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Abstract 

Background  Although countries worldwide have launched a series of pro-competition reforms, the literature 
on the impacts of hospital competition has produced a complex and contradictory picture. This study examined 
whether hospital competition contributed to an increase in the quality of outpatient care.

Methods  The dataset comprises encounter data on 406,664 outpatients with influenza between 2015 and 2019 
in China. Competition was measured using the Herfindahl-Hirschman index (HHI). Whether patients had 14-day 
follow-up encounter for influenza at any healthcare facility, outpatient facility, and hospital outpatient department 
were the three quality outcomes assessed. Binary regression models with crossed random intercepts were constructed 
to estimate the impacts of the HHI on the quality of outpatient care. The intensity of nighttime lights was employed 
as an instrumental variable to address the endogenous relationship between the HHI and the quality of outpatient care.

Results  We demonstrated that an increase in the degree of hospital competition was associated with improved 
quality of outpatient care. For each 1% increase in the degree of hospital competition, an individual’s risk of hav-
ing a 14-day follow-up encounter for influenza at any healthcare facility, outpatient facility, and hospital outpatient 
department fell by 34.9%, 18.3%, and 20.8%, respectively. The impacts of hospital competition on improving the qual-
ity of outpatient care were more substantial among females, individuals who used the Urban and Rural Residents 
Basic Medical Insurance to pay for their medical costs, individuals who visited accredited hospitals, and adults aged 25 
to 64 years when compared with their counterparts.

Conclusion  This study demonstrated that hospital competition contributed to better quality of outpatient care 
under a regime with a regulated ceiling price. Competition is suggested to be promoted in the outpatient care mar-
ket where hospitals have control over quality and government sets a limit on the prices that hospitals may charge.
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Introduction
Quality improvement has become a central tenet in 
health care. The health care sector has traditionally been 
extensively regulated by governments in many coun-
tries to ensure the provision of high-quality healthcare 
services [1]. One of the most widespread examples is 
the public ownership of hospitals [2], as hospitals are 
essential providers of medical diagnostics and surgeries 
[3]. This has been the case in countries with a National 
Health System (such as the UK), the Scandinavian 
countries, and the southern European countries [1]. 
However, regulation and associated policies were some-
times found to be linked with adverse outcomes, push-
ing this sector further away from economic efficiency. 
For instance, public hospitals tended to overspend their 
budgets, while public-sector contractual arrangements 
were unable to solve moral hazard and adverse selection 
problems [2, 4]. This evidence encouraged some coun-
tries to enhance market mechanisms within their health 
systems [2]. Since the early 1990s, to enhance the qual-
ity of care and increase efficiency gains, governments 
in many countries launched a series of “top-down” pro-
competition reforms [2, 5–19]. These reforms are com-
monly associated with mechanisms that impact both the 
supply [2, 5–18] and demand sides [2, 5, 13, 19] of the 
healthcare marketplace.

China has made substantial progress in widening the 
availability of healthcare services [20] and reducing the 
economic burden of many diseases over the last three 
decades [21]. Much of this improvement was attributed 
to unprecedented economic growth that lifted millions 
out of poverty [22] and an increase in government spend-
ing on public health [23]. But coinciding with the growth 
in incomes and health insurance coverage has been peo-
ple’s demand for healthcare services and expectations 
for better quality of care [24]. Meanwhile, the overall 
healthcare market in China has been characterized for 
its “semi-control and semi-market” status [25, 26]. Under 
such a mixed system, problems can arise from excessive 
or inappropriate government intervention or too limited 
involvement [26, 27]. To elevate the quality of care and 
enhance efficiency of the healthcare system, the Chinese 
government initiated a series of pro-competition reforms 
from 2009 onwards [28, 29]. With the implementation of 
pro-competition policies [30, 31], hospital competition 
has intensified dramatically over the past decade in China 
[29]. As shown in Appendix 1, the total number of hospi-
tals increased from 20,291 in 2009 (of which 22.39% were 
private hospitals) to 34,354 in 2020 (of which 65.27% 
were private hospitals) [32, 33]. Despite these efforts, it 
is still uncertain whether these pro-competitive reforms 
yielded desired health outcomes [28].

The impacts of hospital competition have been 
widely investigated in the literature from developed 
countries [5, 6, 14, 16, 34–48], but there is a paucity 
of evidence from developing countries [49–51]. The 
question of how hospital competition might affect the 
quality of care is a topic that has received consider-
able attention, but there is little consensus empirically 
[37, 52, 53]. While numerous studies have documented 
the effects of hospital competition on reducing mor-
tality [1, 5, 14, 16, 51, 54, 55], readmissions [55], and 
length of stay [1, 56], the literature is not unanimous. 
Some studies have demonstrated that hospital com-
petition was not associated with [40, 55, 57], or was 
inversely related to, the quality of care [44, 47, 48, 58]. 
Furthermore, most research has focused on how com-
petition influenced the quality of inpatient care, while 
little is known about its impacts on the quality of out-
patient care [51, 59]. Inpatients tend to exhibit much 
lower demand elasticities and place a greater relative 
valuation on distance versus quality when choosing 
a hospital [60]. This is because these individuals tend 
to choose nearby hospitals or ambulances usually take 
them to the closest hospital [37]. In comparison, there 
tends to be a higher demand elasticity for outpatient 
care [28]. This is because outpatients have the time 
and opportunity to substitute costly outpatient hospi-
tal care with less costly primary care or choose home-
based self-treat options. Consequently, individuals who 
consider outpatient care are more likely to be attracted 
by the quality of care provided by hospitals. Addition-
ally, the results from the literature on the relationship 
between competition and the quality of care varied by 
disease [42, 49]. Despite outpatient care constitutes the 
bulk of the health care, current literature attached more 
significance to acute diseases or surgeries. For instance, 
numerous related studies have dealt with acute illnesses 
or operations such as hip and knee replacements [5, 37, 
44, 47], hip fracture [14, 42], stroke [14, 41, 42], and 
acute myocardial infarction [1, 14, 16, 41, 42, 58]. As 
such, this study assessed the impacts of hospital com-
petition on the quality of outpatient care for patients 
with non-acute diseases in China.

Methods
Data sources
Our empirical analysis was guided by a theoretical model 
offered in Appendix 2. Patient-level data were extracted 
from the Municipal Human Resource and Social Secu-
rity Bureau that links databases to patient-level data. 
The databases used in our research include demographic 
and outpatient encounter data at hospitals with public 
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health insurance (PHI) coverage for patients covered 
by PHI programs in Changde city from 2015 to 20191. 
In the databases, influenza-specific visits accounted for 
the highest market share across all disease categories, 
taking up more than 25% of the market over the study 
period (Appendix 3). Moreover, there has been a lack of 
research on the marketplace for the management for this 
condition wherein demand is anticipated to be highly 
elastic. For these reasons, this study included/focused on 
individuals with influenza. An unbalanced dataset com-
prising 406,664 individuals who had outpatient visits for 
influenza at hospitals2 from 2015 to 2019 was formed as 
our analysis sample. The steps by which our final analysis 
sample was obtained under specific exclusion criteria are 
detailed in Appendix 4.

Data on hospitals’ addresses were obtained from 
the online inquiry platforms of three companies that 
deliver basic registration information on enterprises in 
China (https://​www.​qc.​com; https://​www.​qixin.​com; 
https://​www.​qcc.​com)3. We then manually collected 
the coordinates of hospitals using the “Baidu Coordi-
nates Extraction System” (https://​api.​map.​baidu.​com/​
lbsapi/​getpo​int/​index.​html)4. To calculate the distance 
between hospitals, we extracted data on road net-
works and administrative boundary maps at the scale 
of 1:25,000 from the China National Earth System Sci-
ence data center [61].

Data on the annual intensity of nighttime lights for hos-
pitals were derived from the China Remote Sensing Sat-
ellite Ground Station of the Chinese Academy of Science 
(the “Flint” data) [62]. The “Flint” data were formed after 
processing the raw data recorded by the Visible Infrared 
Imaging Radiometer Suite sensor onboard the NPP satel-
lite [63].

Study variables
The quality of outpatient care was the outcome variable of 
interest. The occurrence of 14-day follow-up encounters 

for influenza could be regarded as a signal of poor quality 
of care 5[37]. Therefore, the occurrence of 14-day follow-
up encounters for influenza at any healthcare facilities, 
outpatient facilities, and hospital outpatient departments 
were the three quality indicators used 6[64].

