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l)A CONSUMER PERSPECTIVE ON FLEXIBILITY IN HEALTH CARE
PRIORITY ACCESS PRICING AND CUSTOMIZED CARE

The rise of consumerism and the increasing availability of information through the
Internet have increased patients’ demand for care that is more in line with their
preferences. Because of this trend the expectation that hospitals act according to each
individual patient’s preferences is becoming even more prominent. Hospitals could
respond by implementing flexible health care policies that offer patients more choice. 

In this dissertation we explore two types of flexible health care policies from the
consumer perspective: priority access pricing and customized care. We do this by (1)
investigating how consumers evaluate price-based priority access allocation policies (i.e.,
allocation policies in which patients are offered the option to pay extra for faster health
care access), and by (2) demonstrating how the collective costs and benefits of customized
health care policies (i.e., policies that offer individuals the possibility to “create” their own
health care program) can be used to evaluate customized care. Throughout, special
attention is given to the role of collective health outcomes.

Besides our scientific conclusions, our findings are also relevant for hospitals and policy
makers that consider implementing new allocation policies. They can be used to provide
assistance in future health care decision making.

The Erasmus Research Institute of Management (ERIM) is the Research School (Onder -
zoek school) in the field of management of the Erasmus University Rotterdam. The founding
participants of ERIM are the Rotterdam School of Management (RSM), and the Erasmus
School of Econo mics (ESE). ERIM was founded in 1999 and is officially accre dited by the
Royal Netherlands Academy of Arts and Sciences (KNAW). The research under taken by
ERIM is focused on the management of the firm in its environment, its intra- and interfirm
relations, and its busi ness processes in their interdependent connections. 

The objective of ERIM is to carry out first rate research in manage ment, and to offer an
ad vanced doctoral pro gramme in Research in Management. Within ERIM, over three
hundred senior researchers and PhD candidates are active in the different research pro -
grammes. From a variety of acade mic backgrounds and expertises, the ERIM commu nity is
united in striving for excellence and working at the fore front of creating new business
knowledge.

Erasmus Research Institute of Management - 
Rotterdam School of Management (RSM)
Erasmus School of Economics (ESE)
Erasmus University Rotterdam (EUR)
P.O. Box 1738, 3000 DR Rotterdam, 
The Netherlands

Tel. +31 10 408 11 82
Fax +31 10 408 96 40
E-mail info@erim.eur.nl
Internet www.erim.eur.nl

B&T11295_ERIM_Omslag Benning_26apr11



 

 

 

A Consumer Perspective on Flexibility in Health Care 

Priority Access Pricing and Customized Care 



 

 

 
 



 A Consumer Perspective on Flexibility in Health Care  

Priority access pricing and customized care 

 

Flexibiliteit in de gezondheidszorg vanuit het oogpunt van de 

consument 

Betaalde snellere toegang en maatwerk in de zorg 

 

Thesis 

to obtain the degree of Doctor from the  

Erasmus University Rotterdam 

by command of the 

rector magnificus 

Prof.dr. H.G. Schmidt 

 

and in accordance with the decision of the Doctorate Board 

The public defence shall be held on 

 

Thursday 30 June 2011 at 15:30 hrs 

 

by 

 

Timon Matthijs Benning 

 

born in  

Dordrecht 

 

 

 



 

 

 
 

Doctoral Committee  

Promotor:  

Prof.dr.ir. B.G.C. Dellaert 

 

Other Members: 

Prof.dr. J.L. Severens 

Prof.dr. D. Smeesters 

Dr. A.C. D. Donkers 
 

 

 

 

 

 

 

 

Erasmus Research Institute of Management – ERIM 

The joint research institute of the Rotterdam School of Management (RSM)   

and the Erasmus School of Economics (ESE) at the Erasmus University Rotterdam 

Internet: http://www.erim.eur.nl 

 

ERIM Electronic Series Portal:  http://hdl.handle.net/1765/1 

 

ERIM PhD Series in Research in Management, 241 

ERIM reference number: EPS-2011-241-MKT 

ISBN 978-90-5892-280-9 

© 2011, Timon Matthijs Benning 

 

Design: B&T Ontwerp en advies www.b-en-t.nl   

 

This publication (cover and interior) is printed by haveka.nl on recycled paper, Revive®. 

The ink used is produced from renewable resources and alcohol free fountain solution. 

Certifications for the paper and the printing production process: Recycle, EU Flower, FSC, ISO14001. 

More info: http://www.haveka.nl/greening 

 

All rights reserved. No part of this publication may be reproduced or transmitted in any form or by any means 

electronic or mechanical, including photocopying, recording, or by any information storage and retrieval system, 

without permission in writing from the author. 

