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Abstract
Background Since 2020, China has implemented an innovative payment method called Diagnosis-Intervention 
Packet (DIP) in 71 cities nationwide. This study aims to assess the impact of DIP on medical expenditure, efficiency, 
and quality for inpatients covered by the Urban Employee Basic Medical Insurance (UEBMI) and Urban and Rural 
Residents Basic Medical Insurance (URRBMI). It seeks to explore whether there are differences in these effects among 
inpatients of the two insurance types, thereby further understanding its implications for health equity.

Materials and methods We conducted interrupted time series analyses on outcome variables reflecting medical 
expenditure, efficiency, and quality for both UEBMI and URRBMI inpatients, based on a dataset comprising 621,125 
inpatient reimbursement records spanning from June 2019 to June 2023 in City A. This dataset included 110,656 
records for UEBMI inpatients and 510,469 records for URRBMI inpatients.

Results After the reform, the average expenditure per hospital admission for UEBMI inpatients did not significantly 
differ but continued to follow an upward pattern. In contrast, for URRBMI inpatients, the trend shifted from increasing 
before the reform to decreasing after the reform, with a decline of 0.5%. The average length of stay for UEBMI showed 
no significant changes after the reform, whereas there was a noticeable downward trend in the average length of stay 
for URRBMI. The out-of-pocket expenditure (OOP) per hospital admission, 7-day all-cause readmission rate and 30-day 
all-cause readmission rate for both UEBMI and URRBMI inpatients showed a downward trend after the reform.

Conclusion The DIP reform implemented different upper limits on budgets based on the type of medical insurance, 
leading to varying post-treatment prices for UEBMI and URRBMI inpatients within the same DIP group. After the 
DIP reform, the average expenditure per hospital admission and the average length of stay remained unchanged 
for UEBMI inpatients, whereas URRBMI inpatients experienced a decrease. This trend has sparked concerns about 
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Introduction
Global healthcare systems face immense pressure, such 
as populations age and chronic diseases rise, driving up 
medical expenditure in both developed and developing 
countries [1]. Most policymakers now pursue strate-
gies to maximize health value from scarce resources by 
enhancing quality, outcomes and affordability simultane-
ously [2–4]. However, effectively curbing expenditures 
while improving efficiency and quality remains a formi-
dable challenge worldwide. China is no exception as it 
also strives to address these issues [5]. While China has 
made progress improving population health in recent 
years, a considerable quality gap with developed coun-
tries still exists [6]. Reforms aim to decrease health 
expenditures and increase efficiency without compro-
mising quality of care [7]. Moreover, tackling these chal-
lenges sustainably amid limited means requires reducing 
inequality amongst patients through prudent reforms [8].

Amid fiscal constraints and rising health burdens, 
many perceive fee-for-service (FFS) as inflating expen-
ditures by encouraging overtreatment. In response, 
countries now view innovative payment methods as 
mechanisms to better align provider incentives with effi-
cient, high-value care delivery. Since the 1980s, countries 
worldwide have re-evaluated healthcare payment meth-
ods and expedited efforts to explore innovative models 
to realign provider incentives and control expenditures 
[9]. For example, Diagnosis Related Groups (DRGs) and 
bundled payments are widely adopted innovative pay-
ment schemes globally. In contrast to FFS, DRGs and 
Episode-based bundled payments consolidate all services 
within discrete episodes like hospitalization into lump 
sum reimbursement [10]. By paying based on case types 
rather than itemized expenditures, they transfer financial 
risk from payers to providers [11]. This makes providers 
accountable for both expenditures and outcomes, aiming 
to bolster value. Studies indicate that the introduction of 
DRGs has generally led to a decrease in average expen-
diture per hospital admission, but has also resulted in 
negative effects such as incentivizing an increase in the 
number of inpatients receiving treatment, even creat-
ing patients, inadequate patient care services, and code 
upcoding [12–15]. Episode-based bundled payments 
have demonstrated significant savings in average expen-
diture per hospital admission, but their impact on qual-
ity remains inconclusive [16–18]. Moreover, the number 
of inpatients receiving treatment under episode-based 
bundled payments may unintentionally increase, enough 

to offset or negate expenditure reductions or savings to 
medical insurance [19]. Without strict budgetary mecha-
nisms in place, both of these schemes may lead to exces-
sive expenditure growth [20].

The rise of innovative payment methods has accom-
panied valid concerns about potential negative impacts 
on health disparities if not designed carefully. There are 
concerns episode-based bundle payments could worsen 
inequities through unintended effects. For example, exist-
ing racial disparities in access to and services for profit-
able, high-volume lower extremity joint replacement 
surgery (LEJR) surgery - a key target of bundles - risk 
exacerbating under programs like comprehensive care for 
joint replacement model (CJR) in America [21]. The 2023 
World Economic Forum report, named “The Moment 
of Truth for Healthcare Spending: How Payment Mod-
els can Transform Healthcare Systems”, warned any new 
payment methods could widening social health gaps 
without fairness goals [22]. Populational models like 
ACOs also prompted such cautions. For example, mul-
tiple studies highlighted ACOs could exacerbate chal-
lenges facing low-income and racial minority groups 
[23, 24]. This could occur through provider selection 
mechanisms that inadvertently encourage some to avoid 
riskier, costlier patients upon participation. Similarly, 
unintended patient selection pressuring only certain, less 
complex patients could negate intended impacts. Innova-
tive payment methods must consider inequitable impacts 
and ensure vulnerable populations fairly benefit.

The Chinese government has demonstrated a strong 
commitment to exploring innovative payment meth-
ods as an alternative to FFS. Building upon experiences 
from various countries and regional pilot trials in China 
conducted from 2013 to 2019, the Chinese government 
initiated a nationwide selection of 71 Cities as pilot sites 
starting in 2020. These pilots implement an innovative 
payment method called Diagnosis-Intervention Packet 
(DIP), which combines global budget with case-based 
payment. In pilot cities, the global budget ceiling is deter-
mined based on different types of medical insurance. the 
global budget is allocated to the regional inpatient health-
care system (rather than individuals or organizations) to 
establish the annual budget cap. The DIP reform utilizes 
3–4 years of citywide case data to extract data features for 
case grouping, forming a disease library known as DIP 
groups. Each DIP group’s expenditure (post-treatment 
prices) primarily consists of points and point value (PV). 
Points are obtained by comparing historical expenditure 

hospitals potentially favoring UEBMI inpatients. Encouragingly, both UEBMI and URRBMI inpatients have seen positive 
outcomes in terms of alleviating patient financial burdens and enhancing the quality of care.
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with the average of all cases or specific case averages. PV 
is generated based on the ratio of the current year’s bud-
get to the total points generated in the region that year. 
The global budget adopted by China serves as a price 
control measure, with PV adjusted annually under bud-
get constraints to ensure expenditures remain within the 
set limits for the year. The Chinese government aims to 
reduce medical expenditure, enhance efficiency, and 
improve quality through DIP.