We included hospital competition as the key independent 
variable. We used the Herfindahl-Hirschman index (HHI) 
as a measure of competition as no consensus on preferred 
alternative measures, its good calculability, and its repre-
sentability of both the number and the size of competitors 
[53]. As shown in Eq.  1, Xj and Xm represent the service 
volume supplied by hospital j and by N number of hospi-
tals competing in the market m respectively. We assigned 
each hospital a unique market catchment area, which is 
the region enclosed by a circle centered on the hospital and 
is defined by a 5 km radius [65]. We also adopted alterna-
tive radii in our sensitivity analysis to test the robustness 
of our results with varying market radii. The value of the 
HHI ranges from 0 (representing perfect competition) to 1 
(representing a monopoly), with a higher value indicating a 
lower level of hospital competition. The HHI was log-trans-
formed to ease understanding and explanation.

We included a set of covariates that have been shown 
to impact the quality of outpatient care. Theses vari-
ables included patient age (years) [66], gender (male 
and female) [46], whether the patient had comorbidities 
(whether the patient had other diseases than influenza) 
[42], and type of health insurance used to pay medi-
cal costs (Urban Employee Basic Medical Insurance, the 
UEBMI or Urban and Rural Resident Basic Medical 
Insurance, the URRBMI) [28]. A categorical variable was 
generated to measure the class of hospitals patients vis-
ited and we expected that higher-tier hospitals would 
provider better quality of outpatient care [67].

Data analysis
Before estimating the impacts of hospital competition, 
we need to calculate the distance between hospitals and 
create a catchment area for each hospital. To ensure 
maximum accuracy, this study considered the actual 
road networks and travel times over difficult terrain 

(1)HHIj,m =

N

j=1

(
Xj,m

Xm
)
2

1  More than 97% of citizens in Changde city were covered by PHI programs 
by the end of 2019 (https://​zwgk.​chang​de.​gov.​cn/​public/​66173​68/​82858​87.​
html).
2  This indicates that only hospitals with at least one encounter in the data-
set were included in this study. Since we had a five-year longitudinal dataset, 
we expected our dataset to cover most of the hospitals that opt-in to the 
PHI arrangements in Changde city.
3  We assigned different coordinates to hospitals that have multiple loca-
tions (2 out of 141 hospitals). Hospitals included in this study had sepa-
rate financial and personnel management systems. Hospitals that opt-in to 
the PHI arrangements are required to comply with a set of regulations on 
their marketing behaviors. As such, hospitals included in this study were 
assumed to operate independently and we did not consider the possibility 
that they may adopt common strategic plans.
4  We manually collected the coordinates of all the hospitals as some hospi-
tals could not be accurately located when using the programming software 
to convert their addresses to geographic coordinates.

5  We tried to use the number of emergency visits as a proxy for the quality 
of outpatient care. Nevertheless, we found that only 6 out of 406,664 sam-
pled individuals had all-cause emergency visits, so we dropped this quality 
indicator.
6  For sampled individuals who had outpatient visits in the last month of 
2019, data in January 2020 were additionally collected and used to derive 
the quality indicators.

https://www.qc.com
https://www.qixin.com
https://www.qcc.com
https://api.map.baidu.com/lbsapi/getpoint/index.html
https://api.map.baidu.com/lbsapi/getpoint/index.html
https://zwgk.changde.gov.cn/public/6617368/8285887.html
https://zwgk.changde.gov.cn/public/6617368/8285887.html
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when calculating the distance matrix. The Geographical 
Information-based approach has been widely adopted 
and effectively applied to carry out spatial accessibility 
of the healthcare services [68–70]. We performed the 
Origins-Destinations (OD) Cost Matrix analysis [71] to 
compute the distance matrix between hospitals. After 
that, we conducted the Service Area analysis [72] to cre-
ate a 5/10/15 km distance-based catchment area for each 
hospital. The Buffer Analysis [73] and the Zonal Statistic 
analysis [74] were then conducted to derive the inten-
sity of the nighttime lights for each hospital. The specific 
procedures of performing these spatial analyses were 
detailed in Appendix 5.

Considering that quality of outpatient care was meas-
ured by a binary variable, using the ordinary least square 
estimator is inappropriate given the inherent nonlinearity 
of the data. Instead, we adopted the nonlinear binomial 
logistic regression technique, the most common tech-
nique used to model binary data [75]. As we had a five-
year longitudinal data, we constructed a mixed-effects 
model that allows for the examination of hypotheses con-
cerning between-group differences in the mean structure 
[76]. Specifically, we fitted a three-way random intercepts 
model that adjusts time-, hospital-, and individual-level 
crossed random effects for each quality indicator. The 
regression model was described in Eq. 2: Qijt denotes the 
quality of outpatient care patient i received from hospital 
j in year t; β1 represents the coefficient on the HHI in the 
determination of the quality of outpatient care; β2 repre-
sents a vector of the effects of individual-level covariates.

The endogeneity concern of the HHI is a major problem 
that needs to be solved when estimating its impacts on the 
quality of outpatient care [77]. A standard method adopted 
by previous literature to address such endogeneity concern 
was to calculate the HHI based on the predicted patient 
choices [47]. We were unable to employ such a method as 
more than half of our sampled patients had missing values 
for their addresses7. We tried to create a dummy distance 
variable (whether patients visited hospitals in their own 
county/district) based on their identity number provided 
in the dataset8. Unfortunately, the results of the condi-
tional logit regression model suggest that the categorical 
distance variable had no statistically significant impact on 

(2)
Qi,j,t = αi,j + β1HHIj,t + β2X + ϑi,j,t withαi,j = αi + γi,j ,αi = α0 + ωi

patients’ choices of hospitals. One possible explanation of 
this result is that patients with influenza were unlikely to 
seek outpatient care outside their own county/district. As 
such, we considered external IVs.

We considered nighttime nights as a valid instrument 
variable primarily for two reasons, including instrumen-
tal relevance and exclusion restriction. Prior research has 
shown that nighttime lights can capture some important 
dimensions of human development, including access to 
healthcare services [78]; hence, nighttime lights would 
be correlated with hospitals’ total service volume and the 
associated measure of hospital competition. Meanwhile, 
nighttime lights would not affect the quality of outpatient 
care received by outpatients as these individuals would 
not stay at hospitals overnight. We also conducted a 
review to check whether any prior studies could provide 
support for the association between nighttime lights and 
the quality of outpatient care. Searches were undertaken 
in PubMed, JSTOR, and Google Scholar using a combi-
nation of the key concepts (nighttime light and quality) 
with appropriate truncations and wildcards. This search-
ing process led to a total of 56 articles, from which we 
did not find any evidence suggesting that nighttime light 
was associated with the quality of outpatient care. We 
thus used the intensity of nighttime lights (for hospital j 
in year t)9 as an IV for hospital demand (for hospital j in 
year t). Subsequently, the fitted demand was used to cal-
culate the value of the market share and the associated 
competition measure (the HHI) for each hospital.

To test the robustness of our research findings, we con-
ducted three sensitivity analyses. First, we used whether 
the patient had 14-day follow-up encounters to the same 
hospital outpatient department as a measure of the quality 
of outpatient care. Second, we instead used different mar-
ket radii to examine whether the impacts of the HHI were 
sensitive to market size. Third, we estimated the impacts 
of the HHI on the quality of outpatient care measured by 
whether the patient had 7-day follow-up encounters for 
influenza. Finally, we performed heterogeneity analysis for 
different factors, including age10, type of health insurance, 
hospital class, and comorbidity status. All the spatial anal-
yses were conducted using the Network Analyst tool and 
the Spatial Statistics toolbox in the ArcGIS Desktop 10 
[79]. All the econometric analyses were performed using 
the open-source programming language R [80].

7  This is because that our original dataset was used by the government to 
reimburse individuals. Reimbursements were invariant to individuals’ resi-
dence and therefore data on individuals’ residence were not collected by the 
government.
8  The identity number is usually 15-19 digits long, with number 5-6 repre-
senting the county/district in which the patient lives. There was no missing 
value on individuals’ identity number in our dataset.