 

 



Table of Contents 

Chapter 1. Introduction .............................................................................................. 1 

1.1 Priority Access Pricing ..............................................................................................3 
1.1.1 Collective health outcomes................................................................................................. 3 
1.1.2 Chapter 2: Collective health outcomes and health consequences ....................................... 4 
1.1.3 Chapter 3: Collective health outcomes and psychological distance.................................... 5 

1.2 Customized Care........................................................................................................5 
1.2.1 Chapter 4: Collective costs and benefit evaluations of customized care............................. 5 

1.3 The Data ....................................................................................................................6 

Chapter 2. Collective Health Outcomes and Health Consequences ........................ 7 

2.1 Introduction ...............................................................................................................7 
2.2 Consumers and Price-Based Priority Access Allocation in Health Care .................10 

2.2.1 Consumers’ collective health outcome evaluations .......................................................... 10 
2.2.2 The moderating role of health care impact ....................................................................... 12 

2.3 Study 1: North American Sample............................................................................14 
2.3.1 Method ............................................................................................................................. 14 
2.3.2 Results .............................................................................................................................. 19 
2.3.3 Conclusion and discussion................................................................................................ 21 

2.4 Study 2: Dutch Sample ............................................................................................21 
2.4.1 Method ............................................................................................................................. 23 
2.4.2 Results .............................................................................................................................. 27 
2.4.3 Conclusion and discussion................................................................................................ 30 

2.5 Discussion................................................................................................................30 
2.5.1 Conclusion........................................................................................................................ 30 
2.5.2 Theoretical implications ................................................................................................... 31 
2.5.3 Managerial implications ................................................................................................... 32 
2.5.4 Limitations and further research....................................................................................... 32 

Chapter 3. Collective Health Outcomes and Psychological Distance.................... 35 

3.1 Introduction .............................................................................................................35 
3.2 Evaluations of Allocation Policy Outcomes ............................................................37 

3.2.1 Individual vs. collective allocation policy outcomes ........................................................ 37 
3.2.2 Efficiency vs. equity collective allocation policy outcomes ............................................. 40 

3.3 Consumers’ Personal Interests.................................................................................41 
3.4 Experiment 1............................................................................................................43 



 

 

 
 

3.4.1 Method ............................................................................................................................. 43 
3.4.2 Results and discussion...................................................................................................... 44 

3.5 Experiment 2............................................................................................................47 
3.5.1 Method ............................................................................................................................. 47 
3.5.2 Results and discussion...................................................................................................... 49 

3.6 General Discussion ..................................................................................................51 
3.6.1 Academic contributions.................................................................................................... 51 
3.6.2 Managerial implications ................................................................................................... 52 
3.6.3 Limitations and avenues for further research.................................................................... 53 

Chapter 4. Collective Costs and Benefit Evaluations of Customized Care........... 55 

4.1 Introduction .............................................................................................................55 
4.2 Individual-Level DCE Estimates and Cost Evaluations ..........................................57 

4.2.1 Customized care ............................................................................................................... 57 
4.2.2 Using DCEs to discover individual health care preferences ............................................. 57 
4.2.3 The individual-level preference model ............................................................................. 58 
4.2.4 Combining individual-specific DCE estimates and costs ................................................. 60 

4.3 The Case of Customized Breast Cancer Follow-Up ................................................60 
4.3.1 The discrete choice experiment (DCE)............................................................................. 60 
4.3.2 Results .............................................................................................................................. 62 
4.3.3 Policy evaluation .............................................................................................................. 65 

4.4 Discussion................................................................................................................68 

Chapter 5. Discussion ................................................................................................ 71 

5.1 Conclusion ...............................................................................................................71 
5.2 Managerial Implications ..........................................................................................72 
5.3 Limitations and Avenues for Future Research.........................................................74 

Appendix..................................................................................................................... 79 

Appendix A. Construct descriptions and measurements (Study 1)....................................79 
Appendix B. Testing for common method variance (Study 1) ..........................................80 
Appendix C. Construct descriptions and measurements (Study 2) ....................................81 
Appendix D. Testing for common method variance (Study 2) ..........................................82 
Appendix E. Scenario descriptions* ..................................................................................83 
Appendix F. Planned comparisons Experiments 1 and 2...................................................84 
Appendix G. Additional planned comparison Experiment 1 .............................................85 
Appendix H. Utility calculations* .....................................................................................86 



References................................................................................................................... 87 

Summary (English) .................................................................................................... 97 

Samenvatting (Nederlands)....................................................................................... 99 

Acknowledgements .................................................................................................. 101 

About the Author..................................................................................................... 103 

ERIM PhD Series..................................................................................................... 105 

 



 

 

 
 



List of Tables 
Table 1: Description of the datasets used in the thesis ....................................................6 

Table 2: Attributes and attribute levels of allocation mechanisms for Study 1 .............16 

Table 3: Results of Study 1 ...........................................................................................20 

Table 4: Results of Study 2 ...........................................................................................28 

Table 5: Attributes and attribute levels .........................................................................61 

Table 6: Random parameter model estimations ............................................................63 

Table 7: Cost-utility comparisons of follow-up programs ............................................67 

 





List of Figures 
Figure 1: Thesis structure .............................................................................................2 

Figure 2: Conceptual model and hypotheses ..............................................................11 

Figure 3: Process level checks of experimental treatment manipulation ....................29 

Figure 4: Results Experiment 1 ..................................................................................46 

Figure 5: Results Experiment 2 ..................................................................................50 

Figure 6: Patients’ highest utility programs with full customization..........................64 

Figure 7: Cost-utility comparisons of FU programs with current standard practice...68 

 





 

1 

Chapter 1. Introduction  
 

People are unique and have their own specific preferences. This heterogeneity in taste is 

also prominent in health care. Consider, for instance, the variation in preferences between 

individuals with regard to treatment programs. One treatment certainly does not fit all 

patients (Morey, Thacher, & Craighead, 2007). The rise of consumerism and the available 

information through the Internet raised patients’ expectations about care and increased 

patients’ demand for care according to their preferences even more (Frank & Zeckhauser, 

2007). Hospitals took advantage of this by listening to the patients and using their 

suggestions to improve medical decision making. In this way a more patient-centered 

health care approach arose (Bergeson & Dean, 2006). In short, there is a growing 

recognition that preference heterogeneity should be taken into account in future health care 

policies. This can be accomplished by offering patients care that is more flexible           

(i.e., offers more possibilities) and therefore better serves their needs. 

