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Abstract

Background: The vertical integration of medical delivery systems (VIMDSs) is a reform direction both in China and
worldwide. We conducted a controlled economic experiment to explore decision-making by managers of medical
institutions with respect to profits and what influences the distribution mechanism in VIMDSs.

Methods: Students and hospital staff were recruited to make choices regarding the role of directors of institutions.
z-Tree software was used to design the experimental program. Ninety-six subjects participated in the experiment.
We gathered 479 valid contracts.

Results: Of the subjects, 66.39% chose flexible contracts. The median of the bidding distribution rate to community
health service centres of all auctions was 18.50%. The final distribution rate was approximately 3 percentage points
higher than the bidding distribution rate. The median effort level was 9.00. There was a significant correlation
between the improvement rate and the choice of effort level (P<0.05) in flexible contracts.

Conclusions: Hospital managers have a preference for flexible contracts because of uncertainty in the medical
system. A community health service centre director may behave perfunctorily by engaging in shading in the
integration. Flexible contracts and sharing rates beyond the participants’ expectations motivate managers to
engage in more cooperative behaviours.

Keywords: Medical delivery system, Vertical integration, Profit distribution, Manager behaviour, Experimental
economics

Background
The fragmentation of medical care has become one of
the main reasons for the inefficiency of medical delivery
systems in many countries (WHO 2009), which may
subsequently raise health care expenditure and expand
the scale of hospitals. To solve these problems, many

countries have begun exploring the integration of health
care systems [1–3]. The vertical integration of medical
delivery systems (VIMDSs), which involves integrating
hospitals and community health service centres within a
district to deliver continuous medical care, is one of the
directions of healthcare reform in China [4]. Managers
of medical institutions attach importance to the imple-
mentation and efficiency of vertically integrated institu-
tions. Related studies [5, 6] show that profit distribution
through integration among different institutions is a core
problem. Managers’ understanding of and attitude
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towards profit distribution is an important factor that in-
fluences their pursuit of the goal of integrating medical
delivery systems. Therefore, it is necessary to ascertain
the relationship between profit distribution and man-
agers’ behaviour in VIMDSs.
Our discussion of the relationship between profit dis-

tribution and managers’ behaviour in VIMDSs is based
on incomplete contract theory. Grossman & Hart (1986)
[7], Hart & Moore (1990) [8], and Hart (1995) (GMH)
[9] developed the incomplete contract theory of vertical
integration. This theory provided a framework for
analysing the cost and profits of ownership. On this
basis, incomplete contract theory explores the effects on
vertical integration. Hart and Moore [10] introduced be-
havioural assumptions to test incomplete contract the-
ory. They proposed that a contract provides a reference
point for managers’ feeling of entitlement and defined a
concept, “nature state”, that represented the uncertain-
ties of future political, economic, and other conditions.
In their model, trading partners meet in a competitive
market before they enter a bilateral relationship. They
sign an incomplete contract, and if the parties fail to ob-
tain the rights stipulated in the contract, they can always
contribute a perfunctory performance instead of a
consummate performance (they are reluctant to exert
maximum effort in cooperating) [11]. Hart and Moore
considered “perfunctory performance” to be “shading”.
They assumed that contracts provide reference points
for entitlements, which implies an interesting trade-off
between contractual rigidity and flexibility [12]. A flex-
ible contract allows the trading parties to adjust the
terms of the contract according to nature states, but a
rigid contract does not. However, the multiplicity of
outcomes in flexible contracts makes it possible for the
parties to engage in shading. Fehr, Hart, and Zehnder
[13, 14] introduced an experimental method to validate
reference point theory. Experimental economics is a
method of studying decision-making behaviour by simu-
lating realistic environments to examine the choices of
decision-makers. Like real-world data, experimental re-
sults are an important way to provide evidence [15, 16].
Economic experiments have been used successfully to
explore the effects of vertical integration in nonhealth
fields [12–14] and decision-making behaviours in health
fields [17–23]. In VIMDSs, the decision-making behav-
iour of medical institution managers has not been veri-
fied by experimental methods; therefore, we designed
such an experiment. The experiments were programmed
and conducted using z-Tree [24].
A VIMDS is a contractual relationship between hospi-

tals and community health service centres. The preva-
lence of uncertainty in health care is a distinctive feature
of health economics [25]. In VIMDSs, it is difficult to
determine in advance the types of services, in addition