9  The intensity of nighttime lights was measured by a hospital’s total lumi-
nance of night-time lights divided by the sum of the number of the pixels in 
the imageries. Each pixel has a digital number value ranging from 0 to 63, 
with higher digital number values indicating more intense lights.
10  Individuals were grouped into four age categories: children aged between 
0 to 14 years, youth aged between 15 to 24 years, adults aged between 25 to 
64 years, and seniors aged between 65 years and older.
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Results
The descriptive results of the sampled outpatients
Appendix 6 shows changes in the annual mean value of 
the HHI for all the sampled hospitals from 2015 to 2019. 
The mean value of the HHI fell over the study period for 
all the HHI measures based on different market radii, 
indicating the presence of a more competitive market. 
As expected, the value of the HHI decreased with market 
radius as more and more hospitals were included in the 
set of competitors from which the HHI was measured. 
Appendix  7 shows changes in the annual mean quality 
level of outpatient care over the study period. The per-
centage of individuals who had 14-day follow-up encoun-
ters for influenza increased from 2015 to 2019, implying 
an overall downward trend in the quality of outpatient 
care.

Table  1 describes the descriptive characteristics of 
the research participants. A total of 406,664 outpa-
tients were included for analysis. Most of the sam-
pled outpatients were male (52.41%), used the UEBMI 
to pay their medical costs (88.11%), did not have 

comorbidities (59.78%), and visited the second-class 
hospitals (67.82%). The percentage of the sampled out-
patients who had 14-day follow-up encounters for influ-
enza at any healthcare facilities, outpatient facilities, 
and hospital outpatient departments was 38.29%, 6.04%, 
and 5.06%, respectively.

The impacts of hospital competition on the quality 
of outpatient care
Table 2 reports the impacts of the HHI on the odds of 
having follow-up encounters at a range of healthcare 
settings (without using the IV approach). The estimated 
odds ratio (OR) of the HHI in predicting the probability 
of having 14-day follow-up encounters for influenza at 
any healthcare facilities, outpatient facilities, and hos-
pital outpatient departments was 1.35 (p < 0.001), 1.18 
(p < 0.001), and 1.21 (p < 0.001), respectively. These 
results imply that for each 1% increase in the degree 
of hospital competition, an individual’s odds of hav-
ing 14-day follow-up encounters for influenza at any 
healthcare facilities, outpatient facilities, and hospital 

Table 1  The descriptive characteristics of the sample outpatients

Min, Max, and Med represent the minimum, maximum, and median value of the study variable, respectively

Variables Unit Min Max Med Mean SD

Dependent variables
  14-day follow-up encounters at any healthcare facilities Binary No = 250,972 (61.715%)

Yes = 155,692 (38.285%)

  14-day follow-up encounters at any outpatient facilities Binary No = 382,113 (93.963%)

Yes = 24,551 (6.037%)

  14-day follow-up encounters at any hospital outpatient 
departments

Binary No = 386,077 (94.938%)

Yes = 20,587 (5.062%)

Independent variables
  HHI (5 km) Number 0.154 1.000 0.489 0.492 0.207

  HHI (10 km) Number 0.151 1.000 0.495 0.46 0.198

  HHI (15 km) Number 0.115 1.000 0.466 0.421 0.204

Control Variables
  Age Number 1 103 53 52.809 15.709

  Gender Binary Female = 193,537 (47.591%);

Male = 213,127(52.409%)

  Comorbidity Binary No = 243,086 (59.776%);

Yes = 163,578 (40.224%)

  Insurance Categorical Working residents with the URRBMI = 26,270 (6.460%);

Non-working residents with the URRBMI = 22,081 (5.430%);

Working employees with the UEBMI= 217,720 (53.538%)

Non-working employees with the UEBMI= 140,593 (34.572%)

  Hospital class Categorical Non-accredited = 20,748 (5.102%);

Accredited first-class = 104,091 (25.596%):

Accredited second-class = 275,806 (67.822%);

Accredited third-class = 6,019 (1.480%)
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outpatient departments fell by 34.9%, 18.3%, and 20.9%, 
respectively11.

Table  3 reports the results of the impacts of the HHI 
on the odds of having follow-up encounters at a range of 
healthcare settings (using the IV approach). The results 
of the first-stage regression suggest that the intensity of 
the nighttime lights was positively associated with hos-
pital demand (p < 0.01). The p-value of the Wald Chi-
Squared test was less than 0.01, rejecting the presence 
of weak instruments. These results justify the appropri-
ateness of using the intensity of nighttime lights as an IV 
in our study. The estimated OR of the HHI in predicting 
the probability of having 14-day follow-up encounters for 
influenza at any healthcare facilities, outpatient facilities, 
and hospital outpatient departments was 1.29 (p < 0.001), 
1.12 (p < 0.001), and 1.12 (p < 0.001), respectively. These 
findings imply that for each 1% increase in the degree of 
hospital competition, the odds that a patient had 14-day 
follow-up encounters for influenza at any healthcare 
facilities, outpatient facilities, and hospital outpatient 
departments fell by 28.6%, 12.2%, and 12.3%, respectively.

In all the models, the impacts of age, health insurance 
status, comorbidity status, and hospital class on the qual-
ity of outpatient care were consistent. Older individu-
als and males were more likely to have 14-day follow-up 
encounters for influenza at any healthcare facilities than 
their counterparts. Patients who visited the accredited 
hospitals were more likely to have 14-day follow-up 
encounters for influenza than their counterparts. Indi-
viduals who used the URRBMI to pay their medical costs 
were less likely to have 14-day follow-up encounters for 
influenza than those whose medical costs were reim-
bursed by the UEBMI.

The results of sensitivity analyses
Table  4 reports the impacts of the HHI on whether the 
patient had 14-day follow-up encounters for influenza at 
the same hospital outpatient department. We found that 
hospital competition resulted in a reduction in the prob-
ability of having 14-day follow-up encounters at the same 
hospital outpatient department. The impacts of the HHI 
measured based on different market radii were reported 
in Table  5. Hospital competition was still found to 
improve the quality of outpatient care when the market 
radius was set to 5 km and 10 km. The results of hetero-
geneity analysis were visualized in Appendix  8, Appen-
dix  9, and Appendix  10. We found that an increase in 

Table 2  The impact of competition on the odds of having follow-up encounters (without IV)

SE represents the standard error; Sig. represents the significance codes: < 0.001 ***, < 0.01**, < 0.05 *, < 0.01

Any healthcare facilities Any outpatient facilities Any hospital outpatient 
departments

Estimate SE P-value Sig. Estimate SE P-value Sig. Estimate SE P-value Sig.

Intercept 10.621 0.501 < 0.001 *** -9.82 0.416 < 0.001 *** -10.135 0.411 < 0.001 ***

Log(HHI) 0.299 0.042 < 0.001 *** 0.168 0.035 < 0.001 *** 0.189 0.035 < 0.001 ***

Log(age) 0.316 0.128 0.014 * -0.059 0.095 0.535 -0.016 0.096 0.87

Gender_female

Gender_male 0.135 0.061 0.027 * 0.048 0.045 0.285 0.04 0.045 0.37

Insurance_working employees

  Insurance_working residents -25.505 0.179 < 0.001 *** -23.217 0.157 < 0.001 *** -23.223 0.159 < 0.001 ***

  Insurance_non-working residents -26.422 0.245 < 0.001 *** -24.701 0.236 < 0.001 *** -24.756 0.235 < 0.001 ***

  Insurance_non-working employees -0.194 0.085 0.022 * -20.978 0.087 < 0.001 *** -21.022 0.082 < 0.001 ***

Comorbidity_no

Comorbidity_yes -0.215 0.058 < 0.001 *** -0.129 0.039 0.001 *** -0.131 0.039 0.001 ***

Class_non-accredited

  Class_first 1.283 0.147 < 0.001 *** 21.377 0.218 < 0.001 *** 21.395 0.219 < 0.001 ***

  Class_second 1.204 0.148 < 0.001 *** 21.57 0.22 < 0.001 *** 21.622 0.221 < 0.001 ***

  Class_third 0.99 0.524 0.059 . 21.328 0.531 < 0.001 *** 21.31 0.536 < 0.001 ***

Random intercepts

    Time Yes

    Hospital Yes

    Individual Yes

11  We made such explanation as: 1) the logarithm used to transform our 
independent variable is the same as the base used for the log of OR in the 
logistic regression; and 2) the estimated regression coefficients are close to 0.
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Table 3  The impacts of competition on the odds of having follow-up encounters (with IV)

SE represents the standard error; Sig. represents the significance codes: < 0.001 ***, < 0.01**, < 0.05 *, < 0.01

Any healthcare facilities Any outpatient facilities Any hospital outpatient 
departments

Estimate SE P-value Sig. Estimate SE P-value Sig. Estimate SE P-value Sig.