 Flexibility comes in many different kinds. On the one hand one can seek more 

flexibility in the pricing aspect of health care allocation. Due to financial considerations 

like the huge pressure on public budgets and increased competition market-based solutions 

to problems in health care are getting more and more attention (Cutler, 2002; Rice, 1997). 

Some people might be willing to pay an extra amount of money to receive earlier health 

care access. If this is the case hospitals could offer patients the option to either choose for 

standard access or to pay extra and receive priority access. Although such a policy violates 

the basic uniform treatment of all principle, a well-accepted principle in the Netherlands 

(Brouwer & Schut, 1999; Den Exter, 2010), the additional revenues from such a policy and 

the additional flexibility offered can be beneficial for both hospitals and patients. On the 

other hand, it is possible to offer patients freedom in creating their own health care 

programs given the available attributes they can choose from. This seems an interesting 

strategy, particularly because of the fact that patients often do not only know exactly what 

they want, but also how and when they want it. Flexible health care policies are key in this 

thesis and relates the chapters two, three, and four (Figure 1).  
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Figure 1: Thesis structure 

 
 

The first part of this thesis is about flexible health care policies in which hospitals 

introduce a market (i.e., price) mechanism for health care allocation by offering patients 

the option to pay more for faster health care treatment/access (i.e., price-based priority 

access allocation). The central goal in this part is to investigate what the role of individual 

and especially collective health outcomes is in the consumer evaluation process of such    

price-based allocation policies. Chapters two and three address this question in two 

different ways by focusing on, respectively, the moderating role of health consequence and 

supply flexibility (chapter two), and psychological distance (chapter three). The second 
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part of this thesis (chapter four) discusses a flexible health care policy in which patients 

have the option to create their own health care programs (i.e., customized care). The 

central goal in part two is to illustrate a method of how to organize and use the collective 

costs and benefits of such health care programs to evaluate customized care (Figure 1). 

1.1 Priority Access Pricing 

It is well known that there are not enough resources available to fulfill all consumers’ 

needs and wants in health care management. Therefore choices have to be made about how 

to allocate the resources at hand. For this purpose, governments and policy makers have 

utilized many different types of allocation policies ranging from non-price-based policies 

(e.g., expert-based decisions and waiting lists) to price-based policies (e.g., market-based 

priority access prices and auctions), to combinations of these (Evans, Vossler, & Flores, 

2009). In recent years these price-based policies received a lot of criticism because they 

violate the “uniform treatment of all” principle, which is a well-accepted principle in the 

Netherlands (Brouwer & Schut, 1999; Den Exter, 2010). Despite this criticism it is 

unknown how consumers exactly evaluate such allocation policies that allow differences in 

treatment between patients. In particular, the role of collective outcomes in consumers’ 

allocation policy evaluations is relatively unexplored. 

 

1.1.1 Collective health outcomes 

There is considerable evidence that besides their self-interest (Agerström & Björklund, 

2009a/b) consumers care about the interests of others in the society. This is based on the 

fact that people show fair, reciprocal, and altruistic behavior (Fehr & Fischbacher 2002; 

Fehr & Schmidt, 2006). A nice quote that strengthens the importance of collective interests 

even more is the one by Culyer (1976, p.89): “Individuals are affected by others’ health 

status for the simple reason that most of them care”.  

The literature on health care discusses two types of collective interests, which we 

expect to play a decisive role in consumer evaluations of allocation policies, referred to in 

this dissertation as total collective health outcome and distributional collective health 

outcome. The total collective health outcome (i.e., the efficiency of the allocation policy) 

expresses the expected total gain in health that results from an allocation policy, and the 

distributional collective health outcome (i.e., the equity of the allocation policy) expresses 

how equally the health outcome resulting from the allocation policy is distributed among 

individuals (Wagstaff, 1991). Interestingly, individuals are often willing to sacrifice some 
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part of the total collective health outcome in return for a better distributional collective 

health outcome (e.g., Andersson & Lyttkens, 1999; Ratcliffe, 2000). This strengthens our 

argument that evaluations of both total and distributional health outcomes play a 

substantial role when consumers evaluate allocation policies. We are interested in how 

consumers evaluate price-based allocation policies, and especially what role collective 

health outcomes play in the allocation policy evaluation process. Therefore we formulate 

the following research question that is addressed in chapters two and three of this thesis: 

Research question 1: How do consumers evaluate price-based 

priority access allocation policies, and more specific: What is the 

role of individual and collective health outcomes in the consumer 

evaluation process of such price-based allocation policies? 

