely, the au‑
thorities were unable to promptly respond when the malicious assaults targeted medical
professionals. Although the doctors were chased for a long time by the offenders, no one
intervened to stop them, resulting in the inability to quickly prevent the harmful repercus‑
sions. The Chinese court, which focuses on settling disputes and pursuing justice as a core



Laws 2025, 14, 44 12 of 20

objective, does not adequately take into account risk considerations at the societal level
(Wu 2015).

3.3. Enhancing Healthcare System Efficacy: A Detailed Review

Current dispute resolution systems often overlook the vulnerable position of doctors
in medical conflicts. These systems tend to prioritize preserving stability over ensuring
that rights and obligations are equitably distributed among all parties involved.

3.3.1. Doctors in a Vulnerable Position

The doctors’ mission to preserve lives and assist the wounded, in conjunction with
their expertise, establishes a hierarchical distinction between them and their patients. Nev‑
ertheless, the medical setting and institutional structures expose clinicians to a precarious
position in the face ofmedical conflicts. The intermingling of institutional identities exacer‑
bates the medical side’s disadvantage in settling medical conflicts. Outside of the medical
area, the hospital’s identity is a combination of professionalism and public responsibility.
In settling medical disputes, the hospital generally opts for an extrajudicial private set‑
tlement approach, which gives patients a significant role in the decision‑making process.
However, this standard approach is often criticized for lacking controllability (Zhao 2011).

The underlying reason for this extrajudicial private settlement paradigm may be at‑
tributed to the interconnected nature of professionalism and public obligation within hos‑
pitals. The professionalism of hospitals mitigates the possible negative social repercus‑
sions and resource drain caused by turning to legal action, which may damage competi‑
tiveness due to long legal proceedings.

Hospitals, functioning as legal entities, provide expert medical services, and their
functioning relies on maintaining a positive social standing. Hospitals’ dependence on
reputation hinders their ability to address medical disputes via legal channels due to a
lack of practical circumstances. Hospitals are placed at a disadvantage in settling doctor–
patient conflicts due to the overwhelming focus on social reputation. In addition, hospitals
are presently managed by public institutions, and their managers also have official posi‑
tions. Within a pressure‑driven system, individuals instinctively abide by the concepts
of “maintaining stability” and “quick resolution” while addressing disagreements. Hospi‑
tals take a non‑judgmental and de‑rationalized posture in medical disagreements due to
factors like “stability”, “speed”, and “reputation” (Legal Daily 2024; People’s Daily 2024).

3.3.2. Misjudgments in Medical Dispute Resolution

The process of transferring medical risks results in mistakes when establishing liabil‑
ity in medical disputes. In China, the dispute resolution process has a tendency toward
bias, prioritizing the smooth settlement of disputes above the correctness of judgments
about medical behavior.

Initially, the first step in settling medical issues in China entails addressing them in‑
ternally within institutions. When internal settlement of a conflict is not possible, it is
escalated to a medical dispute mediation committee for resolution (Figure 7). Because the
leader of a hospital has overlapping responsibilities within the system, doctors are often
presumed to be at fault when it comes to settling medical disputes. This perception hin‑
ders the effectiveness of the first dispute resolution processes. While the Regulations on
the Prevention and Handling of Medical Disputes outline procedures for resolving medi‑
cal disputes—including mediation, arbitration, and litigation—these processes often face
issues of lengthy processing cycles and high costs in practice. Consequently, many doc‑
tors opt to suffer in silence or resolve disputes privately when confronting conflicts, which
further exacerbates their psychological stress and job burnout to some degree. Addition‑
ally, when addressing medical disputes, some local governments and hospitals often pri‑
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oritize mediation and compromise to maintain social stability, overlooking the protection
of medical staff’s legal rights and placing them in a disadvantaged position during dis‑
pute resolution. Research has shown that under strict healthcare regulations, hospitals or
administrative bodies often adopt a “conflict‑avoidance” approach to minimize dispute
frequency (Li and Wang 2023). In some hospitals, medical staff even receive “grievance
awards” as a form of appeasement after experiencing violent attacks. Such practices not
only fail to effectively resolve the underlying issues but may also deepen their sense of
injustice and dissatisfaction (CQN 2019; DXRC 2024).

This phenomenon is also present in medical litigation. When courts adjudicate medi‑
cal disputes, they frequently impose duty on flawless institutions to provide compensation,
reflecting a blatant unfairness. This is performed in accordance with the idea of safeguard‑
ing the weaker side.

Figure 7. Medical Dispute Resolution Process.