Intercept 10.888 0.503 < 0.001 *** -9.741 0.416 < 0.001 *** -9.882 0.419 < 0.001 ***

Log(HHI) 0.252 0.03 < 0.001 *** 0.115 0.025 < 0.001 *** 0.116 0.024 < 0.001 ***

Log(age) 0.299 0.128 0.019 * -0.062 0.094 0.51 -0.044 0.095 0.641

Gender_female

Gender_male 0.128 0.061 0.036 * 0.048 0.045 0.288 0.041 0.045 0.366

Insurance_working employees

  Insurance_working residents -25.668 0.183 < 0.001 *** -23.256 0.158 < 0.001 *** -23.297 0.161 < 0.001 ***

  Insurance_non-working residents -26.47 0.244 < 0.001 *** -24.716 0.236 < 0.001 *** -24.703 0.235 < 0.001 ***

  Insurance_non-working employ-
ees

-0.192 0.085 0.023 * -20.977 0.084 < 0.001 *** -21.003 0.083 < 0.001 ***

Comorbidity_no

Comorbidity_yes -0.202 0.059 0.001 *** -0.128 0.039 0.001 *** -0.136 0.039 < 0.001 ***

Class_non-accredited

  Class_first 1.232 0.147 < 0.001 *** 21.357 0.219 < 0.001 *** 21.425 0.219 < 0.001 ***

  Class_second 1.178 0.146 < 0.001 *** 21.567 0.22 < 0.001 *** 21.669 0.22 < 0.001 ***

  Class_third 1.028 0.524 0.05 * 21.327 0.532 < 0.001 *** 21.355 0.534 < 0.001 ***

Random intercepts
  Time Yes

  Hospital Yes

  Individual Yes

Table 4  The impacts of competition on the odds of having follow-up encounters at the same hospital outpatient department

SE represents the standard error; Sig. represents the significance codes: < 0.001 ***, < 0.01**, < 0.05 *, < 0.01

OLS IV

Estimate SE P-value Sig. Estimate SE P-value Sig.

Intercept -9.899 0.416 < 0.001 *** 10.168 0.399 < 0.001 ***

Log(HHI) 0.184 0.035 < 0.001 *** 0.092 0.025 < 0.001 ***

Log(age) -0.045 0.095 0.634 -0.049 0.097 0.61

Gender_female

Gender_male 0.035 0.045 0.436 0.039 0.045 0.388

Insurance_working employees

  Insurance_working residents -23.251 0.16 < 0.001 *** -23.627 0.167 < 0.001 ***

  Insurance_non-working residents -24.671 0.235 < 0.001 *** -24.69 0.233 < 0.001 ***

  Insurance_non-working employees -21.029 0.084 < 0.001 *** -20.935 0.084 < 0.001 ***

Comorbidity_no

Comorbidity_yes -0.144 0.039 < 0.001 *** -0.12 0.039 0.002 **

Class_non-accredited

  Class_first 21.397 0.218 < 0.001 *** 1.149 0.164 < 0.001 ***

  Class_second 21.638 0.221 < 0.001 *** 1.407 0.165 < 0.001 ***

  Class_third 21.312 0.535 < 0.001 *** 1.03 0.514 0.045 *

Random intercepts
    Time Yes

    Hospital Yes

    Individual Yes
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hospital competition was associated with a decline in the 
quality of outpatient care among those who visited non-
accredited hospitals. In contrast, females, adults aged 

25 to 64 years, those using the URRBMI to pay medical 
expenses, and those with comorbidities tended to benefit 
from the positive health effects of hospital competition 

Table 5  The impacts of competition with different market radii on the odds of having follow-up encounters

Models A, B and C represent the model where any healthcare facilities, any outpatient facilities, any hospital outpatient departmentswas included as the dependent 
variable; Standard errors in parentheses; Sig. represents the significance codes: < 0.001 ***, < 0.01**, < 0.05 *, < 0.01 .; The individual-, hospital-, and time-level random 
intercepts were included in all the model

Model A Model B Model C

10 km

Coeff. Sig. Coeff. Sig. Coeff. Sig.

Intercept -8.644
(0.508)

*** 10.567
(0.404)

*** -9.765
(0.421)

***

Log(HHI) 0.275
(0.028)

*** 0.094
(0.023)

*** 0.125
(0.023)

***

Log(age) 0.301
(0.123)

* -0.094
(0.096)

-0.049
(0.095)

Gender_male 0.141
(0.061)

* 0.048
(0.045)

0.038
(0.045)

Insurance_working residents -25.108
(0.177)

*** -23.66
(0.165)

*** -23.341
(0.162)

***

Insurance_non-working residents -26.362
(0.243)

*** -24.659
(0.235)

*** -24.698
(0.235)

***

Insurance_non-working employees -0.177
(0.083)

* -20.855
(0.084)

*** -20.999
(0.084)

***

Comorbidity_yes -0.209
(0.058)

*** -0.108
(0.039)

** -0.134
(0.039)

***

Class_first 20.786
(0.218)

*** 1.168
(0.161)

*** 21.382
(0.219)

***

Class_second 20.742
(0.217)

*** 1.353
(0.163)

*** 21.61
(0.221)

***

Class_third 20.748
(0.544)

*** 1.137
(0.507)

* 21.368
(0.533)

***

15 km

Coeff. Sig. Coeff. Sig. Coeff. Sig.

Intercept 10.875
(0.502)

*** 10.163
(0.398)

*** 10.099
(0.401)

***

Log(HHI) 0.205
(0.026)

*** 0.057
(0.022)

** 0.057
(0.022)

**

Log(age) 0.295
(0.128)

* -0.06
(0.096)

-0.044
(0.097)

Gender_male 0.121
(0.061)

* 0.054
(0.045)

0.046
(0.045)

Insurance_working residents -25.668
(0.164)

*** -23.565
(0.165)

*** -23.617
(0.168)

***

Insurance_non-working residents -26.489
(0.23)

*** -24.751
(0.234)

*** -24.724
(0.233)

***

Insurance_non-working employees -0.188
(0.085)

* -20.882
(0.084)

*** -20.909
(0.084)

***

Comorbidity_yes -0.195
(0.059)

*** -0.103
(0.039)

** -0.113
(0.039)

**

Class_first 1.279
(0.146)

*** 1.197
(0.161)

*** 1.178
(0.164)

***

Class_second 1.223
(0.146)

*** 1.408
(0.162)

*** 1.424
(0.165)

***

Class_third 1.092
(0.523)

* 1.111
(0.509)

* 1.05
(0.513)

*
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than their counterparts. These results demonstrated that 
our findings concerning the effects of hospital competi-
tion on increasing the quality of outpatient care from the 
primary analysis were robust.

Discussion
This study constructed a binomial regression model with 
cross random intercepts and employed an IV approach to 
estimate the health effects of hospital competition. Our 
research found that after adjusting for various covari-
ates, hospital competition improved the quality of outpa-
tient care for those with influenza in China. The health 
benefits of hospital competition were more substan-
tial among females, those using the URRBMI to pay for 
medical costs, those visiting the accredited hospitals, 
and those aged 25 to 64 years when compared with their 
counterparts.

Our study demonstrated that hospital competition 
increased the quality of outpatient care. While this find-
ing is consistent with some prior studies [1, 5, 14, 16, 51, 
54–56], it is at odds with others [40, 44, 47, 48, 55, 57, 58]. 
Competition generally was linked with quality improve-
ments, though this may not be the case when hospitals 
exhibit altruistic motivations [1, 6, 42, 44, 81], face capac-
ity constraints [82], have a limited ability to appropriate 
their profits [44, 83, 84], and are able to compete on both 
quality and prices [52, 85]. As suggested by our theoreti-
cal analysis offered in Appendix 2, competition may lead 
to poorer quality when the quality elasticity of demand is 
smaller than the doubled price elasticity of demand. This 
assumption is unlikely to be true in our empirical setting, 
as all the sampled hospitals had PHI coverage and were 
subject to the associated price regulations. Accordingly, 
instead of competing on price, these sampled hospitals 
would prefer to provide higher quality services to gain an 
advantage over their rivals. In a summary, it was expected 
that the demand for outpatient care would respond more 
elastically to quality changes than to price variations in 
China. This may explain why an increase in hospital com-
petition was associated with better quality of outpatient 
care for individuals with influenza in our study.