1.1.2 Chapter 2: Collective health outcomes and health consequences 

Little is known about how consumers evaluate price-based priority access allocation 

policies. We use studies in two countries that have totally different health care settings 

(i.e., the Netherlands versus the United States of America) to address some interesting 

issues with regard to this gap in the literature. First of all, we investigate the direct 

relationship of price-based priority access allocation policies on collective health outcome 

evaluations. It is interesting to test how price-based priority access allocation policies 

affect consumers’ collective health outcome evaluations, because these evaluations likely 

have a huge impact on the overall consumer attitude towards such policies. Then, we 

address a possible moderating effect of health consequence of treatment on the collective 

health outcome allocation policy evaluation relationship and offer an explanation of our 

findings by means of luxury-necessity theory (Berry, 1994; Kemp, 1996; Kemp, 1998; 

Mahoney, Kemp, & Webley, 2005). Finally, we scrutinize the effect of price-based priority 

access allocation policies on the collective health outcome evaluations in case of additional 

supply, that is, when patients are offered the option to pay extra for treatment that takes 

place outside, instead of within, regular working hours of the hospital. This is of 

paramount importance because it eliminates possible disadvantages for total health 

outcomes, since treatment for regular patients is not delayed, and consumer attitude 

towards such price-based policies might be much more positive than price-based priority 

access policies in which treatment takes place within the regular working hours of the 

hospital. 
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1.1.3 Chapter 3: Collective health outcomes and psychological distance 

To deal with the scarcity of service resources, public policy makers implement allocation 

policies to assign service access to consumers. Oftentimes, allocation decisions create 

conflicts between different interests: collective vs. individual, or efficiency (total) vs. 

equity (distributional) focal outcomes. In chapter three we investigate how such allocation 

policies (i.e., individual outcome based vs. collective outcome based policies, and 

efficiency based vs. equity based policies) that lead to conflicting health outcomes are 

evaluated over psychological distance. We propose that consumers mentally represent 

these outcomes at different levels of abstraction, and investigate how allocation policy 

evaluations are affected by the psychological distance that is inherently present in the 

decision context by means of two experiments in the health care domain. We expect that 

evaluations are more positive if there is congruency1. Moreover, we explore whether 

consumers’ personal experience with the object of evaluation (i.e., health care treatment) 

activates a concrete mindset that diminishes the effect of the mindset activated by the 

psychological distance in the decision situation.  

 This chapter is based on construal level theory which states that outcomes or 

events are evaluated differently over psychological distance due to a difference in their 

mental representation. More precisely, abstract (high-level) construals are evaluated more 

positively in a psychologically far situation, whereas concrete (low-level) construals are 

more positively evaluated in a psychologically close situation (Liberman & Trope 1998; 

Trope & Liberman, 2003).  

1.2 Customized Care 

1.2.1 Chapter 4: Collective costs and benefit evaluations of customized care 

For patients, full customization of care according to their preferences would be optimal 

because it maximizes their utility. Yet, there is little guidance about how the costs and 

benefits of non-health-related aspects of care can be measured, organized, and used in 

medical decision making to evaluate (customized) health care programs. In chapter four we 

propose and test a discrete choice experiment (DCE) based approach to use these costs and 

benefits to evaluate (customized) health care programs in which non-health-related aspects 

of care play a role by using individual-specific DCE estimates. The approach is illustrated 

                                                           
1 Congruency means that there is a match in mental representation between the decision context (psychological 
distance) and the information presented on the focal object (policy type). 
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for post-treatment breast cancer care. In this chapter (part two of the thesis) we investigate 

the final research question, which is as follows: 

Research question 2: How can the collective costs and benefits of 

customized health care programs be evaluated to support 

management and policy decisions for customized care? 

1.3 The Data 

For study one of chapter two we send an online survey, consisting of several conjoint 

based scenarios, to North American respondents and finally used a dataset of 577 

respondents in our analysis. For study two of chapter two we send an online survey, also 

consisting of several conjoint based scenarios, to Dutch respondents and finally used a 

dataset of 1446 respondents. For study one and two of chapter three we did two online 

experiments among Dutch respondents and, for each study, got a different representative 

dataset (based on age and gender) containing 678 respondents. In chapter four we used 

data of 331 Dutch breast cancer patients based on a choice experiment that they completed 

at home. For an overview of the datasets used in all thesis chapters see Table 1. 

 

Table 1:  Description of the datasets used in the thesis 

Chapter Study N Respondents Region Sample Survey Data 

 

2 

 

1 

 

577 

 

Average 

population 

 

North  

America 

 

Ad hoc 

 

Online 

 

Scenario 

based 

conjoint 

  

2 

 

1446 

 

Average 

population 

 

The 

Netherlands 

 

Representative  

age & gender 

 

Online 

 

Scenario 

based 

conjoint 

 

3 

 

1 

 

678 

 

Average 

population 

 

The 

Netherlands 

 

Representative  

age & gender 

 

Online 

 

Experiment 

  

2 

 

678 

 

Average 

population 

 

The 

Netherlands 

 

Representative  

age & gender 

 

Online 

 

Experiment 

 

4 

 

1 

 

331 

 

Patients 

 

The 

Netherlands 

 