to their content, quality, and cost, that should be pro-
vided among different medical institutions, or the cost of
determining them may be too great. It is difficult for the
government to stipulate the contents that different med-
ical institutions should provide and the specifications of
referral through policy (as in a complete contract).
Therefore, the contract is incomplete.
According to incomplete contract theory and based

specifically on its further development — the theory of
contracts as reference points — the managers of differ-
ent medical institutions sign contracts for the method of
distribution and the rate of future integrated profits. The
contracts provide reference points. Then, the community
health service centre managers choose the effort level
that they are willing to invest for integration. If they are
satisfied with the distribution rate, a consummate per-
formance will be provided instead of shading. Our re-
search is based on the framework of incomplete contract
theory. According to the experimental design of Fehr,
Hart, and Zehnder (2011) [13] and considering special
factors in the field of health, we designed the experiment
of this study. We conducted a controlled economic ex-
periment to explore decision-making by managers of
medical institutions with respect to profits and what in-
fluences the distribution mechanism in VIMDSs.
The purpose of integrating hospitals and community

health service centres is to change the phenomenon of
disordered treatment so that patients can visit a commu-
nity health service centre first and then, if a referral is
needed, be referred to a hospital. However, hospitals
may have fewer patients than before, so they have no in-
centive to integrate with community health service
centres, and the community health service centres may
not have the ability to integrate because of capacity
limitations. Therefore, governmental agencies should
motivate medical institutions by recommending the
integration of medical delivery systems. We assumed
that the social insurance department can package med-
ical insurance funds for the integrated entity in the form
of a global budget. Medical insurance funds that are
saved by integration are allocated to the integrated en-
tity. The hospital managers and community health ser-
vice centre directors need to determine the proportions
of the profit distribution. Accordingly, we introduced a
controlled economic experiment to analyse how medical
institution managers make choices of profit distribution
and how their choices influence VIMDSs. Students and
professionals were recruited to act as the managers of
either hospitals or community health service centres in
each experimental session (Ethical Review Number
2018SY86). It is very common for students to be the
subject of experiments in economic experiments [13–
21]. To test the validity, we also recruited one group of
real medical institution managers, called professionals,
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as subjects. We wanted to answer two research ques-
tions. The first one deals with whether the effort level
becomes greater as the distribution rate for the commu-
nity health service centres becomes higher (Research
Question 1). The second concerns whether shading
behaviours exist in the process of vertical integration
(Research Question 2).

Methods
Details of the experiment and parameters
Hospital managers and community health service centre
directors are involved in VIMDSs. The design of the
study was inspired by Fehr, Hart and Zehnder (2011)
[13]. In their design, the buyer determines whether he or
she wants to conclude a flexible or a rigid contract. A
competitive auction determines which seller gets the
contract. Then, the buyer provides the price, and the
seller chooses the quality of the goods to be provided.
Rigid contracts are characterized by a fixed price, but
flexible contracts allow for a price range from which the
buyer can select a price after the uncertainty about the
state of nature has been resolved. In our experiment, the
distribution rate was “price”, and the effort level was
“quality”. Decisions about the distribution rate and effort
level were made independently at each auction.
First, hospital managers chose the contract type (rigid

contract or flexible contract). A rigid contract means
that the distribution rate cannot be adjusted. The final
distribution rate of a flexible contract can be adjusted
after the nature state is revealed. Second, the two con-
tracts were chosen randomly in turn for community
health service centre directors to bid on, and the direc-
tors’ auction bidding distribution rate (r1) represented
the percentage of integration profits allocated to com-
munity health service centres. The decision-making be-
haviours in two successive auctions did not interfere
with each other. The community health service centre
directors had two chances to bid on a contract. Each
hospital could work with only one community health
service centre, and each community health service centre
had the opportunity to work with two hospitals. The
reason for this design is that there are more community
health service centres than hospitals, so it is competitive
for community health service centres to cooperate with
hospitals. In each period, 2 successful contracts at most
were signed. Then, according to different random nature
states (good or bad), as in the design of GMH [7–9], the
nature state represented future uncertainty. Hospital
managers who chose flexible contracts needed to decide
the final distribution rate (r2). Finally, community health
service centre directors chose their effort level (E). The
effort level would ultimately affect the effectiveness of
integration. In each period, managers at the two hospi-
tals chose partners in turn. This implies that community