We also demonstrated that age, gender, health insur-
ance status, and hospital class were associated with the 
quality of outpatient care, which aligns with prior studies 
[42, 46, 51, 66, 86, 87]. Specifically, we found that patients 
who visited the accredited hospitals tended to experience 
poorer quality of outpatient care than their counterparts. 
Hospitals in China are classified into three tiers based on 
hospitals’ capacity to provide healthcare services, medi-
cal education, and conduct medical research. However, 
a hierarchical diagnostic and treatment system has not 
yet been established across China, and patients still have 
the freedom to choose hospitals they prefer. These may 

account for why patients visiting the accredited hospi-
tals achieved poorer health outcomes when compared 
with those who visited the non-accredited hospitals. 
One unexpected finding is that patients with comorbidi-
ties experienced lower quality of outpatient care than 
their counterparts. Our focus on influenza-specific qual-
ity indicators may offer explanations for this finding as 
influenza may not be the most responsible diagnosis for 
patients with comorbidities.

Our heterogeneity analysis indicated that the effects of 
hospital competition on improving the quality of outpa-
tient care were more substantial among individuals who 
used the URRBMI to pay their medical expenses, females, 
adults aged 25 to 64 years, and those with comorbidities 
when compared with their counterparts. In contrast, an 
increase in hospital competition was found to reduce the 
quality of outpatient care among patients who visited the 
non-accredited hospitals. Non-accredited hospitals often 
faced challenges in delivering high-quality outpatient 
care due to limited capacity in promoting innovation. As 
a result, these hospitals may prioritize patient retention 
as a strategic response rather than referring patients to 
other healthcare facilities when confronted with intensi-
fied competition.

Some policy suggestions can be derived from this study. 
We demonstrated that hospital competition enhanced the 
quality of outpatient care. As such, policy decision-mak-
ers are suggested to further promote competition among 
hospitals in the outpatient care market in China. An offi-
cial information-sharing platform [14, 54] is suggested 
to be established to report the quality of care offered by 
hospitals. A performance-based financial mechanism [16] 
and a prospective payment system [88, 89] are suggested 
to be constructed simultaneously.

Several strengths of this study should be acknowl-
edged in interpreting our findings. While prior stud-
ies have assessed the impacts of hospital competition 
in developed countries, we contributed to the literature 
by offering evidence from developing countries. Addi-
tionally, much of previous studies have focused on the 
health effects of hospital competition under a fixed-price 
regime. Our study contributed to extant research by add-
ing evidence on potential health gains from increasing 
hospital competition under price-cap regulation. Third, 
we used the Geographical Information-based techniques 
to calculate the actual road distance between hospitals, 
which greatly improved the accuracy of the estimates. 
Finally, research that adopted a cross-sectional design or 
did not address the endogeneity of the HHI was unable 
to reveal the causal relationship [37]. Our study over-
came this shortcoming by using a large longitudinal data-
set and adopting an IV approach to estimate the causal 
impacts of the HHI.
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Our study exhibited several limitations. Our sample 
data were restricted to patients with PHI coverage who 
had outpatient visits at hospitals that opt-in to the PHI 
arrangements from 2015 to 2019. We were thus unable 
to investigate how hospital competition might affect 
health for all the patients regardless of whether being 
covered by PHI programs. Notwithstanding this limi-
tation, PHI coverage was prevalent among citizens in 
Changde during our study period. Accordingly, our find-
ings should be generally applicable to most citizens of 
Changde. Second, we adopted utilization-based indica-
tors as a proxy for the quality of outpatient care due to 
their widespread application in the extant literature and 
availability of data. There were two potential concerns 
associated with the use of the readmission measure, 
which could introduce biases to our estimation results: 1) 
the quality of care received at primary care facilities after 
leaving a hospital may impact the odds of having a fol-
low-up visit; and 2) the occurrence of having a follow-up 
visit to a healthcare facility within medical alliances may 
not necessarily indicate poor quality of care received. In 
many countries, primary care serves as the initial point 
of contact for individuals seeking healthcare services and 
plays a fundamental role in facilitating follow-up care 
[90]. However, in China, despite significant government 
investments in developing primary care, patients often 
lack trust in primary care and tend to bypass primary 
facilities to visit hospitals for any health issues [91]. Addi-
tionally, we were unable to access information on which 
institutions implemented the medical alliance modes and 
whether a follow-up visit represents a referral between 
two facilities within the medical alliances. In the absence 
of mandatory implementations of a hierarchical diagno-
sis and treatment system and a medical alliance mode, 
we expected that biases associated with the readmission 
measure would exist only to a limited extent. Neverthe-
less, we only used one proxy for quality of outpatient 
care, which may lead to a partial picture of the impacts 
of hospital competition [6]; we hence highly recommend 
future research with a more detailed tracking of patients 
to generate a comprehensive and in-depth understanding 
of the health effects of hospital competition. Third, as it 
was hard to find instruments for the service volume of 
non-hospital facilities, we excluded the service volume of 
these facilities when calculating the HHI for each hospi-
tal. This resulted in a larger market share and a smaller 
HHI value for each hospital, which may bias the estima-
tion of the impacts of the HHI. Prior research has shown 
a downward pressure on revenues, costs, and profits in 
general hospitals associated with the presence of other 
types of healthcare facilities [92]. We therefore strongly 
recommend future research to estimate the impacts of 

competition between hospitals and other non-hospital 
facilities. Fourth, a hospital is a multi-product firm in 
which competition in one product area may have spillo-
ver effects on the quality of other products [47]. We did 
not consider such effect because of the rare occurrence 
of inpatient visits for influenza and the large variances in 
the market share of other diseases in our dataset. Future 
research is suggested to investigate the spillover effects of 
competition when estimating the overall health effects of 
hospital competition. Finally, due to data unavailability, 
this study was unable to explore the underlying mecha-
nisms through which the positive effects of hospital com-
petition occur. This may open another potentially fruitful 
line of investigation into the health effects of hospital 
competition.

Conclusions
Our study demonstrated a temporal trend towards 
increased competition among hospitals, and surpris-
ingly, an associated decline in the quality of outpatient 
care. When the effects of competition were assessed 
among patients and over the whole study period, hospi-
tal competition enhanced the quality of outpatient care. 
The evidence offered herein of the positive impacts of 
hospital competition suggests that pro-competition 
efforts may yield dividends in the outpatient market.

Abbreviations
HHI	� Herfindahl-Hirschman index
PHI	� Public health insurance
UEBMI	� Urban Employee Basic Medical Insurance
URRBMI	� Urban and Rural Resident Basic Medical Insurance
OD	� Origins-Destinations
OR	� Odds ratio

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s13561-​024-​00516-4.

Supplementary Material 1.

Acknowledgements
Not applicable.

Authors’ contributions
P. Z. conceived the original research idea, designed the model, analyze and 
interpret the data, and drafted the manuscript. A. P. and X. W. made critical 
revisions of the manuscript for important intellectual content. X. S. contrib-
uted significantly to data acquisition and interpretation. P. C. helped supervise 
the project and revise the manuscript. The authors read and approved the 
final manuscript.

Funding
This research did not receive any specific grant from funding agencies in the 
public, commercial, or not-for-profit sectors.

Availability of data and materials
No datasets were generated or analysed during the current study.

https://doi.org/10.1186/s13561-024-00516-4
https://doi.org/10.1186/s13561-024-00516-4


Page 11 of 13Peng et al. Health Economics Review           (2024) 14:39 	

Declarations

Ethics approval and consent to participate
This study involves human participants and was approved by the Research 
Ethics Boards of University of Toronto (reference 00043991). All methods 
were carried out in this study were accordance with relevant guidelines and 
regulations issued by the Research Ethics Board of University of Toronto. We 
confirmed that the informed consent was obtained from all participants.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 16 November 2023   Accepted: 2 June 2024

References
	1.	 Brekke KR, et al. Hospital competition in the National Health Service: 

Evidence from a patient choice reform. Journal of Health Economics. 
2021;79: 102509.