Volunteer 

participants 

 

On paper 

 

Choice 

experiment 



 

7 

Chapter 2. Collective Health Outcomes and Health 

Consequences2 
 

ABSTRACT 

Increased competition in the health sector has led hospitals and other institutions to explore 

new allocation mechanisms that move away from traditional expert-based allocation to 

price-based allocation mechanisms. Little is known, however, about consumer evaluations 

of such price-based allocation mechanisms and how these evaluations differ between 

treatments. To fill this gap the authors investigate how consumers evaluate new hospital 

care allocation mechanisms and find that offering individuals the opportunity to pay more 

for faster access to treatment negatively affects their evaluations of both total and 

distributional collective health outcomes of a hospital's care. Furthermore, the effects of 

these two key collective outcome evaluations on consumers' attitude towards allocation 

mechanisms are found to be moderated by the health consequence of a treatment (life 

saving vs. life improving). Finally, the authors find that offering more flexible health care 

operations that are less restricted in terms of supply (i.e., treatment outside versus within 

the regular working hours of the hospital) affect total collective health outcome evaluations 

positively instead of negatively. The results of this chapter are helpful for marketing 

managers that consider implementing new service allocation policies, in particular in 

health care management. 

2.1 Introduction 

Price-based allocation mechanisms are increasingly proposed as a viable strategy to 

allocate access to services in semi-public domains such as health care, education, and 

recreation (Brouwer & Schut, 1999; Lewis & Sappington, 1995). Access to the most 

sought after services and at the most popular service times is typically limited in these 

domains and not all consumers can be served at their most preferred time                     

(e.g., Boyd & Potter, 1986; Govind, Chatterjee, & Mittal, 2008). In such instances      

price-based allocation mechanisms (e.g., market-based priority access pricing) are an 

economically efficient way to allocate service access (Brouwer & Hermans, 1999; Carlton, 

                                                           
2 Based on Benning and Dellaert (2010). 
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1991). However, consumers and policy makers do not always prefer to use such 

mechanisms to gain access to services (Anderson et al., 1997). In particular because   

price-based allocation mechanisms can result in distributions with very unequal access 

levels between consumers (Petrou & Wolstenholme, 2000; Vagero, 1994). 

 This hesitancy to use price-based allocation mechanisms is perhaps most 

prominent in the field of health care where different levels of access                     

(e.g., differences in service waiting time) have strong health implications for the individual 

(Fryer, Pellar, Ormond, Koffron, & Abecassis, 2003; Stremersch, 2008). Yet, high 

pressure on budgets, policy trends towards deregulation of government activities, and 

increased competition still lead hospitals and other health care institutions to experiment 

with new price-based allocation mechanisms (Cutler, 2002; Rice, 1997). Such priority 

access pricing moves away from traditional non-price-based allocation mechanisms like 

doctors’ expert decisions to allocate patients to treatments based on medical urgency or 

allocations based on a first-come-first-served principle (Evans, Vossler, & Flores, 2009). 

While in some instances the pricing process is implemented through intermediary markets 

(e.g., through health maintenance organizations in the US) increasingly health care 

providers are also exploring the possibility to interact directly with patients in the access 

allocation process. For example, recently a well known Dutch hospital experimented with 

allowing individuals to have priority access to treatments in exchange for higher health 

care fees. This initiative led to a large political and public opinion backlash, despite the 

hospital’s insistence that the new allocation process improved the overall efficiency of the 

hospital’s care system and did not come at the expense of other patients (Den Exter, 2010). 

 To date, the question how consumers evaluate price-based vs. non-price-based 

allocation mechanisms has received only little attention in the literature. Notable 

exceptions are Kahneman, Knetsch and Thaler (1986), who reported that in the case of 

football tickets non-price-based allocation mechanisms (i.e., waiting lines) are preferred by 

consumers over price-based allocation mechanisms (i.e., auctions), and Anderson et al. 

(1997), who found that there is only limited patient support for paying physicians directly 

to shorten patient waiting times. Therefore, the objective of this chapter is to develop a 

better understanding of the consumer evaluation process of price- vs. non-price-based 

priority access allocation mechanisms, with a particular emphasis on the role of 

consumers’ evaluations of collective health outcomes in the context of health care 

allocation mechanisms.  

 First, drawing on recent research on altruism in individual decision making    

(Fehr & Schmidt, 2006), we propose that the effect of a health care allocation mechanism 

on consumer attitude towards this mechanism is determined not only by the consumer’s 
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evaluation of his or her own personal chance of treatment and the personal costs involved 

in participating in the allocation mechanism, but also by the consumer’s evaluation of the 

collective health outcome of the mechanism since individuals also care about the health of 

others (Jacobsson, Carstensen, & Borgquist, 2005). In particular, we anticipate that based 

on consumer intuitions about the effects of income inequality in markets for scarce 

resources (Van Doorslaer & Wagstaff, 1992) their evaluations of the collective outcomes 

of a health care allocation mechanism are negatively affected by the introduction of    

price-based allocation mechanisms, which in turn lowers their attitude towards price-based 

allocation mechanisms. We demonstrate this effect both for consumer evaluations of the 

total collective health outcome of an allocation mechanism (i.e., the total health gain 

obtained by implementing the allocation mechanism) and the distributional collective 

health outcome (i.e., the distribution of health gains across individuals due to the allocation 

mechanism).  