health service centre directors have 2 chances to bid for
the contract chosen by the hospital manager. In the ex-
periment, the subjects needed to represent hospital man-
agers or community health service centre directors to
make decisions. There were 24 subjects in each experi-
mental session; all participants were divided into 6
groups randomly by a computer program. Each group
had 2 hospital managers and 2 community health service
centre directors. The roles in the experiment were also
randomly assigned and were reassigned in each round.
It is difficult to estimate the cost data for cooperation

in VIMDSs, because there was no relevant real-life evi-
dence. Therefore, according to the relationship between
the proportion of treatment in the primary medical insti-
tutions and the integration goal, we fitted the relation-
ship between the effort level and the integration benefits
(as shown in Fig. 1).
In 2015, the China State Council issued guidance on

the construction of the classification and treatment sys-
tem and proposed that the treatment rate for residents
in the county should increase to approximately 90.00%
and that the proportion of total treatment provided by
primary health care institutions should be greater than
or equal to 65.00%.1 According to the survey data, the
proportion of treatment in primary medical institutions
is 32.10%. To achieve the policy goal, community health
service centres need to make greater efforts from the
lowest level to the highest level. The basic assumption of
the experiment was that medical insurance packages are
paid to the integrated entity, and the savings are used as
compensation for the hospitals and community health
service centres. There is a lack of evidence regarding the
amount of expense that can be saved by integration, so
we provided a virtual number in the experiment and
called it integration profit. We assumed different highest
profits (Y*) in the two nature states; thus, the profit is
Y**log(E).
The profit (benefit) calculation formula is as follows:
The rigid contract:

community health service centres’benefit : B ¼ r1�Y �� log Eð Þ
hospitals’profits : P ¼ 1−r1ð Þ�Y� log Eð Þ

The flexible contract:

community health service centres’benefit : B ¼ r2�Y �� log Eð Þ
hospitals’profits : P ¼ 1−r2ð Þ�Y� log Eð Þ

Experimental procedures

Step 1: The hospital managers chose contracts.

1The General Office of the State Council on advancing Guidance on
the construction of graded clinics State Council issued [2015] No. 70,
China
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One hospital manager could choose only one type of
contract (either a rigid contract or a flexible contract).
Two contracts would be generated within a group.

Step 2: The community health service centre directors
bid for a contract.

One random contract was auctioned to the commu-
nity health service centre directors. The bidding distri-
bution rate was the proportion of integration profits
allocated to the community health service centre. The
bidding distribution rate was initially 10.00%, with an
upper limit of 40.00%, and it then increased by 0.50%
every second over a countdown period of 60 s. Each
centre director could press a button to accept the con-
tract before the end of the countdown. The first centre
director who pressed the button to accept the rate would
obtain the contract. The bidding distribution rate was
the final distribution rate for a rigid contract; however,
for a flexible contract, it was the lower limit of the final
distribution rate.

Step 3: Determination of the nature state.

A computerized random device determined the nature
state for each contract independently. The highest profit
was different in the two states. The probabilities of the
two nature states were 0.80 and 0.20, respectively.

Step 4: The hospital managers chose the final
distribution rate.

Once the nature state was revealed, the hospital man-
agers who chose flexible contracts determined the final
distribution rate. The range of the final distribution rate

was from the bidding distribution rate to 60.00%2 [26].
The hospital managers who chose rigid contracts had no
adjustment options.

Step 5: The community health service centre directors
chose the effort level.

The community health service centre directors ob-
served the states and the final distribution rate that the
hospital managers chose. Then, they determined their ef-
fort levels. Effort level 1 represented no effort, and effort
level 10 represented the greatest effort.

Step 6: Profit calculation.

After the centre directors’ choices of effort levels were
made, the profits were calculated and displayed on the
subjects’ screens.

Step 7: New Round.

A new round began. The participants were reassigned
randomly to a new interaction group and went through
these steps again. Each experiment had 10 rounds.