However, as mentioned earlier, innovative payment 
methods pose a risk of exacerbating health dispari-
ties if health equity is not considered. China primarily 
implements social medical insurance, including Urban 
Employee Basic Medical Insurance (UEBMI) for those 
with jobs and Urban and Rural Residents Basic Medical 
Insurance (URRBMI) for those without jobs, farmers, 
and even impoverished individuals, with a national cov-
erage rate exceeding 95% [25–27]. Disparities in benefits 
and their impact on population health equity between 
UEBMI and URRBMI have long been significant con-
cerns for Chinese policymakers and researchers [28–30]. 
Some studies have shown differences in medical expendi-
ture among different types of medical insurance and have 
found that these different insurance types result in var-
ied hospital care for patients [31, 32]. This variability may 
contribute to health disparities among patients. However, 
since DIP is a reform oriented towards healthcare service 
providers, considerations regarding whether inpatients 
with different types of medical insurance are affected by 
health equity were not initially included in its formula-
tion. Due to differences in contributions, benefit cover-
age, and medical expenditures between China’s UEBMI 
and URRBMI, the budgets set upper limits based on dif-
ferent types of medical insurance. In the implementation 
of DIP, there is a problem of adequate budgets for UEBMI 
and tight budgets for URRBMI. The budgets directly 
influence the PV of each DIP group, leading to different 
post-treatment prices for the same DIP group between 
UEBMI and URRBMI inpatients. Whether this exacer-
bates medical equity for inpatients with different types of 
medical insurance is a matter worthy of consideration.

Existing research on the DIP reforms’ impact on medi-
cal expenditure, efficiency, and quality has yielded mixed 
findings, with impacts varying locally. For example, one 
study found an 8.5% average expenditure per hospital 
admission increase but and a 3.6% decrease in postopera-
tive complication rates, when comparing a reformed vs. 
non-reformed city [33]. Guangzhou City saw short-term 
success slowing spending growth [34], while Chengdu 
City witnessed decreased average expenditure per hos-
pital admission increase and improved medical quality 
post-reform [35]. One research in Taian City suggested 
utilization decreased at primary hospitals with less effi-
cient resource use [36]. The DIP’s role remains unclear 

due to inconsistent evidence. Additionally, studies often 
analyze entire cities rather than investigating differences 
between employee and resident insured populations. 
This is relevant to the health equity of different popula-
tion groups.

City A was designated as one of the 71 national pilot 
cities for the DIP reform. We conducted interrupted 
time series analysis (ITSA) on variables related to medi-
cal expenditure,  efficiency, and quality for inpatients 
with different types of medical insurance in City A. The 
study aims to analyze whether DIP impacts varied based 
on medical insurance type. We seek to address three key 
questions. First, did DIP effectively reduce expenditures, 
improve efficiencies and enhance quality overall? Sec-
ond, did outcomes differ between inpatient groups with 
UEBMI vs. URRBMI? Third, is there a risk of exacerbat-
ing inequities between insurance cohorts? Through this 
analysis in City A, we aim to provide clearer insights into 
DIP’s effects on expenditure,  efficiency, and quality for 
inpatients with different insurance coverage.

Materials and methods
Study setting
City A, situated in Jiangxi Province, Central China, 
boasted a GDP of 123.75  billion yuan in 2022, placing 
it ninth in the province. Its permanent population was 
1.156  million. The city accommodated 165.7 thousand 
participants in UEBMI and 977.0 thousand participants 
in URRBMI. Social insurance coverage reached 98.8%. 
The city’s medical infrastructure comprises a three-tier 
medical service network encompassing 88 hospitals, 
staffed by 2600 physicians, 3125 nurses, and providing a 
total of 8063 beds.

In late 2020, City A was designated one of the 71 
national pilot cities for the DIP reform. Following a year 
of preparation, the DIP reform was rolled out across 
all hospitals in 2022, encompassing a total of 1646 DIP 
groups. Each DIP group’s average expenditure per hos-
pital admission is compared to the mean expenditure 
of all cases, and this comparison determines the points 
assigned to each DIP group. While the points for each 
DIP group remain fixed, the actual monetary payment, 
or post-treatment price, to hospitals is determined dur-
ing the year-end settlement based on PV, as indicated in 
Eq. (1). Hence, hospitals are only aware of the points for 
each DIP group until the year-end settlement, without 
knowledge of the final post-treatment prices. It should be 
noted that the Pre-determined Regional Budget arrange-
ments for the two insurance types differ due to diverging 
funding schemes. Eq.  (1) is typically modeled separately 
for UEBMI versus URRBMI in most reform cities. By the 
end of 2022, the PV for UEBMI stood at 9.29, while for 
URRBMI, it was 6.98. Consequently, for the same DIP 
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group, the post-payment price for UEBMI inpatients was 
1.33 times higher than that for URRBMI inpatients.

 PV = Pre_determinedRegionalBudget
Point sum of all inpatient cases within a region  (1)

As shown in Eq. (2), the actual payment to hospitals from 
medical insurance not only depends on the total points 
for inpatient services provided by the hospital itself but 
also on the total points from other hospitals in the mar-
ket. Furthermore, it is also influenced by various adjust-
ment factors, including hospital ranking, case mix index 
(CMI), etc., to ensure the rationality of payment stan-
dards. Regulatory measures employ big data technologies 
to verify the correctness of ICD coding, the comprehen-
siveness of medical services, and the reasonableness of 
discharge case payments. Emphasis is placed on monitor-
ing and preventing violations such as excessive coding, 
inadequate services, and recurrent hospitalizations. Con-
sequently, impose penalties and determine the amount 
for violations. Based on this framework, a positive value 
indicates a surplus in payments compared to the pay-
ment standard, while a negative value indicates a deficit 
that hospitals need to compensate for themselves. More-
over, to prevent hospitals from shifting expenditures to 
patients, regulations stipulate that hospitals’ actual pay-
ments from medical insurance and inpatients must not 
exceed the final predetermined post-treatment prices.

 

Reimbursements = PV ×Hospital Point V olume

× actual reimbursement rate

× adjustment factors− Penalty amount

 (2)

Study design and data sources
This study conducted an empirical analysis using claims 
reimbursement data from the Medical Security Bureau 
in City A, Jiangxi province, China. The data covered a 
total of 663,434 inpatient reimbursement records from 
May 2019 to June 2023 across the entire city. From the 
records, we obtained inpatients’ demographic character-
istics (age, gender), admission and discharge times, type 
of social medical insurance, inpatient expenditure, out-
of-pocket expenditure (OOP) due to inpatient care, and 
length of stay. Inpatients were matched based on their 
unique personal identification codes. The interval time 
between the current and previous hospitalization was 
calculated based on the same patient’s admission and 
discharge times to determine if the current hospitaliza-
tion was a readmission within 7 days or 30 days of the 
previous visit. May 2019 was excluded from the actual 
analysis to ensure accurate assessment of readmissions 
within these timeframes. Furthermore, to focus specifi-
cally on the effects of DIP implementation, cases that fell 
outside of DIP were excluded from the analysis, such as 

COVID-19 cases, mental illness cases, and rehabilitation 
cases. Therefore, the actual sample size analyzed con-
sisted of 621,125 inpatient reimbursement records from 
June 2019 to June 2023, including 110,656 UEBMI inpa-
tient records and 510,469 URRBMI inpatient records.