3.3.3. Medical Insurance System Undermines Trust

Themedical insurance system’s structural flaws—including resource maldistribution
and perverse incentives—erode trust between doctors and patients. Limitedmedical insur‑
ance reimbursements and chaotic government control force doctors to use an over‑treating
minor illness approach to minimize any medical hazards. Particularly, the government’s
inadequate healthcare funding has led to excessive commercialization. At the same time,
the existing regulatory systems for the pharmaceutical business are flawed, resulting in a
substantial cost burden on patients. In this context, doctors in this situation depend on
“pharmacy‑driven revenue” to obtain appropriate payment, resulting in the over commer‑
cialization of medical items (Chen et al. 2013).

Since the reform and opening‑up, China’s medical insurance system has developed
from pilot projects to national coverage. However, due to the large population and fiscal
constraints, the current medical insurance in China features extremely limited reimburse‑
ment amounts. In addition, the interconnection between the three primary components
of public health maintenance—namely, healthcare, health insurance, and medicines—has
not been effectively established. Hospitals continue to depend on pharmaceutical sales
as a source of income, and consumers have not yet fully experienced the socioeconomic
advantages that health insurance should provide.

To address urban–rural disparities inmedical insurance, the Chinese government has
launched reforms to unify urban–rural resident medical insurance. However, these efforts
have not narrowed gaps in premium structures, contribution thresholds, medical bene‑
fits, and other areas between urban employee medical insurance and urban–rural resident
medical insurance—particularly for the latter. Data from the 2021 National Medical Secu‑
rity Development Statistical Bulletin by China’s National Healthcare Security Administra‑
tion show the urban employee medical insurance fund covered 84.4% of inpatient costs
within policy limits. Reimbursement rates for tertiary, secondary, and primary/hospital‑
level facilitieswere 83.4%, 86.9%, and 87.9%, respectively. In contrast, urban–rural resident
medical insurance covered 69.3% of inpatient costs overall, with rates of 64.9%, 72.6%, and
77.4% for the same facility tiers—all significantly lower than employee insurance (National
Healthcare Security Administration 2021).



Laws 2025, 14, 44 14 of 20

Compared to urban employees, lower reimbursement rates impose a heavier finan‑
cial burden on low‑income groups like farmers and the unemployed enrolled in urban–
rural plans, increasing their likelihood of adversarial doctor–patient interactions. This cor‑
relation is validated by occupational analysis in this study: among 186 perpetrators in
131 cases, 132 had recorded occupations. Of these, 92% were farmers, migrant workers, or
unemployed—demographics systematically disadvantaged within the medical insurance
framework (Figure 8).

 

Figure 8. Occupational Profiles of Perpetrators in Violent Attacks Against Medical Staff.. In China,
occupations eligible to enroll in urban employee medical insurance (with higher medical expense
reimbursement rates) include government officials, university staff and corporate employees; while
self‑employed business owners, self‑employed laborers, farmers, and the unemployed can only par‑
ticipate in urban–rural resident medical insurance.

To sum up, patients now seek both “low‑cost” expenses and “high‑quality” treat‑
ments as a result of decliningdiagnostic and treatment capacity ofmain healthcare facilities
combined with waste of medical resources. This conflicts with the doctors at higher‑level
hospitals working toomuch. Doctors struggle to provide higher‑level individualizedmed‑
ical services even as they provide consistent medical treatment. Furthermore aggravating
these conflicts in an informationally unequal environment is the absence of scientific man‑
agement in the insurance system, which results in misalignment and misinterpretation
between doctors and patients.

4. Legal Approaches to Managing Malicious Attacks on Doctors
Bridging the power gap between doctors and patients requires building a positive in‑

teractive relationship. However, this gap is exacerbated by uneven distribution of medical
resources and the medical insurance system on one hand, while the unilateral role of leg‑
islation has also proven limited on the other. Doctor–patient relationships are surrounded
by tiny, everyday physical mechanisms and all those systems of micro‑power (Foucault
1977). Therefore, “the focus must be on the specific material relations of power, of how
it is exercised, concretely and in detail.” (Foucault 1980). Tackling harmful assaults on
doctors is a methodical endeavor that necessitates the equitable use of medical resources
to enhance the healthcare system’s framework. This approach prioritizes the avoidance
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of risks as a fundamental tenet of governance and the implementation of standardized
protocols in medical practice.

4.1. Transforming the Structure of the Healthcare System

Between 2014 and 2022, the proportion of tertiary hospitals fluctuated between 11.2%
and 12.8%, while their average outpatient visits accounted for 68.6–81.7% (Table 2). This
“inverted pyramid” structure has resulted in prolonged waiting times for patients and a
critical mismatch between their expectations and the healthcare system’s service capac‑
ity. Structurally, 66% of violent attacks against medical staff occurred in tertiary hospitals
(Figure 6), exemplifying an outbreak of contradictions triggered by the overconcentration
of premium medical resources. Therefore, it is imperative to advance structural reforms
within the healthcare system.