	2.	 Cappellari, L., A.S.D. Paoli, and G. Turati. Does hospital competition affects 
citizens’ perceived health? 2014 [cited 2022; Available from: https://​www.​
seman​ticsc​holar.​org/​paper/​DOES-​HOSPI​TAL-​COMPE​TITION-​AFFECT-​CITIZ​
ENS’-​HEALTH-​Cappe​llari-​Paoli/​577a0​57cc2​474ff​96283​10d82​d7642​00d59​
db92c.

	3.	 Nagurney A, Li K. Hospital competition in prices and quality: A vari-
ational inequality framework. Operations Research for Health Care. 
2017;15:91–101.

	4.	 Kornai J. The soft budget constraint syndrome in the hospital sec-
tor. International Journal of Health Care Finance and Economics. 
2009;9(2):117–35.

	5.	 Cooper Z, et al. Does hospital competition save lives? Evidence from 
the English NHS patient choice reforms. Economic Journal (London, 
England). 2011;121(554):F228–60.

	6.	 Gravelle, H., et al. Hospital quality competition under fixed prices. CHE 
Research Paper 80 2012 [cited 2022; Available from: https://​eprin​ts.​white​
rose.​ac.​uk/​136516/​1/​CHERP​80_​hospi​tal_​quali​ty_​compe​tition_​fixed​
prices.​pdf.

	7.	 Longo F, et al. Does hospital competition improve efficiency? The 
effect of the patient choice reform in England. Health Economics. 
2019;28(5):618–40.

	8.	 Krabbe-Alkemade YJ, Groot TL, Lindeboom M. Competition in the Dutch 
hospital sector: An analysis of health care volume and cost. The European 
Journal of Health Economics. 2017;18(2):139–53.

	9.	 Laurent, G. and M. Carine. Competition and hospital quality: Evidence from 
a French natural experiment. CEPR Discussion Papers 11773 2017 [cited 
2022; Available from: https://​ideas.​repec.​org/p/​cpr/​ceprdp/​11773.​html.

	10.	 Choné, P. and L. Wilner. Hospital financial incentives and nonprice com-
petition. 2015 [cited 2022; Available from: http://​www.​crest.​fr/​ckfin​der/​
userf​iles/​files/​Pagep​erso/​Chone/​Hospi​tals_​2015_​WP_​CREST.​pdf.

	11.	 Herwartz H, Strumann C. On the effect of prospective payment on local 
hospital competition in Germany. Health Care Management Science. 
2012;15(1):48–62.

	12.	 Narcı HÖ, et al. An examination of competition and efficiency for hospital 
industry in Turkey. Health Care Management Science. 2015;18(4):407–18.

	13.	 Hehenkamp B, Kaarbøe OM. Location choice and quality competition in 
mixed hospital markets. Journal of Economic Behavior & Organization. 
2020;177:641–60.

	14.	 Gravelle, H., et al. The effects of hospital competition and patient choice 
on mortality for AMI, hip fracture and stroke patients. CHE Research 
Paper 106 2014 [cited 2022; Available from: https://​EconP​apers.​repec.​org/​
RePEc:​chy:​respap:​106ch​erp.

	15.	 Brekke KR, Siciliani L, Straume OR. Hospital competition and quality with 
regulated prices. Scandinavian Journal of Economics. 2011;113(2):444–69.

	16.	 Haley DR, et al. The influence of hospital market competition on 
patient mortality and total performance score. Health care manager. 
2016;35(3):266–76.

	17.	 Zhan, C. and J. Goes. The influence of payer-driven competition on 
hospital financial performance. 2015 [cited 2022; Available from: https://​
www.​resea​rchga​te.​net/​publi​cation/​28371​1703_​The_​Influ​ence_​of_​Payer-​
Driven_​Compe​tition_​on_​Hospi​tal_​Finan​cial_​Perfo​rmance.

	18.	 Douven R, Burger M, Schut F. Does managed competition constrain hos-
pitals’ contract prices? Evidence from the Netherlands. Health Economics, 
Policy and Law. 2020;15(3):341–54.

	19.	 Andritsos D, Aflaki S. Competition and the operational performance of 
hospitals: The role of hospital objectives. Production and Operations 
Management. 2015;24(11):1812–32.

	20.	 PRC, N.H.C. China health statistical yearbook 2010. 2010 [cited 2022; Avail-
able from: https://​navi.​cnki.​net/​knavi/​yearb​ooks/​YSIFE/​detail.

	21.	 Zhou M, et al. Mortality, morbidity, and risk factors in China and its prov-
inces, 1990–2017: A systematic analysis for the Global Burden of Disease 
Study 2017. The Lancet. 2019;394(10204):1145–58.

	22.	 Wang C, Chen Y-H. Reimbursement and hospital competition in China. 
Economic Research-Ekonomska Istraživanja. 2017;30(1):1209–23.

	23.	 Hu S, et al. Reform of how health care is paid for in China: Challenges and 
opportunities. The Lancet. 2008;372(9652):1846–53.

	24.	 Yip W, Hsiao W. Harnessing the privatisation of China’s fragmented 
health-care delivery. The Lancet. 2014;384(9945):805–18.

	25.	 Wu, J., Facing the era of great transformation. 2021, Singapore: Palgrave 
Macmillan Singapore.

	26.	 Yang Q, Pan J. Control under times of uncertainty: The relationship 
between hospital competition and physician-patient disputes. Interna-
tional Journal for Equity in Health. 2017;16(1):205.

	27.	 Eggleston K, et al. Health service delivery in China: A literature review. 
Health Economics. 2008;17(2):149–65.

	28.	 Deng C, Pan J. Hospital competition and the expenses for treatments 
of acute and non-acute common diseases: Evidence from China. BMC 
Health Services Research. 2019;19(1):739.

	29.	 Lu L, Pan J. Does hospital competition lead to medical equipment expan-
sion? Evidence on the medical arms race. Health Care Management 
Science. 2021;24(3):582–96.

	30.	 PRC, S.C. Notice of the state council on printing and distributing the 
thirteenth five-year plan for deepening the reform of the medical and 
health system. 2016 [cited 2022; Available from: http://​www.​nhsa.​gov.​cn/​
art/​2016/​12/​27/​art_​104_​6429.​html.

	31.	 PRC, S.C. Opinions of the state council on integrating the basic medical 
insurance system for urban and rural residents. 2016 [cited 2022; Avail-
able from: http://​www.​nhsa.​gov.​cn/​art/​2016/1/​3/​art_​104_​6426.​html.

	32.	 PRC, N.H.C. China health statistical yearbook 2020. 2020 [cited 2022; Avail-
able from: https://​navi.​cnki.​net/​knavi/​yearb​ooks/​YSIFE/​detail.

	33.	 PRC, N.H.C. China health statistical yearbook 2009. 2009 [cited 2022; Avail-
able from: https://​navi.​cnki.​net/​knavi/​yearb​ooks/​YSIFE/​detail.

	34.	 Strobel RJ, et al. The effect of hospital market competition on the adop-
tion of transcatheter aortic valve replacement. The Annals of Thoracic 
Surgery. 2020;109(2):473–9.

	35.	 Sfekas A. Quality competition and intra-system substitution in 
the hospital industry. American Journal of Health Economics. 
2019;5(1):65–96.

	36.	 Cerullo M, Lee C, Offodile AC. Effect of regional hospital market com-
petition on use patterns of free flap breast reconstruction. Plastic and 
Reconstructive Surgery. 2018;142(6):1438–46.

	37.	 Colla, C., et al. Hospital competition, quality, and expenditures in the U.S. 
Medicare population. National Bureau of Economic Research Working 
Paper Series No. 22826 2016 [cited 2022; Available from: http://​www.​
nber.​org/​papers/​w22826.

	38.	 Wright JD, et al. Effect of regional hospital competition and hospital 
financial status on the use of robotic-assisted surgery. JAMA Surgery. 
2016;151(7):612–20.

	39.	 Sethi RK, et al. Impact of hospital market competition on endovascular 
aneurysm repair adoption and outcomes. Journal of Vascular Surgery. 
2013;58(3):596–606.