We conducted separate analyses of changes and trends 
in medical expenditure, efficiency, and quality for UEBMI 
inpatients versus URRBMI inpatients following the DIP 
reform. Specifically, we evaluated pre- and post-reform 
trends to determine if the reform differentially impacted 
medical expenditure, efficiency, and quality of care deliv-
ered to these distinct inpatient groups with UEBMI ver-
sus URRBMI over time. Through this approach, our 
aim was to provide insight into whether the DIP reform 
may have influenced health equity between UEBMI and 
URRBMI inpatients.

Outcome variables
The aim of this study was to investigate the impact and 
disparities resulting from the DIP reform on medi-
cal expenditure, efficiency and quality for two types of 
social medical insurance inpatients. This exploration 
provides insights into the effects of the DIP reform on 
health equity among these inpatient groups. Therefore, 
the outcome variables in this study encompass three 
dimensions. Medical expenditure variables, including 
average expenditure per hospital admission and OOP 
per hospital admission, illuminate the economic burden 
of hospitalization for different social medical insurance 
inpatients post-DIP reform. Medical efficiency variables, 
measured by the average length of stay, reflect the effi-
ciency of hospital care provided to different inpatients 
covered by social medical insurance following the DIP 
reform, in terms of duration. Furthermore, medical qual-
ity measures, such as 7-day and 30-day all-cause readmis-
sion rates, shed light on the post-hospitalization medical 
quality for different social medical insurance inpatients 
post-DIP reform.

Statistical analysis
Using SPSS 24.0 software, the outcome variables were 
reported as mean ± standard deviation (SD) and tested by 
t-test. The medical expenditure variables were skewed, 
which were subjected to a natural log transformation to 
normalize their distribution.

We used ITSA, a robust quasi-experimental method, to 
assess the impact of the DIP reform on medical expen-
diture,  efficiency, and quality for two types of social 
medical insurance inpatients. Using Stata 14 software, 
we included the outcome variables in ITSA from June 
2019–June 2023. DIP reform measures were initiated 
in January 2022. Thus, we designated this period as the 
reform boundary and utilized it to create an indicator 
variable. Specifically, we assigned the value of 0 to denote 
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the pre-reform period from June 2019 to December 
2021, and the value of 1 to signify the post-reform period 
spanning January 2022 to June 2023. We analyzed the 
outcome variables for different types of social medical 
insurance inpatients to assess the magnitude and direc-
tion of changes before and after the reform. The ITSA 
model was exploited as follows:

 Yt = β0 + β1 × T + β2 ×Xt + β3 × T ×Xt + εt  (3)

In this context, Yt  represents the value of the outcome 
variables at time point t. β0 denotes the baseline level of 
the outcome indicator at t = 0. β1 estimates the trend of 
the dependent variable over time prior to the DIP reform. 
β2 indicates the immediate change in the outcome vari-
ables at the moment of the DIP reform. β3 captures the 
change in slope following the DIP reform. Hence, β2 + β3 
reflects the slope post-intervention. The variable T cor-
responds to the time series values t, ranging from 1 to 
49 over the study period, measured in monthly intervals. 
Before the DIP reform, Xt  takes the value of 0. Xt  takes 
the value of 1 after the reform. T ×Xt  represents an 
interaction term, which is 0 before the reform and T after 
the reform. εt  denotes the error term, accounting for ran-
dom errors.

Regression model fitting is performed using ordinary 
least squares segmentation, where the reform initiation 
acts as the breakpoint. This facilitates the examination 
of significant differences in the trends of regression coef-
ficients before and after the reform. Considering factors 
such as seasonality and autocorrelation, we conducted 
the regression with Newey–West standard errors for 
autocorrelation and carried out a seasonal adjustment.

Delay effect checks
Theoretical reasons for policy effect delays include time 
required for awareness, implementation, behavioral/cul-
tural changes. Therefore, many real-world policy inter-
ventions do not produce immediate effects and instead 

their impacts may be delayed due to lag periods in trans-
mission mechanisms. To robustly estimate such delayed 
effects, traditional time series analyses adopting a single 
true intervention point may be underpowered. We con-
ducted ITSA with the outcome variables, using March 
2022 and June 2022 as counterfactual intervention dates, 
in addition to the actual January 2022 policy launch date. 
We compared effect sizes between the true and false 
interventions. Larger impacts for the actual date would 
suggest true lagged effects.

Results
Descriptive statistics
Table 1 shows changes in medical expenditure, efficiency, 
and quality for UEBMI and URRBMI inpatients before 
and after the DIP reform. The average inpatient expen-
diture per hospital admission for UEBMI inpatients 
decreased from 9.00 to 8.88. For URRBMI inpatients, 
it decreased from 8.73 to 8.63. The OOP per hospital 
admission decreased from 7.73 to 7.66 for UEBMI inpa-
tients, and increased from 7.61 to 7.62 for URRBMI 
inpatients. Before the reform, the average length of stay 
was 10.91 days for UEBMI inpatients and 9.00 days for 
URRBMI inpatients. After the reform, it was 8.58 days for 
UEBMI inpatients and 7.22 days for URRBMI inpatients. 
The 7-day all-cause readmission rate decreased from 8.77 
to 6.55% for UEBMI inpatients, and from 8.65 to 6.52% 
for URRBMI inpatients. The 30-day all-cause readmission 
rate decreased from 21.95 to 21.05% for UEBMI inpa-
tients, and from 20.02 to 19.49% for URRBMI inpatients.

According to the results of the t-test, several variables 
for UEBMI and URRBMI inpatients were significantly 
different before and after the DIP reform. The details are 
shown in Table 1. These variables for UEBMI inpatients 
included the average expenditure per hospital admission 
(t = 5.149, P < 0.001), the OOP per hospital admission 
(t = 2.089, P = 0.042), the average length of stay (t = 5.801, 
P < 0.001), and 7-day all-cause readmission rate (t = 3.504, 
P = 0.001). These variables for URRBMI inpatients 

Table 1 Basic description
Variables UEBMI URRBMI

Before the reform 
(2019.6–2021.12)

After the 
reform 
(2022.1–2023.6)

t Before the 
reform 
(2019.6–2021.12)

After the 
reform 
(2022.1–2023.6)

t

Ln (Average expenditure per hospital 
admission + 1)

9.00 (0.07) 8.88 (0.09) 5.149
***

8.73 (0.06) 8.63 (0.06) 5.197
***

Ln (OOP per hospital admission + 1) 7.73 (0.13) 7.66 (0.11) 2.089
**

7.61 (0.08) 7.62 (0.12) -
0.366

Average length of stay (day) 10.91 (1.63) 8.58 (0.60) 5.801
***

9.00 (1.34) 7.22 (0.41) 6.872
***

7-day all-cause readmission rate (%) 8.77 (2.32) 6.55 (1.77) 3.504
***

8.65 (1.88) 6.52 (1.41) 4.183
***

30-day all-cause readmission rate (%) 21.95 (2.91) 21.05 (2.29) 1.118 20.02 (2.34) 19.49 (2.29) 0.767
Note Data are presented as mean (SD)
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included the average expenditure per hospital admission 
(t = 5.197, P < 0.001), the average length of stay (t = 6.872, 
P < 0.001), and 7-day all-cause readmission rate (t = 4.183, 
P < 0.001).

The significance levels of 1%, 5%, and 10% are denoted 
by ***, **, and *, respectively.