Promoting structural reforms in medical resource allocation allows for policy and fi‑
nancial support to primary care facilities and private medical institutions. This support en‑
hances the quality of service and facilitates better communication between doctors and pa‑
tients. Furthermore, it is essential to enhance the provision of traditional Chinesemedicine
services at the local level in order to effectively address the medical requirements of the
community (Yu and Liu 2020).

Implementing a dual system gives equal importance to both public and private hos‑
pitals. This approach boosts the standing of private hospitals. It also reduces the profit‑
driven approach of medicine‑funding medical services. Countries such as the UK and
Canada have discovered an alternative approach that lies between government involve‑
ment and market competitiveness. Universal public healthcare systems can lead to lower
quality and efficiency in medical services, while commercialized medical models tend to
drive up healthcare costs. Therefore, it is worth considering the third path explored by
countries like the United Kingdom and Canada, which balances state intervention and
market competition. They expand private practices outside the universal system. This
approach explores compatibility between healthcare systems and market dynamics. The
goal is to resolve the contradictions between inefficiency and cost.

The ongoing reform of the system entails the delicate task of reconciling the compet‑
ing demands of various social groups, while simultaneously guaranteeing equitable pro‑
tection of everyone’s rights and efficient allocation of medical resources (Liu et al. 2015).
Furthermore, a progressive vertical healthcare system structure should be formed. A scien‑
tific vertical system should include both “positive progression relationships” and “reverse
guidance effects”. The “positive progression relationship” suggests that the distribution of
patient visits among primary, secondary, and tertiary hospitals should form an ascending
pyramid. Initial patient consultations should predominantly occur at primary hospitals,
which function primarily as “service hospitals”. The “reverse guidance effect” refers to
the use of research capabilities and geographical advantages by tertiary hospitals to pro‑
vide expert assistance to lower‑level institutions.

Last but not least, implementing institutional changes is essential to ensure the fair
allocation of medical resources. When it comes to maintaining a fair relationship between
doctors and patients, it is of utmost importance to rethink the existing evaluation sys‑
tem for hospitals. Specifically, the performance assessment system for hospital executives
should be updated and replaced. When it comes to trust mechanisms between doctors
and patients, it is crucial to uphold the notion of equity in medical practices and provide
equitable treatment across patients. Moreover, it is essential to adhere to the idea of con‑
sistency in medical services, along with stringent control of medical equipment and the
enhancement of the health insurance system, in order to effectively address the problem
of over‑treatment in a methodical manner. Going forward, addressing medical insurance
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reimbursement disparities is crucial. This institutional inequity has resulted in 92% of
perpetrators being from low‑income groups (Figure 8). It is recommended to gradually
increase the reimbursement ratio for urban and rural residents’ medical insurance to alle‑
viate doctor–patient tensions at their economic core.

4.2. Upholding Medical Order with the Precautionary Principle

With the rise of a risk society, precaution against uncertain risks has become a legal
responsibility essential to establishing medical order. In the legal construction of medical
order, it is crucial to focus on precaution as the primary method, especially in light of the
inherent deficiencies within China’s transforming healthcare system.

First, the implementation of hospital police authority introduces an official level of
coercive power to uphold medical order, serving as a deterrent against assaults on med‑
ical personnel prior to and during incidents. This necessity is underscored by cases like
the 2020 Beijing Chaoyang Hospital attack, where the perpetrator chased a doctor from
the 7th to 6th floor with a knife without intervention, exposing critical flaws in hospital
security screening and emergency response systems. Public security agencies used to just
provide security, but now they also keep an eye on things inside hospitals. This is because
hospital security needs and other societal factors are always changing (Li andWang 2023).
The establishment of police authority aims to preserve social order and combat unlawful
behaviors, differentiating between investigatory power (which reconstructs past crimes to
balance punishment and human rights) and administrative power (which targets ongoing
or imminent illegal acts). Malicious attacks on doctors, like the Chaoyang Hospital inci‑
dent, exemplify improper interferences with medical order that necessitate a tiered warn‑
ing system: such systems clarify public security agencies’ roles in promptly halting dis‑
turbances, contrasting with the failed passive security measures that allowed the attack to
escalate unimpeded. The administrative power, focused on public security management,
must now proactively address unfolding threats rather than relying on reactive measures.