	40.	 Maeda JLK, Sasso ATL. The relationship between hospital market compe-
tition, evidence-based performance measures, and mortality for chronic 
heart failure. Inquiry. 2012;49(2):164–75.

https://www.semanticscholar.org/paper/DOES-HOSPITAL-COMPETITION-AFFECT-CITIZENS’-HEALTH-Cappellari-Paoli/577a057cc2474ff9628310d82d764200d59db92c
https://www.semanticscholar.org/paper/DOES-HOSPITAL-COMPETITION-AFFECT-CITIZENS’-HEALTH-Cappellari-Paoli/577a057cc2474ff9628310d82d764200d59db92c
https://www.semanticscholar.org/paper/DOES-HOSPITAL-COMPETITION-AFFECT-CITIZENS’-HEALTH-Cappellari-Paoli/577a057cc2474ff9628310d82d764200d59db92c
https://www.semanticscholar.org/paper/DOES-HOSPITAL-COMPETITION-AFFECT-CITIZENS’-HEALTH-Cappellari-Paoli/577a057cc2474ff9628310d82d764200d59db92c
https://eprints.whiterose.ac.uk/136516/1/CHERP80_hospital_quality_competition_fixedprices.pdf
https://eprints.whiterose.ac.uk/136516/1/CHERP80_hospital_quality_competition_fixedprices.pdf
https://eprints.whiterose.ac.uk/136516/1/CHERP80_hospital_quality_competition_fixedprices.pdf
https://ideas.repec.org/p/cpr/ceprdp/11773.html
http://www.crest.fr/ckfinder/userfiles/files/Pageperso/Chone/Hospitals_2015_WP_CREST.pdf
http://www.crest.fr/ckfinder/userfiles/files/Pageperso/Chone/Hospitals_2015_WP_CREST.pdf
https://EconPapers.repec.org/RePEc:chy:respap:106cherp
https://EconPapers.repec.org/RePEc:chy:respap:106cherp
https://www.researchgate.net/publication/283711703_The_Influence_of_Payer-Driven_Competition_on_Hospital_Financial_Performance
https://www.researchgate.net/publication/283711703_The_Influence_of_Payer-Driven_Competition_on_Hospital_Financial_Performance
https://www.researchgate.net/publication/283711703_The_Influence_of_Payer-Driven_Competition_on_Hospital_Financial_Performance
https://navi.cnki.net/knavi/yearbooks/YSIFE/detail
http://www.nhsa.gov.cn/art/2016/12/27/art_104_6429.html
http://www.nhsa.gov.cn/art/2016/12/27/art_104_6429.html
http://www.nhsa.gov.cn/art/2016/1/3/art_104_6426.html
https://navi.cnki.net/knavi/yearbooks/YSIFE/detail
https://navi.cnki.net/knavi/yearbooks/YSIFE/detail
http://www.nber.org/papers/w22826
http://www.nber.org/papers/w22826


Page 12 of 13Peng et al. Health Economics Review           (2024) 14:39 

	41.	 Lewis, M.S. and K.E.P. Flum. Competition and quality choice in hospital 
markets. 2017 [cited 2022; Available from: https://​mslew​is.​people.​clems​
on.​edu/​Resea​rch/​quali​ty_​compe​tition.​pdf.

	42.	 Moscelli G, et al. Heterogeneous effects of patient choice and hospital 
competition on mortality. Social Science & Medicine. 2018;216:50–8.

	43.	 Aggarwal A, et al. Effect of patient choice and hospital competition 
on service configuration and technology adoption within cancer 
surgery: A national, population-based study. The Lancet Oncology. 
2017;18(11):1445–53.

	44.	 Giuseppe M, Hugh G, Luigi S. Hospital competition and quality for non-
emergency patients in the English NHS. The RAND Journal of Economics. 
2021;52(2):382–414.

	45.	 Sa L, Siciliani L, Straume OR. Dynamic hospital competition under ration-
ing by waiting times. Journal of Health Economics. 2019;66:260–82.

	46.	 Aggarwal AK, et al. Impact of patient choice and hospital competition on 
patient outcomes after prostate cancer surgery: A national population-
based study. Cancer. 2019;125(11):1898–907.

	47.	 Skellern, M. The hospital as a multi-product firm: The effect of hospital 
competition on value-added indicators of clinical quality. 2017 [cited 
2022; Available from: http://​eprin​ts.​lse.​ac.​uk/​id/​eprint/​83618.

	48.	 Skellern, M. The effect of hospital competition on value-added indicators 
of elective surgery quality. 2018 [cited 2022; Available from: https://​perso​
nal.​lse.​ac.​uk/​skell​ern/​Resea​rch_​files/​PROMs_​comp_​paper.​pdf.

	49.	 Lin X, et al. Does hospital competition harm inpatient quality? Empirical 
evidence from Shanxi, China. International Journal of Environmental 
Research and Public Health. 2018;15(10):2283.

	50.	 Yi J, Yuan Y, Zhao S. Differential responses to market competition by 
private and public hospitals in China: A longitudinal analysis. The Lancet. 
2019;394:S37.

	51.	 Pan J, et al. Does hospital competition improve health care delivery in 
China? China Economic Review. 2015;33:179–99.

	52.	 Croes RR, Krabbe-Alkemade YJFM, Mikkers MC. Competition and 
quality indicators in the health care sector: Empirical evidence from 
the Dutch hospital sector. The European Journal of Health Economics. 
2018;19(1):5–19.

	53.	 Jiang Q, et al. Hospital competition and unplanned readmission: Evidence 
from a systematic review. Risk Manag Healthc Policy. 2021;14:473–89.

	54.	 Chou SY, et al. Competition and the impact of online hospital report 
cards. Journal of Health Economics. 2014;34:42–58.

	55.	 Kim SJ, et al. The association of market competition with hospital charges, 
length of stay, and quality outcomes for patients with joint diseases: 
A longitudinal study in Korea. Asia-Pacific Journal of Public Health. 
2015;27(2):195–207.

	56.	 Cooper Z, Gibbons S, Skellern M. Does competition from private surgical 
centres improve public hospitals’ performance? Evidence from the Eng-
lish National Health Service. Journal of Public Economics. 2018;166:63–80.

	57.	 Torun N, Celik Y, Younis M. Competition among Turkish hospitals and its 
effect on hospital efficiency and service quality. Journal of Health Care 
Finance. 2013;40(2):42–58.

	58.	 Park S, et al. Decentralization and centralization of healthcare resources: 
Investigating the associations of hospital competition and number of 
cardiologists per hospital with mortality and resource utilization in Japan. 
Health Policy. 2013;113(1–2):100–9.

	59.	 Al-Amin M, Housman M. Ambulatory surgery center and general hospital 
competition: Entry decisions and strategic choices. Health Care Manage-
ment Review. 2012;37(3):223–34.

	60.	 Lu L, Lin X, Pan J. Heterogeneous effects of hospital competition on 
inpatient expenses: An empirical analysis of diseases grouping basing 
on conditions’ complexity and urgency. BMC Health Services Research. 
2021;21(1):1322.

	61.	 PRC, N.E.S.S.D.C. and N.S.T.I. PRC. Basic geographic data of Hunan prov-
ince at a scale of 1:250,000. 2015 [cited 2022; Available from: http://​www.​
geoda​ta.​cn/​data/​datad​etails.​html?​datag​uid=​85166​58445​6169&​docid=​
2653.

	62.	 Chen, F. The "Flint" data. 2022 [cited 2022; Available from: http://​satsee.​
radi.​ac.​cn/​cfdata/​night_​light1/​index_​en.​html.

	63.	 Elvidge CD, et al. Extending nighttime combustion source detection 
limits with short wavelength VIIRS data. Remote Sensing. 2019;11(4):395.

	64.	 Berta P, et al. The association between asymmetric information, hospital 
competition and quality of healthcare: Evidence from Italy. Journal of the 
Royal Statistical Society: Series A (Statistics in Society). 2016;179:907–26.

	65.	 Yu T-H, Tung Y-C, Wei C-J. Can hospital competition really affect hospital 
behavior or not? An empirical study of different competition measures 
comparison in Taiwan. Inquiry. 2017;54:46958017690289.

	66.	 Shen VC-Y, Ward WJ Jr, Chen L-K. Systematic review and meta-analysis on 
the effect of hospital competition on quality of care: Implications for sen-
ior care. Archive of Gerontology and Geriatrics Research. 2019;83:263–70.