The ITSA results of outcome variables for UEBMI inpatients
Figure 1 and Table 2 display the ITSA results of outcome 
variables for UEBMI inpatients before and after the DIP 
reform. The average expenditure per hospital admission 
for UEBMI inpatients showed an upward trend with a 
monthly slope of 0.2% (β1 = 0.002, P = 0.078) before the 
reform and immediately decreased by 15.7% (β2 = -0.157, 

P = 0.001) in the reform month. There was no significant 
change after the reform. The OOP per hospital admis-
sion for UEBMI inpatients showed an upward trend with 
a monthly slope of 0.7% (β1 = 0.007, P = 0.001) before the 
reform and exhibited a downward trend with a monthly 
decrease of 2.0% (β3 = -0.020, P < 0.001) after the reform. 
The average length of stay for UEBMI inpatients imme-
diately decreased by -1.903 days (β2 = -1.903, P = 0.003) 
in the reform month. There was no significant change 
before or after the reform. The 7-day all-cause readmis-
sion rate for UEBMI inpatients immediately decreased by 
2.641% (β2 = -2.641, P = 0.041) in the reform month, and 
exhibited a downward trend with a decrease of 0.146%/
month (β3 = -0.146, P = 0.062) after the reform. The 

Table 2 The ITSA results of outcome variables for UEBMI inpatients
Variables Before the reform

(2019.6–2021.12)
Reform instantaneous
(2022.1)

After the reform
(2022.1–2023.6)

β1 SE t β2 SE t β3 SE t
Ln (Average expenditure per hospital admission + 1) 0.002 0.001 1.80* -0.157 0.044 -0.002*** -0.002 0.003 -0.88
Ln (OOP per hospital admission + 1) 0.007 0.002 3.53*** -0.066 0.060 -1.10 -0.020 0.004 -4.54***
Average length of stay (day) -0.008 0.026 -0.31 -1.903 0.595 -3.20*** -0.007 0.029 -0.26
7-day all-cause readmission rate (%) 0.066 0.055 1.20 -2.641 1.255 -2.10** -0.146 0.076 -1.91*
30-day all-cause readmission rate (%) 0.142 0.053 2.67** -2.327 1.373 -1.70* -0.249 0.093 -2.67**
Note The significance levels of 1%, 5%, and 10% are denoted by ***, **, and *, respectively

Fig. 1 Changes in outcome variables for UEBMI patients after the DIP reform using ITSA
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30-day all-cause readmission rate for UEBMI inpatients 
showed an upward trend with a slope of 0.142%/month 
(β1 = 0.142, P = 0.011) before the reform. It immediately 
decreased by 2.327% (β2 = -2.327, P = 0.097) in the reform 
month and exhibited a downward trend with a decrease 
of 0.249%/month (β3 = -0.249, P = 0.010) after the reform.

The ITSA results of outcome variables for URRBMI 
inpatients
Figure  2 and Table  3 display the ITSA results of out-
come variables for URRBMI inpatients before and after 
the DIP reform. The average expenditure per hospital 
admission for URRBMI inpatients showed an upward 
trend with a monthly slope of 0.3% (β1 = 0.003, P = 0.011) 
before the reform. It immediately decreased by 12.2% (β2 
= -0.122, P = 0.003) in the reform month and exhibited a 
downward trend with a monthly decrease of 0.5% (β3 = 

-0.005, P = 0.010) after the reform. The OOP per hospi-
tal admission for URRBMI inpatients showed an upward 
trend with a monthly slope of 0.7% (β1 = 0.007, P < 0.001) 
before the reform and exhibited a downward trend with a 
monthly decrease of 1.9% (β3 = -0.019, P < 0.001) after the 
reform. The average length of stay immediately decreased 
by -1.394 day (β2 = -1.394, P = 0.003) in the reform month 
and exhibited a downward trend with a decrease of 
0.039 day/month (β3 = -0.039, P = 0.086) after the reform. 
The 7-day all-cause readmission rate for URRBMI inpa-
tients showed an upward trend with a slope of 0.091%/
month (β1 = 0.091, P = 0.025) before the reform. It imme-
diately decreased by 2.929% (β2 = -2.929, P = 0.002) in the 
reform month and exhibited a downward trend with a 
decrease of 0.166%/month (β3 = -0.166, P = 0.002) after 
the reform. The 30-day all-cause readmission rate for 
URRBMI inpatients showed an upward trend with a 

Table 3 The ITSA results of outcome variables for URRBMI inpatients
Variables Before the reform

(2019.6–2021.12)
Reform instantaneous
(2022.1)

After the reform
(2022.1–2023.6)

β1 SE t β2 SE t β3 SE t
Ln (Average expenditure per hospital admission + 1) 0.003 0.001 2.65** -0.122 0.038 -3.18*** -0.005 0.002 -2.68**
Ln (OOP per hospital admission + 1) 0.007 0.001 7.59*** 0.011 0.050 0.22 -0.019 0.004 -5.17***
Average length of stay (day) 0.003 0.019 0.14 -1.394 0.436 -3.20*** -0.039 0.022 -1.75*
7-day all-cause readmission rate (%) 0.091 0.039 2.32** -2.929 0.913 -3.21*** -0.166 0.050 -3.36***
30-day all-cause readmission rate (%) 0.149 0.038 3.89*** -2.718 1.107 -2.45** -0.167 0.079 -2.12**
Note The significance levels of 1%, 5%, and 10% are denoted by ***, **, and *, respectively

Fig. 2 Changes in outcome variables for URRBMI inpatients after the DIP reform using ITSA
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slope of 0.149%/month (β1 = 0.149, P < 0.001) before the 
reform. It immediately decreased by 2.718% (β2 = -2.718, 
P = 0.018) in the reform month and exhibited a down-
ward trend with a decrease of 0.167%/month (β3 = -0.167, 
P = 0.040) after the reform.

Delay effect checks
Table S1 and Table S2 in Additional file 1 present the 
analysis results across two false intervention dates, 
including March 2022 and June 2022, to test delayed 
effects. The results showed that the DIP reform was not 
significantly associated with immediate changes in the 
month of reform implementation or changes in trends 
afterwards for most outcome variables. For the few vari-
ables where changes were observed, the magnitude was 
smaller than the impact of DIP implementation in Janu-
ary 2022. By analyzing different assumed intervention 
points, the results showed that the reform might have 
exhibited some degree of delayed effects. However, it 
also demonstrated that the changes following the January 
implementation were more prominent and the impact 
was greatest. Therefore, it can be concluded that January 
was the true time point of impact from the DIP reform. 
This helps validate the research design and makes the 
conclusions more robust.

Discussion
We analyzed the impact of the DIP reform on medi-
cal expenditure, efficiency, and quality for UEBMI inpa-
tients and URRBMI inpatients, using City A, from Jiangxi 
province, as a case study. The results indicated that the 
average expenditure per hospital admission for UEBMI 
inpatients showed an upward trend with a monthly slope 
of 0.2% before the reform. After the reform, the average 
expenditure per hospital admission did not significantly 
differ but maintained the upward pattern. Conversely, the 
average expenditure per hospital admission for URRBMI 
inpatients switched from an increasing pre-reform trend 
to a decreasing post-reform trend, declining by 0.5%. 
The average length of stay for UEBMI showed a sharp 
decrease only in the month of reform, with no significant 
changes before and after the reform. In contrast, there 
was a noticeable downward trend in the average length of 
hospital stay for URRBMI after the reform. The OOP per 
hospital admission, 7-day all-cause readmission rate and 
30-day all-cause readmission rate for both UEBMI inpa-
tients and URRBMI inpatients showed a downward trend 
after the reform.