Subjects and payments
We organized 4 experiments for which we recruited 96
subjects. The participants in three experiments were
undergraduate and postgraduate students of Capital

Fig. 1 Relationship between effort level and integration profits. This figure shows the relationship between effort level and integration profits in
two nature states. Integration profits refers to the increased profit attained through integration; when there is no effort, the integration profit is
zero. In the good state, Y* is 1000.00, whereas in the bad state, it is 250.00

2We conducted pre-experiments in the previous months, recruiting 40
undergraduates who were divided into 20 groups. Two subjects inter-
acted in a group of one hospital manager and one centre director. The
experiment showed that the first quartile of the final distribution rate
was 10.00%, the third quartile was 40.00%, and the highest value was
60.00%.
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Medical University who were majoring in health man-
agement. They had knowledge of hospital management
and a high level of compliance with the experimental
design. The remaining subjects, whom we called pro-
fessionals, were administrative staff from hospitals
with 2–8 years of work experience. The students had
a relatively steep learning curve. Therefore, after read-
ing the guidelines, they could behave as a reasonable
proxy of real managers in a short time. Students may
have an advantage in this regard because they have
less exposure to confounding external information,
which makes our research less biased. Our study fo-
cuses on the mechanism of profit distribution and
managers’ behaviour. Real managers may consider
other factors in making their choices of contract type,
distribution rate, effort level and so on. Then, their
opportunity cost is lower, and they can participate in
multiple repetitive trials.
In each experiment, the subjects were randomly subdi-

vided into different groups before the start of each ex-
periment. All the interactions were anonymous, and the
subjects did not know the personal identities of their
partners. To ensure that the subjects fully understood
the procedures and the payoff consequences of the avail-
able actions, each subject was given a detailed set of ma-
terials before the experiment started. We provided a
payoff according to the choices of the subjects with the
purpose of motivating the subjects and controlling the
outcome. The minimum remuneration of the student
pool was 50 CNY, while that of the professionals was
200 CNY. The total remuneration per subject was the
basic pay plus the motivation amount calculated by ex-
perimental currency units. The exchange rate between
the experimental currency units (“points”) and real
money was 100 points = 1 CNY.

Analysis methods
Z-Tree was used to design the experimental procedures
and collect data. The data were exported from z-Tree
and sorted in Excel, and SPSS20.0 was used for analysis.
Because the data did not conform to the normal distri-
bution, they were presented as the median and quartile.
We compared the differences in the subjects’ choices be-
tween the two types of contracts using the Mann-
Whitney U test and compared the differences between
the three types of subjects using the Kruskal-Wallis (K–
W) test. We used the Spearman rank test to analyse the
relationship between the distribution rates (the bidding
distribution rates, the final distribution rate, and the im-
provement rate) and the effort level. In addition, logistic
regression was applied to analyse the effect of different
factors on the effort level. All p-values < 0.05 were
considered statistically significant.

Results
Descriptive analysis of choices
The experiment yielded a total of 480 contracts, of
which 479 samples were valid and 1 sample was invalid
due to streaming. As shown in Table 1, 66.39% of the
subjects chose flexible contracts, and 33.61% of the sub-
jects chose rigid contracts. After the hospital managers
had chosen the type of contract, the community health
service centre directors began to bid for the contracts.
The median bidding distribution rate was 18.50%, the
rigid contract rate was 17.00%, and the flexible contract
rate was 20.00%. There was no significant difference be-
tween the two types of contracts (P = 0.49).
After the nature state was determined, the hospital

managers chose the final distribution rate in the flexible
contract, and the median and quartile ranges were
23.00% and 14.00, respectively. As shown in Table 1, the
professionals chose the highest final distribution rate,
and the students chose the lowest final distribution rate.
The choices of the three groups of subjects differed
statistically, with P < 0.001. The final distribution rate
was higher than the bidding distribution rate, with an
average increase of 3 percentage points that we called
the improvement rate. The postgraduates chose the
highest rate (4.00), followed by the professionals (3.50),
and the lowest rate was chosen by the undergraduates
(2.00). There was a statistically significant difference in
the choices among the three groups of subjects, with
P = 0.01.
Additionally, as shown in Table 1, the median effort

level was 9.00, where the rigid contract was 8.00 and the
flexible contract was 9.00. However, there was no signifi-
cant difference between the two types of contracts (P =
0.09). In the three groups of subjects, the effort level of
the undergraduate group was significantly higher than
that of the other two groups.