 Second, we also investigate if the relative importance of total versus distributional 

collective health outcome evaluations on consumer attitude towards allocation mechanisms 

is moderated by the health impact of a health care treatment (i.e., life saving vs. life 

improving). In particular, we hypothesize that for treatments with less severe 

consequences, the relative importance of distributional health outcomes is reduced in favor 

of total health outcomes. We base this expectation on research on differences in consumer 

allocation preferences between luxury vs. necessity products that suggests that consumers’ 

collective distribution considerations are stronger for necessity products (Kemp, 1998).  

 Finally, we investigate if a potential mechanism to overcome the anticipated 

negative effect of price-based priority access allocation mechanisms on consumers’ 

collective health outcome evaluations is to expand a hospital’s regular service schedule. 

More specifically, we expect that if treatments to patients paying for priority access are 

given outside of regular hospital working hours, consumers perceive a positive effect of 

price-based allocation mechanisms on the total collective health outcome, even though 

they still perceive a negative effect of price-based allocation on the distributional collective 

health outcome. 

 We test the proposed relationships empirically using two online panel surveys in 

which respondents were asked to evaluate both price-based and non-price-based health 

care allocation mechanisms in the context of hospital treatment. Study 1 used a North 

American sample from a volunteer consumer panel (N=590) and Study 2 used a sample 

from a Dutch marketing research consumer panel (N=1464) which was representative of 

the population in terms of age and gender. We find that our results generalize across these 

two samples drawn from very different health care market settings. 
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2.2 Consumers and Price-Based Priority Access Allocation in Health 

Care  

In recent years, price-based mechanisms have received growing attention from policy 

makers and managers as a way to allocate (semi-) public services to consumers because it 

is seen as a potentially powerful approach to promote economic efficiency and welfare 

gains (Brouwer & Hermans, 1999; Carlton, 1991). In particular, providing consumers with 

the opportunity to pay for priority access has been suggested as a way to more efficiently 

allocate access in domains such as health care (Brouwer & Hermans, 1999; Brouwer & 

Schut, 1999), recreation (Sandrey, Buccola, & Brown, 1983), and transportation 

(Newbery, 1988; Newbery, 1994). Different pricing allocation mechanisms have been 

proposed across these different applications and they include auctions, congestion-based 

flexible prices, and relatively fixed tariff schemes. 

 We investigate consumers’ evaluations of such price-based priority access 

allocation mechanisms. Economic theory suggests that consumers’ evaluations of their 

own personal costs and benefits associated with an allocation mechanism should drive 

their attitude towards the mechanism (Becker, 1976; Frey, 1999; Lazear, 2000). However, 

there is also increasing evidence that consumers take into account the collective interests of 

other consumers when evaluating different ways to allocate resources (e.g., Fehr & 

Fischbacher, 2002; Fehr & Schmidt, 2006; Kahneman et al., 1986). This effect is also 

likely to be relevant for health care (Jacobsson et al., 2005). 

 

2.2.1 Consumers’ collective health outcome evaluations 

To describe consumers’ collective health outcome evaluations of allocation mechanisms 

we distinguish between two key collective concerns that drive individuals’ evaluations: 1. 

Total collective health outcome expresses the expected total gain in health that results from 

the application of an allocation mechanism (i.e., the efficiency of the allocation 

mechanism) and 2. Distributional collective health outcome expresses how equally the 

health outcome resulting from the allocation mechanism is distributed among individuals 

(i.e., the equity of the allocation mechanism) (Dolan & Robinson, 2001; Nord, Pinto, 

Richardson, Menzel, & Ubel, 1999; Wagstaff, 1991). 
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Research findings in health care demonstrate that individuals are often willing to sacrifice 

some part of the total collective health outcome (typically expressed in terms of total 

Quality of Adjusted Life Years (QALYs) saved) in return for a better distributional 

collective health outcome (a more equitable distribution of QALYs) (Andersson & 

Lyttkens, 1999; Johannesson & Gerdtham, 1996; Ratcliffe, 2000; Schwappach, 2003). 

These findings underline that individuals’ evaluations of both total and distributional 

collective health outcomes are likely to play a substantial role when consumers evaluate 

allocation mechanisms (see Figure 2). 

 

Figure 2: Conceptual model and hypotheses 

 

Price-based priority access allocation mechanisms are likely to influence consumers’ 

collective health outcome evaluations. Recently, hospitals have experimented with such 

allocation mechanisms by charging a fixed amount for priority access to treatment at 

certain reserved time slots in the week (den Exter, 2010). Thus, these mechanisms offer 

individuals the opportunity to advance their medical treatment by paying an extra fee. The 

resulting shifts in treatment priority access are likely to influence collective health 

outcomes. The reason is that compared to non-price-based allocation mechanisms         

(i.e., expert-based allocation or first-come-first-served principles) price-based priority 
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access allocation mechanisms assign patients also on the basis of their willingness to pay 

for faster access to health care. Thus, in price-based priority access allocation mechanisms 

medical urgency is a relatively less important determinant of speed of access to health care. 