The average expenditure per hospital admission for 
URRBMI inpatients shifted from an upward pre-reform 
trend to a downward trajectory post-reform. In con-
trast, expenditures for UEBMI inpatients continued the 
ascending pattern observed prior to the implementa-
tion of DIP. Following the DIP reform, the profitability 

of hospital receipts from medical insurance payments 
hinges on the variance between actual medical expen-
ditures and the subsequent post-treatment prices dur-
ing the year-end settlement. As UEBMI fund in China is 
funded by employees who pay higher medical insurance 
premiums compared to those paid by unemployed indi-
viduals, farmers, and others contributing to the URRBMI 
fund [37, 38]. UEBMI is endowed with a more gener-
ous budget, resulting in higher post-treatment prices for 
UEBMI inpatients with similar conditions compared to 
URRBMI inpatients. When attending to URRBMI inpa-
tients, physicians face budget constraints and a larger 
inpatient volume, leading to lower post-treatment prices. 
Consequently, they are compelled to control medical 
expenditures to ensure that actual expenditures remain 
below the post-treatment prices. Any excess must be 
absorbed by the hospital. In contrast, when treating 
UEBMI patients, physicians are more inclined to priori-
tize immediate benefits due to the higher post-treatment 
prices.

The changes in average length of stay under UEBMI 
and URRBMI following the DIP reform provide evidence 
supporting this perspective. Post-reform, there was no 
significant change in UEBMI inpatients’ average stay 
duration, whereas URRBMI inpatients demonstrated a 
decreasing trend. This suggests that URRBMI inpatients 
effectively reduce medical costs by shortening hospital 
stays to enhance medical efficiency, thereby facilitating 
a reduction in per admission medical expenditures. In 
contrast, UEBMI inpatients lack incentives for improving 
medical efficiency due to generous post-treatment prices. 
Moreover, by increasing medical expenditures, physi-
cians can augment the point allocation during the subse-
quent year’s DIP group adjustment, thereby elevating the 
post-treatment prices for that DIP groups. Meanwhile, 
there is a declining trend in the average length of stay 
and average expenditure per hospital admission among 
URRBMI inpatients. We are concerned about the possi-
bility of decomposing hospitalization, but this study has 
yet to verify it.

Prior to the DIP reform, a predisposition existed among 
Chinese physicians to preferentially admit UEBMI inpa-
tients. The incongruent trends in the average expenditure 
per hospital admission between UEBMI and URRBMI 
inpatients are concerning, as they may exacerbate inpa-
tient selection behavior among physicians. According to 
the theory of physician agency in health economics lit-
erature, financial incentives play a crucial role in shaping 
providers’ decision-making processes [39]. This prefer-
ence may exacerbate the uneven distribution of medical 
resources, leading to the overutilization of medical ser-
vices by UEBMI inpatients while URRBMI inpatients may 
face insufficient access to medical care. This undermines 
the equitable access to medical care for residents without 
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employed, particularly those in rural and impoverished 
communities within the city [40]. Innovative payment 
method represents a crucial pathway to effectively con-
trol hospital expenditures through the rigorous enforce-
ment of budgetary constraints. Clearly, the global budget 
payment should impose stricter parameters on budget 
amounts [41]. Taking the Netherlands as an example of 
strict budgetary management, where global budget pay-
ment regulations ensure more effective financial manage-
ment and control over medical expenditures [42]. At the 
same time, it is necessary to balance the annual budget 
caps for UEBMI and URRBMI, gradually eliminate the 
differences in post-treatment prices between UEBMI and 
URRBMI, and promote fairness in treatment for both 
UEBMI and URRBMI inpatients.

Encouragingly, our findings showed that following 
implementation of the DIP reforms, OOP per hospi-
tal admission transitioned from a previously rising tra-
jectory to a downward trend. This post-reform shift in 
OOP per admission represents a positive development 
that may help alleviate financial burdens for UEBMI and 
URRBMI inpatients. The decline in the OOP per hospi-
tal admission for both UEBMI and URRBMI inpatients 
primarily stems from the DIP reform. Under this reform, 
post-treatment prices now consider medical expenditure 
in addition to insurance reimbursement prices. This end-
of-year price adjustment ensures that the post-treatment 
prices encompass both the inpatient’s OOP and the med-
ical insurance payments to the hospital. Consequently, 
the combined sum of the inpatient’s OOP and the hospi-
tal’s medical insurance reimbursement for this admission 
must not exceed the post-treatment prices determined by 
the DIP group. There is an inverse relationship between 
the OOP of inpatients and the amount paid by medical 
insurance to the hospital for this admission. When physi-
cians primarily increase inpatient expenditures by raising 
OOP payments from inpatients, it effectively reduces the 
reimbursement amount provided by medical insurances 
to the hospital. Not only does this strategy fail to enhance 
profits by offloading expenditures onto inpatients’ OOP, 
but it also exacerbates the financial burden on those inpa-
tients. This unequitable approach does not truly achieve 
the goal of boosting revenues. Physicians must consider 
the economic strain this imposes on inpatients and the 
increased sensitivity inpatients have towards medical 
expenditures, which may result in dissatisfaction with 
medical care.

Furthermore, due to the implementation of perfor-
mance-based payment following the introduction of DIP 
in City A, both the 7-day and 30-day all-cause readmis-
sion rates showed a downward trend. The enhancement 
of medical quality for both UEBMI and URRBMI inpa-
tients is notable. This finding is consistent with results 
from other studies. Performance-based payment systems 

can effectively oversee service providers and guide them 
in improving service delivery behaviors according to per-
formance objectives [43]. For example, with the introduc-
tion of The Hospital Readmissions Reduction Program 
(HRRP) in the United States, a performance-based pay-
ment model, both safety-net and non-safety-net hospitals 
exhibited a parallel downward trend [44]. In City A, hos-
pitals that exceed the past readmission rate standards will 
have their quality assurance deposits deducted as penal-
ties during the year-end payment process conducted by 
the Medical Security Bureau. This increases the expen-
ditures of non-compliance, shifting the incentive from 
economically benefiting through maliciously expanding 
service volume to incurring economic losses. This also 
addresses our concern regarding doctors potentially 
restricting medical services for URRBMI inpatients to 
control expenditures, thereby risking a decline in quality. 
However, we remain concerned that inadequate quality 
supervision during DIP reforms in other cities may lead 
to physicians excessively controlling medical expendi-
tures, resulting in reduced medical quality, particularly 
harming URRBMI inpatients and exacerbating health 
disparities. This suggests that regions implementing DIP 
reforms need to strengthen supervision and penalties 
on medical quality to prevent under-service behaviors 
driven by profit motives.

This study has strengths. Firstly, the data covered a total 
of 663,434 inpatient reimbursement records from May 
2019 to June 2023 across the entire city. This ensures the 
sufficiency of data for evaluation. Secondly, all data came 
from the inpatient reimbursement records of the Medical 
Security Bureau in City A, which guarantees the quality 
of data. Thirdly, performing ITSA on outcome variables 
for both UEBMI and URRBMI inpatients enables a more 
effective investigation of their respective impacts before 
and after the DIP reform.