Influencing factors of effort level
In this experiment, the distribution proportion of the in-
tegration profits was the factor that most directly influ-
enced the choice of effort level. Therefore, we performed
a single-factor test on the relationship between the bid-
ding distribution rate, the final distribution rate, the im-
provement rate, and the effort level. The effort level
determined the integration profits. As shown in Table 2,
the choices of bidding distribution rate, final distribution
rate, and effort level were unstable in the different
groups. However, there was a significant correlation be-
tween the improvement rate and the choice of effort
level (P<0.05), although the correlation coefficient was
slightly weak. Increasing the improvement rate will
enhance the effort level of community health service
centres.
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In addition to the distribution rate, the subject type,
the contract type, the nature state, and the round of the
experiment also influenced the choice of effort level, so
we conducted a multifactor regression analysis. As
shown in Table 3, the effort levels of the postgraduates
and professionals were lower than those of the under-
graduates. The greater the improvement rate was, the
higher the effort level (P < 0.001). The effort level with a
good nature state was higher than that with a bad nature
state (P < 0.001).

Discussion
Flexible contracts were preferred by most hospital
managers
The study involved students of the health management
profession and professionals as subjects. We systematic-
ally analysed the relationship between the profit distribu-
tion mechanism and managers’ behaviour in the vertical

integration of regional medical service systems. Hospital
managers in our experiment preferred flexible contracts,
with 66.39% of the subjects choosing flexible contracts.
By comparison, experimental results obtained by Fehr,
Hart, and Zehnder (2011) [13] in the commodity mar-
kets and the competitive environment showed that 50%
of the subjects in their study chose rigid contracts and
50% chose flexible contracts, and the share of rigid con-
tracts had an upward tendency. The information asym-
metry of the medical service market is higher than that
of the commodity trading market. The greater uncer-
tainty of the medical market may lead hospital manager
subjects to prefer flexible contracts. This preference re-
flects the requirements of autonomy.
There are two possible reasons for the preference for

flexible contracts. On the one hand, the competition
mechanism makes community health service centre di-
rectors strive for integration, but they can obtain

Table 1 The results of choices under the two contract types

Subgroup Rigid contract Flexible contract Total

Median Quartile Median Quartile Median Quartile P

The bidding distribution rate (%) Undergraduates 15.00 4.75 13.50 5.50 14.25 14.25

Postgraduates 18.25 12.00 20.50 14.00 20.00 20.00

Professionals 25.00 16.25 24.00 5.50 24.50 24.50

Total 17.00 12.00 20.00 13.00 18.50 18.50 < 0.001

Observations (%) 161(33.61) 318 (66.39) 479 (100.00) –

The final rate (%) Undergraduates – – 16.00 6.00 – – –

Postgraduates – – 25.00 14.00 – – –

Professionals – – 28.00 6.50 – – –

Total – – 23.00 14.00 – – < 0.001

The improvement rate (%) Undergraduates – – 2.00 3.25 – – –

Postgraduates – – 4.00 6.00 – – –

Professionals – – 3.50 6.50 – – –

Total – – 3.00 4.63 – – 0.01

The effort level Undergraduates 10.00 2.00 10.00 1.00 10.00 1.00

Postgraduates 8.00 4.00 8.00 3.00 8.00 3.00

Professionals 8.00 4.00 9.00 3.00 8.00 4.00

Total 8.00 4.00 9.00 3.00 9.00 3.00 < 0.001

Table 2 The relationship between the bidding distribution rate, the final distribution rate, the improvement rate, and the effort level

The bidding distribution rate The final distribution rate The improvement rate

r P r P r P

Observations 479 318 318

Undergraduates 0.10 0.30 0.23 0.04 0.35 <0.001

Postgraduates −0.10 0.15 0.07 0.40 0.27 <0.001

Professionals 0.14 0.14 0.26 0.02 0.31 0.01

Total −0.11 0.02 − 0.24 0.67 0.19 <0.001
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contracts only with bidding distribution rates below their
expectations. Therefore, they are unwilling to make the
highest-level effort. On the other hand, when the nature
state is poor, community health service centre directors
are reluctant to make a high-level effort. In the bad state,
the parties who choose the rigid contract cannot achieve
a mutually beneficial transaction but must provide med-
ical services.