For example, high income patients may have a higher willingness-to-pay for priority 

access than low income patients and therefore priority access pricing is likely to result in 

faster average access to health care for high income patients compared to low income 

patients, which in turn affects collective health outcomes.  

 We expect that consumers also take the existence of such additional                 

(i.e., non-medical urgency based) drivers of willingness-to-pay into account when 

evaluating the expected collective health outcomes of price-based priority access allocation 

mechanisms. More specifically, we expect that consumers anticipate that allowing for 

price-based priority access has a negative impact on total collective health outcomes 

compared to non-price-based allocation mechanisms because non-medical urgency based 

criteria become more important in determining the final outcome. We also expect that 

distributional collective health outcome evaluations are negatively affected, because     

non-medical urgency criteria are likely to increase the differences between relatively 

healthy and relatively less healthy individuals, as less healthy individuals are somewhat 

less likely to receive treatment fast (e.g., because they tend to have lower incomes). 

 

 H1: A price-based priority access allocation mechanism 

for a fixed number of health care time slots negatively 

affects consumers’ evaluation of (a) total collective health 

outcomes and (b) distributional collective health 

outcomes compared to a non-price-based access 

allocation mechanism. 

 

2.2.2 The moderating role of health care impact 

Previous research shows that individuals’ preferences for the allocation of health care 

resources differ depending on the nature of the medical condition for which the decisions 

are made (Furnham, Thomson, & McClelland, 2002; Johri, Damschroder, Zikmund-Fisher, 

& Ubel, 2005; Furnham, Ariffin, & McClelland, 2007). In this study we specifically focus 

on the role of the health impact of a treatment on the importance individuals’ attach to 

different criteria when evaluating allocation mechanisms. In particular we hypothesize that 
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there are differences depending on whether a treatment is life saving or life enhancing. 

Furnham, Thomson, and McClelland (2002), for example, found that – although 

allocations towards lower aged, lower income, and non-smoking patients are preferred for 

both a cosmetic and a heart transplantation treatment – the effect of patient income level on 

respondents’ priority ranking of hypothetical patients was much higher for a cosmetic  

(i.e., life enhancing) treatment in contrast to a heart transplantation (i.e., life saving) 

treatment. This suggests that health consequences play an important role in how 

individuals evaluate different allocation criteria, in particular income.  

 We propose that these observed differences in preferences for allocations due to 

the health consequence of a treatment (i.e., life improving vs. life saving) can be explained 

by differences in the importance consumers attach to total and distributional collective 

health outcomes for different health consequences. We expect that consumers place more 

weight on distributional health outcomes for a treatment with life saving consequences 

relative to a treatment with life improving consequences, due to the difference in emphasis 

that consumers place on the total vs. distributional collective outcomes in decisions for 

luxury vs. necessity goods (Kemp & Bolle, 1999).  

 In general, individuals prefer that the distribution of luxuries should be left to the 

market, while the distribution of scarce necessities should be regulated (Berry, 1994; 

Kemp, 1996; Kemp, 1998; Mahoney, Kemp, & Webley, 2005). We expect that compared 

to a treatment with life saving consequences, consumers consider a treatment with only life 

improving consequences to be less of a necessity and a more luxury type of good (Kemp, 

1998). This is also reflected in the fact that consumers are likely to find life improving 

treatments less important compared to life saving treatments (Kemp & Bolle, 1999). Based 

on these considerations we hypothesize that for life improving health care treatments 

consumers attach relatively less weight to distributional collective health outcomes 

compared to total collective health outcomes than in the case of life saving health care 

treatments. 

 

 H2: The relative impact of distributional collective health 

outcome evaluations (compared to total collective health 

outcome evaluations) on consumers’ attitude towards an 

access allocation mechanism is lower for health care 

treatments that have life improving vs. life saving 

consequences. 
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2.3 Study 1: North American Sample 

In Study 1 we use North American data to empirically test H1a, H1b, and H2. 

 

2.3.1 Method 

Sample 

We obtained data by means of an online questionnaire that was sent to members of a North 

American online consumer panel. Participants received $5 for their participation. 590 

completed surveys were obtained, of which data of 13 respondents were deleted because of 

missing or incorrect responses. Thus, a total of 577 completed questionnaires were used in 

the final data analysis. The average age of respondents was 40.63 years (ranging from 18 

to 75 years), 73 % of the respondents were female, and all respondents lived in the U.S. 

Moreover, the average duration time of the survey was about 23 minutes. 

Procedure 

The questionnaire started with an introduction about the structure of the study. 

Respondents were asked to consider possible scenarios in which hospitals were exploring 

new health care allocation policies. Then, respondents were randomly assigned to one of 

four hypothetical health care scenarios in which they were presented with hypothetical 

hospitals. These hospitals were identical in all respects except for the health care allocation 

mechanisms they used. All allocation mechanisms were explained in detail to the 

respondents (see experimental conditions section below) and it was tested if participants 

understood the information presented to them before they could continue. 