This study has several limitations. Firstly, it relies on 
data from a single source, obtained solely from one city. 
Secondly, it lacks control groups from non-reformed 
areas for comparison. Thirdly, due to its relatively short 
timeframe, it cannot fully capture the long-term impacts 
of the DIP reform. Lastly, the analysis only includes 5 
variables, resulting in a lack of information regarding 
other potential variables.

Conclusion
China has created an innovative payment method called 
DIP. In 2020, 71 cities across the country were selected 
for pilot implementation. DIP combines global bud-
get payment, case-based payment, and performance-
based payment, aiming to reduce medical expenditures, 
enhance efficiency, and improve quality. However, as the 
reform was still in an experimental stage, equitable inpa-
tient care for those covered by UEBMI and URRBMI 



Page 10 of 11Lin et al. International Journal for Equity in Health          (2024) 23:115 

remained a concern to be adequately addressed. This 
study uses City A as a case study to separately analyze the 
medical expenditure, efficiency and quality for UEBMI 
and URRBMI inpatients. The findings show that the aver-
age expenditure per hospital admission and the average 
length of stay for UEBMI inpatients remained unchanged 
compared to URRBMI inpatients whose expenditures 
and days decreased, after the DIP reform. This trend 
raises concerns about potential prioritization of UEBMI 
inpatients by hospitals. Encouragingly, OOP per hospital 
admission and 7-day and 30-day all-cause readmission 
rates for both UEBMI and URRBMI inpatients showed 
a downward trend, indicating positive effects in reliev-
ing financial burden for inpatients and enhancing care 
quality.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12939-024-02196-2.

Supplementary Material 1

Acknowledgements
We thank the Medical Security Bureau in City A for providing historical data in 
the study, and those who reviewed drafts of this paper.

Author contributions
KL and LX contributed to the conception and design of the study. YL, KL 
and YY conducted the data reduction and analyses. KL, YL and YX wrote the 
manuscript. All authors read and approved the manuscript before submission.

Funding
LX was supported by National Natural Science Foundation of China (grant 
72174068 to LX), KL was supported by Fundamental Research Funds for the 
Central Universities (grant YCJJ20242228 to KL).

Data availability
The data supporting the findings of this study are available from the Medical 
Security Bureau information system in City A. However, restrictions apply to 
the availability of these data, which were used under license for the current 
study and are therefore not publicly available. Data are however available from 
the corresponding author upon reasonable request and with permission of 
the Medical Security Bureau.

Declarations

Ethics approval and consent to participate
The study design was approved by the ethics institutional review board of 
Huazhong University of Science and Technology, Wuhan, China (approval 
number: 20210630-S170). All the methods were carried out in accordance 
with relevant guidelines and regulations. The need for informed consent was 
waived by the ethics institutional review board of Huazhong University of 
Science and Technology because of the retrospective nature of the study. All 
authors confirm that this research caused no harm (physical or mental) to any 
participants. The research process complies with the Declaration of Helsinki. 
The health data was anonymously provided by the Medical Security Bureau 
in City A.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Health Management, School of Medicine and Health 
Management, Tongji Medical College, Huazhong University of Science 
and Technology, Wuhan, China
2Department of Neurobiology, Care Sciences and Society, Karolinska 
Institutet, Stockholm, Sweden
3HUST Base of National Institute of Healthcare Security, Wuhan, China

Received: 6 April 2024 / Accepted: 10 May 2024

References
1. Xu K, Saksena P, Holly A. The Determinants of Health Expenditure: a Country-

Level Panel Data Analysis, vol. 26, World Health Organization, Geneva. (2011). 
https://www.who.int/health_financing/documents/cov-report_e_11-deter-
he/en/, Accessed 15th Jan 2024.

2. Navathe AS, Liao JM. Aligning value-based payments with Health Equity: 
a Framework for reforming payment reforms. JAMA. 2022;328(10):925–6. 
https://doi.org/10.1001/jama.2022.14606.

3. Liu M, Sandhu S, Joynt Maddox KE, Wadhera RK. Health Equity Adjustment 
and Hospital Performance in the Medicare Value-based Purchasing Program. 
JAMA. 2024;331(16):1387–96. https://doi.org/10.1001/jama.2024.2440.

4. Chee TT, Ryan AM, Wasfy JH, Borden WB. Current state of Value-based 
Purchasing Programs. Circulation. 2016;133(22):2197–205. https://doi.
org/10.1161/CIRCULATIONAHA.115.010268. PMID: 27245648; PMCID: 
PMC5378385.

5. Li X, Lu JP, Hu S, Cheng KK, De Maeseneer J, Meng QY, Mossialos E, Xu DR, 
Yip W, Zhang HZ, et al. The primary health-care system in China. Lancet. 
2017;390(10112):2584–94. https://doi.org/10.1016/S0140-6736(17)33109-4.

6. Su M, Zhang QL, Bai XK, Wu CQ, Li YT, Mossialos E, Mensah GA, Masoudi FA, 
Lu JP, Li X, et al. Availability, cost, and prescription patterns of antihyperten-
sive medications in primary health care in China: a nationwide cross-
sectional survey. Lancet. 2017;390(10112):2559–68. https://doi.org/10.1016/
S0140-6736(17)32476-5.

7. Wu Q, Zhao Z, Xie X. Establishment and application of the performance 
appraisal system for hierarchical diagnosis and treatment in China: a case 
study in Fujian Province. Front Public Health. 2023;11:1008863. https://doi.
org/10.3389/fpubh.2023.1008863.

8. Dzau VJ, Mate K, O’Kane M. Equity and quality-improving Health Care 
Delivery requires both. JAMA. 2022;327(6):519–20. https://doi.org/10.1001/
jama.2022.0283.

9. McClellan M. Reforming payments to healthcare providers: the key to 
slowing healthcare cost growth while improving quality? J Econ Perspect. 
2011;25(2):69–92. https://doi.org/10.1257/jep.25.2.69.

10. Jegers M, Kesteloot K, De Graeve D, Gilles W. A typology for provider pay-
ment systems in health care. Health Policy. 2002;60(3):255–73. https://doi.
org/10.1016/s0168-8510(01)00216-0.

11. Liao JM, Navathe AS, Werner RM. The impact of Medicare’s alternative pay-
ment models on the value of Care. Annu Rev Public Health. 2020;41:551–65. 
https://doi.org/10.1146/annurev-publhealth-040119-094327.

12. Kutz A, Gut L, Ebrahimi F, Wagner U, Schuetz P, Mueller B. Associa-
tion of the Swiss diagnosis-related group reimbursement system with 
length of Stay, Mortality, and Readmission Rates in Hospitalized Adult 
patients. JAMA Netw Open. 2019;2(2):e188332. https://doi.org/10.1001/
jamanetworkopen.2018.8332.

13. Chang WF, Yan XY, Ling H, Liu T, Luo AJ. A study of the types and manifesta-
tions of physicians’ unintended behaviors in the DRG payment system. Front 
Public Health. 2023;11:1141981. https://doi.org/10.3389/fpubh.2023.1141981.