	67.	 Shi, H., et al., Perceived health-care quality in China: A comparison of sec-
ond- and third-tier hospitals. Int J Qual Health Care, 2021. 33(1): mzab027.

	68.	 Silalahi FES, et al. GIS-based approaches on the accessibility of referral 
hospital using network analysis and the spatial distribution model of the 
spreading case of COVID-19 in Jakarta, Indonesia. BMC Health Services 
Research. 2020;20(1):1053.

	69.	 Zannat KE, Adnan MSG, Dewan A. A GIS-based approach to evaluating 
environmental influences on active and public transport accessibility of 
university students. Journal of Urban Management. 2020;9(3):331–46.

	70.	 Cheng Y, Wang J, Rosenberg MW. Spatial access to residential care 
resources in Beijing. China International Journal of Health Geographics. 
2012;11:32.

	71.	 ESRI. OD cost matrix analysis. 2021 [cited 2022; Available from: https://​
deskt​op.​arcgis.​com/​en/​arcmap/​latest/​exten​sions/​netwo​rk-​analy​st/​od-​
cost-​matrix.​htm.

	72.	 ESRI. Service area analysis. 2021 [cited 2022; Available from: https://​deskt​
op.​arcgis.​com/​en/​arcmap/​latest/​exten​sions/​netwo​rk-​analy​st/​servi​ce-​
area.​htm.

	73.	 ESRI. Buffer (analysis). 2021 [cited 2022; Available from: https://​pro.​arcgis.​
com/​en/​pro-​app/​latest/​tool-​refer​ence/​analy​sis/​buffer.​htm.

	74.	 ESRI. How the zonal statistics tools work. 2021 [cited 2022; Available from: 
https://​pro.​arcgis.​com/​en/​pro-​app/​latest/​tool-​refer​ence/​spati​al-​analy​st/​
how-​zonal-​stati​stics-​works.​htm.

	75.	 Lasater KB, et al. Evaluation of hospital nurse-to-patient staffing ratios 
and sepsis bundles on patient outcomes. American Journal of Infection 
Control. 2021;49(7):868–73.

	76.	 Nestler S. An extension of the mixed-effects growth model that consid-
ers between-person differences in the within-subject variance and the 
autocorrelation. Statistics in Medicine. 2022;41(3):471–82.

	77.	 Lu L, Pan J. The association of hospital competition with inpatient costs of 
stroke: Evidence from China. Social Science & Medicine. 2019;230:234–45.

	78.	 Bruederle A, Hodler R. Nighttime lights as a proxy for human develop-
ment at the local level. PLoS One. 2018;13(9): e0202231.

	79.	 ESRI. ArcGIS Desktop 10. 2011 [cited 2022; Available from: https://​www.​
esri.​com/​en-​us/​home.

	80.	 Team, R.C. R: A language and environment for statistical computing. R 
Foundation for Statistical Computing, Vienna, Austria. 2013;3(1):201.

	81.	 Or Z, et al. Impact of competition versus centralisation of hospital care 
on process quality: A multilevel analysis of breast cancer surgery in 
France. International Journal of Health Planning and Management. 
2022;11(4):459–69.

	82.	 Wang C, Nie PY. Effects of asymmetric medical insurance subsidy on 
hospitals competition under non-price regulation. International Journal 
for Equity in Health. 2016;15(1):184.

	83.	 Brekke KR, Siciliani L, Straume OR. Hospital competition with soft budg-
ets. The Scandinavian Journal of Economics. 2015;117(3):1019–48.

	84.	 Brekke KR, Siciliani L, Straume OR. Quality competition with profit con-
straints. Journal of Economic Behavior & Organization. 2012;84(2):642–59.

	85.	 Palangkaraya A, Yong J. Effects of competition on hospital quality: An 
examination using hospital administrative data. The European Journal of 
Health Economics. 2013;14(3):415–29.

	86.	 Shepard M. Hospital network competition and adverse selection: 
Evidence from the Massachusetts health insurance exchange. American 
Economic Review. 2016;112(2):578–615.

	87.	 Chu CL, Chiang TL, Chang RE. Hospital competition and inpatient 
services efficiency in Taiwan: A longitudinal study. Health Economics. 
2011;20(10):1268–80.

	88.	 PRC, N.M.I.A., et al. Notice of the national medical insurance administra-
tion, the ministry of finance, the national health commission, and the 
state administration of traditional Chinese medicine on printing and 
distributing the list of cities for piloting the diagnosis-related group pay-
ment program. 2019 [cited 2022; Available from: http://​www.​nhsa.​gov.​
cn/​art/​2019/6/​5/​art_​37_​1362.​html.

	89.	 PRC, O.o.t.N.M.S.A. Notice of the office of the national medical security 
administration on printing and distributing the list of cities for piloting 

https://mslewis.people.clemson.edu/Research/quality_competition.pdf
https://mslewis.people.clemson.edu/Research/quality_competition.pdf
http://eprints.lse.ac.uk/id/eprint/83618
https://personal.lse.ac.uk/skellern/Research_files/PROMs_comp_paper.pdf
https://personal.lse.ac.uk/skellern/Research_files/PROMs_comp_paper.pdf
http://www.geodata.cn/data/datadetails.html?dataguid=85166584456169&docid=2653
http://www.geodata.cn/data/datadetails.html?dataguid=85166584456169&docid=2653
http://www.geodata.cn/data/datadetails.html?dataguid=85166584456169&docid=2653
http://satsee.radi.ac.cn/cfdata/night_light1/index_en.html
http://satsee.radi.ac.cn/cfdata/night_light1/index_en.html
https://desktop.arcgis.com/en/arcmap/latest/extensions/network-analyst/od-cost-matrix.htm
https://desktop.arcgis.com/en/arcmap/latest/extensions/network-analyst/od-cost-matrix.htm
https://desktop.arcgis.com/en/arcmap/latest/extensions/network-analyst/od-cost-matrix.htm
https://desktop.arcgis.com/en/arcmap/latest/extensions/network-analyst/service-area.htm
https://desktop.arcgis.com/en/arcmap/latest/extensions/network-analyst/service-area.htm
https://desktop.arcgis.com/en/arcmap/latest/extensions/network-analyst/service-area.htm
https://pro.arcgis.com/en/pro-app/latest/tool-reference/analysis/buffer.htm
https://pro.arcgis.com/en/pro-app/latest/tool-reference/analysis/buffer.htm
https://pro.arcgis.com/en/pro-app/latest/tool-reference/spatial-analyst/how-zonal-statistics-works.htm
https://pro.arcgis.com/en/pro-app/latest/tool-reference/spatial-analyst/how-zonal-statistics-works.htm
https://www.esri.com/en-us/home
https://www.esri.com/en-us/home
http://www.nhsa.gov.cn/art/2019/6/5/art_37_1362.html
http://www.nhsa.gov.cn/art/2019/6/5/art_37_1362.html


Page 13 of 13Peng et al. Health Economics Review           (2024) 14:39 	

the global budget and diagnosis-intervention packet payment. 2020 
[cited 2022; Available from: https://​www.​gov.​cn/​zheng​ce/​zheng​ceku/​
2020-​11/​05/​conte​nt_​55576​25.​htm.

	90.	 Starfield B, Shi L, Macinko J. Contribution of primary care to health sys-
tems and health. Milbank Q. 2005;83(3):457–502.

	91.	 Yip W, et al. 10 years of health-care reform in China: Progress and gaps in 
Universal Health Coverage. Lancet. 2019;394(10204):1192–204.

	92.	 Carey K, Burgess JF Jr, Young GJ. Hospital competition and financial per-
formance: The effects of ambulatory surgery centers. Health Economics. 
2011;20(5):571–81.

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

https://www.gov.cn/zhengce/zhengceku/2020-11/05/content_5557625.htm
https://www.gov.cn/zhengce/zhengceku/2020-11/05/content_5557625.htm

	Does hospital competition improve the quality of outpatient care? - empirical evidence from a quasi-experiment in a Chinese city
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Data sources
	Study variables
	Data analysis

	Results
	The descriptive results of the sampled outpatients
	The impacts of hospital competition on the quality of outpatient care
	The results of sensitivity analyses

	Discussion
	Conclusions
	Acknowledgements
	References