Community health service Centre directors performed
shading behaviour
The most intuitive causality in our experimental design
is that the effort level is related to integrating profit: the
higher the effort level is, the greater the integration
profit. In our study, there was no significant difference
between rigid and flexible contracts (P = 0.09). Moreover,
only 41.75% of the subjects chose the highest effort level
of 10. This proves that community health service centre
directors exhibit shading behaviour in the integrating
process and that the answer to Research Question 1 is
negative.

Some differences could be observed between students
and professionals
We found that the choices of bidding distribution rate,
final distribution rate, and effort level differed between
the students and professionals but that the significant
correlation between the improvement rate and the effort
level was similar for all the subjects. We believe that the
higher bidding distribution rate and the final distribution
rate of the professionals might have been related to their
work experience. In addition, a market bubble study that
recruited students and business professionals [27] and a
medical expense payment method study that used
medical students and doctors as subjects [17] both
demonstrated that student subjects were similar to
professionals in terms of decision-making. On the basis

of the law of behaviour, we believe that our experimental
results are robust.

Higher improvement rates beyond the participants’
expectations motivated the managers’ higher cooperative
behaviour
The bidding distribution rate was a reference point when
the community health service centre director decided
the effort level. The relationship between either the bid-
ding distribution rate or the final distribution rate and
the effort level was unstable. Thus, to some extent, the
answer to Research Question 2 is also negative. How-
ever, the community health service centre directors were
willing to make a greater effort when the hospital man-
agers were willing to provide a higher improvement rate.
Although there were differences in the choice of bidding
distribution rate, the final distribution rate, and the ef-
fort level between the students and the professionals,
their responses to the incentive mechanism were con-
sistent, which is our most important finding.
The reason why higher improvement rates can motiv-

ate higher cooperative behaviour is, we believe, related
to the theory of preference and aversion. Theories of so-
cial preferences assume that people are motivated not
solely by material self-interest but also by social consid-
erations, especially concerns about fairness [28, 29]. The
community health service centre director does not
choose the highest level in full accordance with the pur-
suit of profit maximization. The results show that com-
munity health service centre directors would perform
shading behaviour when they felt that the proportion
that hospital managers were providing was below their
expectations. This conforms to the model of inequity
aversion [30], and the behaviour is called “retaliation” in
reference point theory. We hope that our experimental
results prove that this direction is applicable.

Table 3 Variable dependence on effort levels within contract types

Independent variable β SE Wald df P 95% CI

lower upper

The bidding distribution rate −0.01 0.01 0.62 1 0.43 −0.04 0.02

The improvement rate 0.13 0.03 20.24 1 <0.001 0.07 0.18

The subject type (Reference: undergraduates)

Postgraduates −1.50 0.24 37.85 1 <0.001 −1.97 − 1.02

Professionals −1.71 0.30 33.56 1 <0.001 −2.29 −1.13

Flexible contract (Reference: rigid contract) −0.32 0.22 2.18 1 0.14 −0.75 0.11

Good nature state (Reference: bad nature state) 0.80 0.22 12.76 1 <0.001 0.36 1.23

Round (Reference: first 3 rounds)

Among 4 rounds 0.14 0.21 0.45 1 0.50 −0.28 0.57

Final three rounds 0.40 0.23 2.97 1 0.09 −0.06 0.86
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Unavoidably, there are some limitations in our experi-
mental design. One limitation is a lack of specific infor-
mation about costs. The quantitative relationship
between the cost and the effort level is not specified in
the experimental material. Student participants may
weaken the role of costs when making choices. In
addition, it is unclear how much consolidated profit can
be distributed in the future. This is an important factor
that influences managers in decision-making. In
addition, although the subjects’ interactions are anonym-
ous, our results may have some endogeneity problems.
The third limitation is that our experimental design ig-
nores renegotiation. In reality, the competition between
hospitals and community health service centres may re-
sult in renegotiation that will influence managers’
decisions. Nevertheless, the experiment still reveals the
integration mechanism, and the results provide a signifi-
cant reference for consummating the integration of
medical systems.

Conclusion
The manager of a medical institution is a transmitter of
government policy within the institution. At the same
time, the behaviour of managers has an important im-
pact on the development of the institution. Our experi-
ment validates the manager’s decision-making model of
profit distribution in VIMDSs. Four important findings
will have great significance for formulating the inte-
grated profit distribution method or adjusting the real-
life payment method of medical insurance to encourage
better cooperation. In particular, higher improvement
rates beyond participants’ expectation motivate higher
cooperative behaviour, which will have important refer-
ence value for establishing incentive mechanisms in
VIMDSs.