14. Kim SJ, Han KT, Kim W, Kim SJ, Park EC. Early impact on outpatients of manda-
tory adoption of the diagnosis-related Group-based reimbursement system 
in Korea on Use of Outpatient Care: differences in medical utilization and 
Presurgery Examination. Health Serv Res. 2018;53(4):2064–83. https://doi.
org/10.1111/1475-6773.12749. Epub 2017 Aug 14.

15. He D, Mellor JM. Hospital volume responses to Medicare’s outpatient 
prospective payment system: evidence from Florida. J Health Econ. 
2012;31(5):730–43. https://doi.org/10.1016/j.jhealeco.2012.06.001. Epub 2012 
Jun 16.

16. Dummit LA, Kahvecioglu D, Marrufo G, Rajkumar R, Marshall J, Tan E, Press 
MJ, Flood S, Muldoon LD, Gu Q, Hassol A, Bott DM, Bassano A, Conway PH. 
Association between Hospital Participation in a Medicare Bundled Payment 

https://doi.org/10.1186/s12939-024-02196-2
https://doi.org/10.1186/s12939-024-02196-2
https://www.who.int/health_financing/documents/cov-report_e_11-deter-he/en/
https://www.who.int/health_financing/documents/cov-report_e_11-deter-he/en/
https://doi.org/10.1001/jama.2022.14606
https://doi.org/10.1001/jama.2024.2440
https://doi.org/10.1161/CIRCULATIONAHA.115.010268
https://doi.org/10.1161/CIRCULATIONAHA.115.010268
https://doi.org/10.1016/S0140-6736(17)33109-4
https://doi.org/10.1016/S0140-6736(17)32476-5
https://doi.org/10.1016/S0140-6736(17)32476-5
https://doi.org/10.3389/fpubh.2023.1008863
https://doi.org/10.3389/fpubh.2023.1008863
https://doi.org/10.1001/jama.2022.0283
https://doi.org/10.1001/jama.2022.0283
https://doi.org/10.1257/jep.25.2.69
https://doi.org/10.1016/s0168-8510(01)00216-0
https://doi.org/10.1016/s0168-8510(01)00216-0
https://doi.org/10.1146/annurev-publhealth-040119-094327
https://doi.org/10.1001/jamanetworkopen.2018.8332
https://doi.org/10.1001/jamanetworkopen.2018.8332
https://doi.org/10.3389/fpubh.2023.1141981
https://doi.org/10.1111/1475-6773.12749
https://doi.org/10.1111/1475-6773.12749
https://doi.org/10.1016/j.jhealeco.2012.06.001


Page 11 of 11Lin et al. International Journal for Equity in Health          (2024) 23:115 

Initiative and payments and quality outcomes for lower extremity joint 
replacement episodes. JAMA. 2016;316(12):1267–78. https://doi.org/10.1001/
jama.2016.12717.

17. Joynt Maddox KE, Orav EJ, Zheng J, Epstein AM. Evaluation of Medi-
care’s Bundled payments Initiative for Medical conditions. N Engl J Med. 
2018;379(3):260–9. https://doi.org/10.1056/NEJMsa1801569.

18. Barnett ML, Wilcock A, McWilliams JM, Epstein AM, Joynt Maddox KE, Orav 
EJ, Grabowski DC, Mehrotra A. Two-Year Evaluation of Mandatory Bundled 
Payments for Joint Replacement. N Engl J Med. (2019) 380(3):252–262. 
doi: 10.1056/NEJMsa1809010. Epub 2019 Jan 2. Erratum in: N Engl J Med. 
2019;380(21):2082.

19. Navathe AS, Liao JM, Dykstra SE, Wang E, Lyon ZM, Shah Y, Martinez J, 
Small DS, Werner RM, Dinh C, Ma X, Emanuel EJ. Association of Hospital 
Participation in a Medicare Bundled Payment Program with Volume and 
Case Mix of Lower Extremity Joint Replacement Episodes. JAMA. (2018) 
320(9):901–910. https://doi.org/10.1001/jama.2018.12345. Erratum in: JAMA. 
2018;320(22):2381. PMID: 30193276; PMCID: PMC6142996.

20. OECD, Better Ways to Pay for Health Care, Health Policy OECD, Studies. 
OECD Publishing, Paris, (2016) https://doi.org/10.1787/9789264258211-en. 
Accessed 15th Jan 2024.

21. Ibrahim SA, Kim H, McConnell KJ. The CMS Comprehensive Care Model and 
Racial Disparity in Joint Replacement. JAMA. 2016;316(12):1258-9. https://doi.
org/10.1001/jama.2016.12330. PMID: 27653166; PMCID: PMC5549782.

22. World Economic Forum. The Moment of Truth for Healthcare Spending: How 
Payment Models can Transform Healthcare Systems. World Economic Forum 
Publishing, Switzerland, Accessed 15th Jan 2024.

23. Lewis VA, Larson BK, McClurg AB, Boswell RG, Fisher ES. The promise and peril 
of accountable care for vulnerable populations: a framework for overcoming 
obstacles. Health Aff (Millwood). 2012;31(8):1777–85. https://doi.org/10.1377/
hlthaff.2012.0490.

24. Pollack CE, Armstrong K. Accountable care organizations and health care dis-
parities. JAMA. 2011;305(16):1706–7. https://doi.org/10.1001/jama.2011.533.

25. Yip W, Fu H, Chen AT, Zhai T, Jian W, Xu R, Pan J, Hu M, Zhou Z, Chen Q, Mao 
W, Sun Q, Chen W. 10 years of health-care reform in China: progress and gaps 
in Universal Health Coverage. Lancet. 2019;394(10204):1192–204. https://doi.
org/10.1016/S0140-6736(19)32136-1.

26. Yip W, Fu H, Jian W, Liu J, Pan J, Xu D, Yang H, Zhai T. Universal health coverage 
in China part 2: addressing challenges and recommendations. Lancet Public 
Health. 2023;8(12):e1035–42. https://doi.org/10.1016/S2468-2667(23)00255-4.

27. Tao W, Zeng Z, Dang H, Lu B, Chuong L, Yue D, Wen J, Zhao R, Li W, Kominski 
GF. Towards universal health coverage: lessons from 10 years of healthcare 
reform in China. BMJ Glob Health. 2020;5(3):e002086. https://doi.org/10.1136/
bmjgh-2019-002086.

28. Meng Y, Zhang X, Han J. The impact of medical insurance programmes on 
the health of the insured: evidence from China. Int J Health Plann Manage. 
2020;35(3):718–34. https://doi.org/10.1002/hpm.2931.

29. Du J, Xie J, Qian Y, Wu M, Huang W, Yin J, Peng X, Deng D. Impact of China’s 
zero mark-up drug policy on drug cost of NCDs’ outpatients: an inter-
rupted time series analysis. BMC Health Serv Res. 2021;21(1):404. https://doi.
org/10.1186/s12913-021-06414-3.

30. Li Y, Dou D. The influence of medical insurance on the use of basic public 
health services for the floating population: the mediating effect of social 
integration. Int J Equity Health. 2022;21(1):15. https://doi.org/10.1186/
s12939-022-01623-6.