Second, the features of malicious medical assault cases. These events are character‑
ized by possible public nature, biased interests, and substantive law level severity. In crim‑
inal law, the “Criminal Law Amendment (IX)” legally criminalizes medical disruptions
without changing the behavior patterns. It is therefore essential to improve the application
criteria for pertinent charges, thereby ensuring a fair criminal law assessment of intentional
medical assault instances. For instance, the application criterion of Article 290, Section 1
of the “Criminal Law”, which calls for “medical activities to be hampered” and “causing
severe losses” for a conviction of disrupting public order, could be decreased. Based on
the “precautionary principle”, the threshold for this crime should be reduced to the single
criterion of “hindering medical activities”. This also echoes the provision in Article 60 of
the Law on Doctors of the People’s Republic of China, which prohibits “obstructing doc‑
tors from lawfully practicing their profession, interfering with their normal work and life,
or infringing upon their personal dignity and safety through insults, slander, threats, as‑
saults, or other means.” Additionally, for non‑large‑scale malicious medical assault cases,
Article 293 of the “Criminal Law” on creating disturbances should be applied. Further‑
more, patients involved in specific illegal activities should face appropriate charges. If a
patient extorts property or commits fraud with improper motives, they should be charged
with property crimes. Similarly, if a patient obstructs police officers from performing their
duties, they should be charged with obstruction of public service crimes.

Third, leverage the prosecutorial authorities’ role in managing cases of malicious at‑
tacks on medical staff. Due to the specialized nature of medical disputes and the hospi‑
tals’ bias towards maintaining their “reputation”, there is a tendency towards “decrim‑
inalization” in handling crimes involving medical issues. This practice can diminish the
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offender’s subjective awareness of norms to some extent. Such tendencies towards a “keep
the peace” approach must be addressed within the legal procedures. As a legal supervi‑
sory body, the prosecutorial authorities have the legitimacy to correct the actions based
on their authority. In criminal proceedings, the prosecutorial authorities should promptly
issue prosecutorial recommendations and uphold the authority of the law.

4.3. Promoting Standardization in Medical Practice

Enforcing doctors’ commitment to provide explanations as a legal requirement helps
proactively avoid problems, while implementing a medical dispute mediation framework
can effectively resolve disputes if they arise.

First, it is essential to clarify doctors’ obligation to explain significant medical mat‑
ters during the course of their medical practice. The dominant relationship between doc‑
tors and patients is fundamentally due to the disparity in medical knowledge between
the parties, a gap that is starkly reflected in data: 80.2% of violent incidents stem from
dissatisfaction with treatment outcomes or medical services (Table 1), compounded by the
fact that perpetrators of medical violence often have low educational attainment (Chai and
Chen 2024). It is critical to establish a preventive regulatory framework to curb arbitrary
practices. This regulation should require that doctors are obligated to provide a compre‑
hensive explanation of significant matters pertaining to patient welfare during medical
operations. If doctors do not meet this commitment, there should be appropriate legal
consequences. Simultaneously, control of overactive medical practices—more especially,
definition of the extent of overtreatment and improvement of compensation policies—is
needed. Using other companies might also assist in resolving issues without clear answers
(Dong et al. 2025).

Furthermore, enhancing the third‑party medical dispute settlement method. The rise
in doctor–patient disagreements may be attributed mostly to the inadequacy of the routes
for resolving these issues. Conventional approaches to settling medical conflicts include
medical litigation and administrative mediation. Given their involuntary character, ab‑
sence of specialization, and intricacy, these procedures are unable to truly fulfill patients’
need for equitable and fast settlement of disputes. In addition, due to the institutional
status of public hospitals as state‑sanctioned entities under China’s Civil Code (Article 54),
doctors are legally designated as agents of biomedical authority inmedical disputes. These
resolution models pushed by the government are unable to achieve true support among
patients. Consequently, patients may only deviate from official resolution channels and
violate the established medical order in order to obtain compensation. By tackling the
problems at their origin, this institutional approach to mediation might help lower the
possibility of medical conflicts (Wang et al. 2020).

5. Conclusions
The doctor–patient relationship is a legal and equal partnership between persons that

is based on trust and protected by the medical system. The doctors’ possession of spe‑
cialized expertise results in an inherent disparity in their social standing compared to pa‑
tients. This research integrates the analysis of factors including victims, perpetrators, crime
causes, and crime locations in 131 criminal verdicts with medical data, revealing that the
unequal distribution ofmedical resources and legal flaws have jointly exacerbated tensions
and fueled conflicts.

This article seeks to provide policy solutions for addressing the inequitable alloca‑
tion of medical resources across various levels and areas. The objective is to alleviate the
treatment burdens faced by doctors and enhance communication and service quality be‑
tween doctors and patients. Moreover, the article proposes implementing the concept of
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risk prevention by giving hospital police the authority to rapidly mediate disagreements
and authorizing prosecutors to handle cases of unfair punishment. In addition, the article
supports the implementation of legislative requirements that oblige doctors to provide ex‑
planations for important medical issues, and for hospitals to assume the responsibility of
proving their practices during legal disputes in order to govern hospital practices. Finally,
it implements a varied dispute resolution procedure, using mediation to settle issues.
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