Abbreviations
VIMDS: Vertical Integration of Medical Delivery System.; CI: Confidence
Interval; df: Degree of Freedom; K–W test: Kruskal-Wallis Test; SE: Standard
Error

Acknowledgements
The authors would like to thank all subjects who participated in the study.

Authors’ contributions
YQB and MJQ contributed equally to this work. YQB was responsible for the
experimental design and operation, and manuscript writing. MJQ
participated in the discussion of manuscript structure, and made a
substantial contribution to the manuscript revision process. SYL was
responsible for the design of the experimental program. MJQ and JYC were
responsible for the preparation, organization of the experiment. YQB and JYC
together completed the data cleansing and analysis. YLH was responsible for
the design and quality control of the overall research idea. All authors read
and approved the final manuscript.

Funding
The study was supported by the National Natural Science Foundation of
China (Number: 71403177). The funder had no role in study design, data
collection and analysis, decision to publish, or preparation of the manuscript.

Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Ethics approval and consent to participate
This study was approved by the medical ethics review board of Capital
Medical University, China, and all the participants signed a consent form. We
explained the contents of the experiment to all participants and signed an
informed consent form with them.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Department of Health Management and Policy, School of Public Health,
Capital Medical University, NO 10, Xi Toutiao Rd Youanmenwai District,
Beijing 100069, China. 2Tianjin Health Development Research Center, Tianjin,
China. 3School of Health Humanities, Capital Medical University, Beijing,
China.

Received: 4 November 2019 Accepted: 25 June 2020

References
1. Michaela S. Something is amiss in Denmark: A comparison of preventable

hospital is ations and readmissions for chronic medical conditions in the
Danish Healthcare system and Kaiser Permanente. BMC Health Serv Res.
2011;11:347. http://www.biomedcentral.com/1472–6963/11/34.

2. Carlin CS, Feldman R, Dowd B. The impact of provider consolidation on
physician prices. Health Econ. 2017;26(12):1–18.

3. Banks D, Parker E, Wendel J. Strategic interaction among hospitals and
nursing facilities: the efficiency effects of payment systems and vertical
integration. Health Econ. 2001;10(2):119–34.

4. Li Q. Analysis and counter measure discussion on enthusiasm situation of
internal personal in the medical association. Beijing: Capital Medical
University; 2015.

5. Chen L, Changyin YU, Lai W, et al. Analysis of operating mode of regional
medical union based on game theory. China Med Herald. 2016;21:134–45.

6. Jian-Nan LV, Fang W, Miao-Miao T, et al. Analysis of synergistic service of
health institutions: a case study of Changzhou City in Jiangsu Province.
Chinese J Health Policy. 2017;4:37–41.

7. Grossman SJ, Hart OD. The costs and benefits of ownership: a theory of
vertical and lateral integration. J Polit Econ. 1986;94(4):691–719.

8. Hart O. Property rights and the nature of the firm. J Polit Econ. 1990;98(6):
1119–58.

9. Hart O. Firms, contracts, and financial structure. Claredon: Oxford University
Press; 1995.

10. Hart O, Moore J. Contracts as reference points. Q J Econ. 2008;123(1):1–48.
11. Xi-xiong X. Reference point theory: behavior and experimental

development of incomplete contract theory. Foreign Econ Manag. 2012;
405(11):52–60.

12. Fehr E, Zehnder C, Hart O. Contracts, reference points, and
competition—behavioral effects of the fundamental transformation. J Eur
Econ Assoc. 2009;7(2–3):561–72.

13. Fehr E, Hart O, Zehnder C. Contracts as Reference Points--Experimental
Evidence. American Economic Review, vol. 101; 2011. URL:http://ftp.iza.org/
dp3889.pdf.

14. Fehr E, Hart O, Zehnder C. How do informal agreements and renegotiation
shape contractual reference points? J Eur Econ Assoc. 2015;13(1):1–28.

15. Rice DB, Smith VL. Nature, the experimental laboratory, and the credibility of
hypotheses. Behavioral ence. 1964;9(3):239–46.