31. Pan Y, Chen S, Chen M, Zhang P, Long Q, Xiang L, Lucas H. Disparity in reim-
bursement for tuberculosis care among different health insurance schemes: 
evidence from three counties in central China. Infect Dis Poverty. 2016;5:7. 
https://doi.org/10.1186/s40249-016-0102-4.

32. Lin X, Cai M, Tao H, Liu E, Cheng Z, Xu C, Wang M, Xia S, Jiang T. Insurance 
status, inhospital mortality and length of stay in hospitalised patients in 
Shanxi, China: a cross-sectional study. BMJ Open. 2017;7(7):e015884. https://
doi.org/10.1136/bmjopen-2017-015884.

33. Qian M, Zhang X, Chen Y, Xu S, Ying X. The pilot of a new patient classi-
fication-based payment system in China: the impact on costs, length of 
stay and quality. Soc Sci Med. 2021;289:114415. https://doi.org/10.1016/j.
socscimed.2021.114415.

34. Lai Y, Fu H, Li L, Yip W. Hospital response to a case-based payment scheme 
under regional global budget: the case of Guangzhou in China. Soc Sci Med. 
2022;292:114601. https://doi.org/10.1016/j.socscimed.2021.114601.

35. Li L, Zhang S. Understanding the Public Policy of Global Budget Payment 
Reform Improves the Quality of Public Healthcare from the perspective of 
patients in China. Front Psychol. 2022;13:911197. https://doi.org/10.3389/
fpsyg.2022.911197.

36. Shi H, Cheng Z, Liu Z, Zhang Y, Zhang P. Does a new case-based payment 
system promote the construction of the ordered health delivery system? 
Evidence from a pilot city in China. Int J Equity Health. 2024;23(1):55. https://
doi.org/10.1186/s12939-024-02146-y.

37. Ren Y, Zhou Z, Cao D, Ma BH, Shen C, Lai S, Chen G. Did the Integrated Urban 
and Rural Resident Basic Medical Insurance Improve Benefit Equity in China? 
Value Health. (2022) 25(9):1548–58. https://doi.org/10.1016/j.jval.2022.03.007. 
Epub 2022 May 3.

38. Yang Y, Nicholas S, Maitland E, Huang Z, Chen X, Ma Y, Shi X. An equity 
evaluation in stroke inpatients in regard to medical costs in China: a nation-
wide study. BMC Health Serv Res. 2021;21(1):425. https://doi.org/10.1186/
s12913-021-06436-x.

39. Chandra A, Cutler D, Song Z. Who ordered that? The economics of treatment 
choices in medical care. Health Econ. 2011;397–432. https://doi.org/10.1016/
B978-0-444-53592-4.00006-2.

40. Fan G, Deng Z, Wu X, Wang Y. Medical insurance and health equity in health 
service utilization among the middle-aged and older adults in China: a 
quantile regression approach. BMC Health Serv Res. 2020;20(1):553. https://
doi.org/10.1186/s12913-020-05423-y.

41. Ciarametaro M, Houghton K, Wamble D, Dubois R. The dollar or disease 
burden: caps on healthcare spending may save money, but at what cost 
to patients? Value Health. 2021;24(3):388–96. https://doi.org/10.1016/j.
jval.2020.10.024. Epub 2021 Jan 28.

42. Gaspar K, Portrait F, van der Hijden E, Koolman X. Global budget versus cost 
ceiling: a natural experiment in hospital payment reform in the Netherlands. 
Eur J Health Econ. 2020;21(1):105–14. https://doi.org/10.1007/s10198-019-
01114-6. Epub 2019 Sep 16.

43. Andersen CT, Ahmadzai H, Rasekh AW, Akala FA, Haque T, Johnson R, 
Loevinsohn B, Sayed GD, Chopra M. Improving health service delivery in 
conflict-affected settings: lessons from a nationwide strategic purchas-
ing mechanism in Afghanistan. J Glob Health. 2021;11:04049. https://doi.
org/10.7189/jogh.11.04049.

44. Banerjee S, Paasche-Orlow MK, McCormick D, Lin MY, Hanchate AD. Readmis-
sions performance and penalty experience of safety-net hospitals under 
Medicare’s Hospital readmissions Reduction Program. BMC Health Serv Res. 
2022;22(1):338. https://doi.org/10.1186/s12913-022-07741-9.

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

https://doi.org/10.1001/jama.2016.12717
https://doi.org/10.1001/jama.2016.12717
https://doi.org/10.1056/NEJMsa1801569
https://doi.org/10.1001/jama.2018.12345
https://doi.org/10.1787/9789264258211-en
https://doi.org/10.1001/jama.2016.12330
https://doi.org/10.1001/jama.2016.12330
https://doi.org/10.1377/hlthaff.2012.0490
https://doi.org/10.1377/hlthaff.2012.0490
https://doi.org/10.1001/jama.2011.533
https://doi.org/10.1016/S0140-6736(19)32136-1
https://doi.org/10.1016/S0140-6736(19)32136-1
https://doi.org/10.1016/S2468-2667(23)00255-4
https://doi.org/10.1136/bmjgh-2019-002086
https://doi.org/10.1136/bmjgh-2019-002086
https://doi.org/10.1002/hpm.2931
https://doi.org/10.1186/s12913-021-06414-3
https://doi.org/10.1186/s12913-021-06414-3
https://doi.org/10.1186/s12939-022-01623-6
https://doi.org/10.1186/s12939-022-01623-6
https://doi.org/10.1186/s40249-016-0102-4
https://doi.org/10.1136/bmjopen-2017-015884
https://doi.org/10.1136/bmjopen-2017-015884
https://doi.org/10.1016/j.socscimed.2021.114415
https://doi.org/10.1016/j.socscimed.2021.114415
https://doi.org/10.1016/j.socscimed.2021.114601
https://doi.org/10.3389/fpsyg.2022.911197
https://doi.org/10.3389/fpsyg.2022.911197
https://doi.org/10.1186/s12939-024-02146-y
https://doi.org/10.1186/s12939-024-02146-y
https://doi.org/10.1016/j.jval.2022.03.007
https://doi.org/10.1186/s12913-021-06436-x
https://doi.org/10.1186/s12913-021-06436-x
https://doi.org/10.1016/B978-0-444-53592-4.00006-2
https://doi.org/10.1016/B978-0-444-53592-4.00006-2
https://doi.org/10.1186/s12913-020-05423-y
https://doi.org/10.1186/s12913-020-05423-y
https://doi.org/10.1016/j.jval.2020.10.024
https://doi.org/10.1016/j.jval.2020.10.024
https://doi.org/10.1007/s10198-019-01114-6
https://doi.org/10.1007/s10198-019-01114-6
https://doi.org/10.7189/jogh.11.04049
https://doi.org/10.7189/jogh.11.04049
https://doi.org/10.1186/s12913-022-07741-9

	The impact of an innovative payment method on medical expenditure, efficiency, and quality for inpatients with different types of medical insurance: evidence from a pilot city, China
	Abstract
	Introduction
	Materials and methods
	Study setting
	Study design and data sources
	Outcome variables
	Statistical analysis
	Delay effect checks

	Results
	Descriptive statistics
	The ITSA results of outcome variables for UEBMI inpatients
	The ITSA results of outcome variables for URRBMI inpatients