16. Smith VL. Induced value theory. Am Econ Rev. 1976;66:274–9.
17. Brosig KJ, Hennig SH, Kairies SN, et al. Using artefactual field and lab

experiments to investigate how fee-for-service and capitation affect
medical service provision. J Econ Behav Org. 2014;3 URL:https://www.
med.uio.no/helsam/forskning/nettverk/hero/publikasjoner/skriftserie/2014/
hero2014-3.pdf.

Bo et al. BMC Health Services Research          (2020) 20:611 Page 8 of 9

http://www.biomedcentral.com/1472-6963/11/34
http://ftp.iza.org/dp3889.pdf
http://ftp.iza.org/dp3889.pdf
https://www.med.uio.no/helsam/forskning/nettverk/hero/publikasjoner/skriftserie/2014/hero2014-3.pdf
https://www.med.uio.no/helsam/forskning/nettverk/hero/publikasjoner/skriftserie/2014/hero2014-3.pdf
https://www.med.uio.no/helsam/forskning/nettverk/hero/publikasjoner/skriftserie/2014/hero2014-3.pdf


18. Hennig SH, Selten R, Wiesen D. How payment systems affect
physicians’provision behaviour-an experimental investigation. J Health Econ.
2011;30(4):0–646.

19. Brosig KJ, Hennig SH, Kairies N, Wiesen, D : How Effective are Pay-for-
Performance Incentives for Physicians?-A Laboratory Experiment, 2013, Ruhr
Economic Papers, No.413,ISBN 9783867884686.

20. Brosig KJ, Hennig SH, Kairies N, Wiesen, D : How to Improve Patient Care?-
An Analysis of Capitation, Fee-for-Service, and Mixed Payment Schemes for
Physicians, 2013, Ruhr Economic Papers, No.412,ISBN 9783867884679.

21. Hennig SH, Wiesen D. Other-regarding behavior and motivation in health
care provision: an experiment with medical and non-medical students. Soc
Sci Med. 2014;108:156–65.

22. Brosig KJ, Hennig SH, Kairies SN, et al. The effects of introducing mixed
payment Systems for Physicians: experimental evidence. Health Econ. 2015;
26:243–62.

23. Godager G, Hennig SH, Iversen T. Does performance disclosure influence
physicians’ medical decisions? An experimental study. J Econ Behav Org.
2015; URL:https://www.med.uio.no/helsam/forskning/nettverk/hero/
publikasjoner/skriftserie/2015/2015-5.pdf.

24. Fischbacher U. Z-tree: Zurich toolbox for ready-made economic
experiments. Exp Econ. 2007;10(2):171–8.

25. Arrow JK. Uncertainty and the welfare economics of medical care. Am Econ
Rev. 1963;53(5):941–73.

26. Bo Y, Liu S, Han Y. A preliminary experimental economics study on profit
allocation mechanism in vertical integration medical delivery system.
Chinese Health Econ. 2017;36(7):9–12.

27. Smith VL, Williams SAW. Bubbles, crashes, and endogenous expectations in
experimental spot asset markets. Econometrica. 1988;56(5):1119–51.

28. Okada A, Riedl A. Inefficiency and social exclusion in a coalition formation
game: experimental evidence. Games Econ Behav. 2005;50(2):0–311.

29. Tabriz AA, Birken SA, Shea CM, et al. What is full capacity protocol, and how
is it implemented successfully? Implement Sci. 2019;14(1):73.

30. Bolton GE, Ockenfels A. ERC: a theory of equity, reciprocity, and
competition. Am Econ Rev. 2000;90(1):166–93.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Bo et al. BMC Health Services Research          (2020) 20:611 Page 9 of 9

https://www.med.uio.no/helsam/forskning/nettverk/hero/publikasjoner/skriftserie/2015/2015-5.pdf
https://www.med.uio.no/helsam/forskning/nettverk/hero/publikasjoner/skriftserie/2015/2015-5.pdf

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Details of the experiment and parameters
	Experimental procedures
	Subjects and payments
	Analysis methods

	Results
	Descriptive analysis of choices
	Influencing factors of effort level

	Discussion
	Flexible contracts were preferred by most hospital managers
	Community health service Centre directors performed shading behaviour
	Some differences could be observed between students and professionals
	Higher improvement rates beyond the participants’ expectations motivated the managers’ higher cooperative behaviour

	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