 Respondents answered questions on three (of seven possible) policies of the 

hospitals in question (see measures section below). All hospital policies were the same 

across scenarios and the selection of the three hospital policies per respondent was 

systematically rotated across respondents per scenario (in seven different ways) to average 

across possible order effects. This resulted in 28 versions of the questionnaire               

(i.e., four health care scenarios each with the seven rotations of three different hospital 

policies) that were randomly assigned to respondents. The questionnaire ended with 

several socio-demographic questions. 
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Experimental conditions 

A 2*2 between subjects design was used to create the health care scenarios. The first 

experimental scenario variable described the health consequence of treatment (a life 

improving ear correction treatment vs. a life saving liver transplantation treatment) and 

was used to test H2. The second experimental variable described the funding structure of 

the hospital (public vs. private). This second variable was included to control for 

respondents beliefs about the type of hospital which could also affect their sensitivity for 

total vs. distributional collective health outcomes. However, no significant main or 

interaction effects of this second variable were found in the analysis and therefore its 

experimental conditions were collapsed in the data analysis reported in the chapter. 

 The health care allocation mechanisms were described using a 2*3 full factorial 

design of price-based vs. non-price-based allocation for three different types of allocation 

processes (i.e., lottery, waiting list, and expert-based selection procedure). The price-based 

allocation mechanisms were described to respondents as pricing mechanisms in which the 

hospitals offered two rates for each treatment; a priority access price and a fixed price. The 

priority price was described as being 10 % higher than the fixed price, and provided 

patients with a 10 % higher chance of being admitted to treatment at any given moment in 

time (compared to regular patients, with identical medical needs). The non-price-based 

allocation mechanisms were described as allocation mechanisms in which there was only 

one price for treatment for all patients. Finally, as an additional (price-based) allocation 

mechanism, an auction mechanism was also included that inherently combines pricing and 

the allocation of care by allowing consumers to bid on priority access. The different 

allocation mechanisms are summarized in Table 2. 
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Table 2:  Attributes and attribute levels of allocation mechanisms for Study 1 

Attributes Attribute levels Description of attribute levels 

Price-based  

 

Hospitals offer two rates for each treatment, a regular price and a priority 

access price. The priority access price is 10% higher than the regular price 

and provides patients with a 10% higher chance of being admitted to 

treatment at any given moment in time compared to other patients with 

identical medical needs, that have chosen to pay the regular price.  

Pricing  

 

Non-price-

based  

 

Hospitals always ask the same price for a treatment. 

 

Waiting list 

 

 

The longer a patient is waiting for the treatment the earlier he/she will be 

treated. 

 

Lottery 

 

Patients are randomly selected for treatment with equal probability. 

 

Allocation  

process 

 

Expert-based   

selection  

procedure 

 

 

Patients are ranked for treatment access based on a measure that takes into 

account the degree of illness, life style and the expected total number of 

quality adjusted life years (QALYs) gained after treatment. This measure is a 

product of gains in quality and length of life. 

  

Auction 

 

 

Patients are able to bid an amount they would like to pay for priority access 

status. Multiple bids per person are possible (ascending auction). The 

patients with the highest bids receive priority access. 

 

Measures 

We measured attitude towards the allocation mechanism by four items based on Dabholkar 

(1996). Collective health outcome evaluations are measured separately for total and 

distributional health outcomes. These self-created multi-item measures are based on 

previous research on efficiency and equity of health care interventions (Nord et al., 1999; 

Wagstaff, 1991) in accordance with our earlier definitions of total and distributional health 

outcomes.  

 All outcome constructs were initially measured using three items. After testing 

one item was deleted from each construct to improve measurement performance            

(see Appendix A). The control variables for individual outcomes are measured by a 

respondent’s evaluation of the own chance of treatment and own payment amount. Finally, 
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we also measured respondents’ perceived control as a process measure of the allocation 

mechanism using three items adapted and extended from Dabholkar (1996). The control 

construct is later used as marker variable to test for common method bias in our analysis. 

 Confirmatory Factor Analysis was used to verify the factor structure of the 

different measures. We used data of each respondent of one randomly selected hospital 

policy to prevent potential repeated measures bias (i.e., 577 observations). We analyzed 

several measures of fit which all indicate a good to acceptable model fit: Chi-Square/Df 

ratio is 1.82, RMSEA is .04, and high scores for measures GFI: .99, and CFI: .99. To test 

for discriminant validity we compared the average variance extracted within factors with 

the square of the bivariate correlations between factors (Fornell & Larker, 1981). For the 

four constructs of interest the variance extracted was .84 for the total collective health 

outcome, .83 for the distributional collective health outcome, .87 for the own chance of 

treatment, and .89 for the own payment construct. The squares of the correlations between 

the factors varied between .13 and .42. Thus, the average variance extracted (AVE) for 

each construct was greater than the absolute value of the standardized squared correlation 

which shows discriminant validity.  

Common method variance 

We follow Lindell and Whitney’s (2001) recommendations to check for common method 

variance (CMV). To do so we use the control construct, which is theoretically unrelated to 

at least one of our focal constructs, as a marker variable. We take the correlation of the 

control construct with attitude (r = .07) as a base-line measure for CMV. After                 

re-estimating the model including the marker variable to partial out this base-line 

correlation with the marker variable we find that none of the relationships are affected                     

(see Appendix B). This indicates that CMV is not a concern in our data. 

Analytical Model 

Our data have a panel structure because respondents answered questions for three different 

hospital policies. To reflect this structure, we estimate random coefficient regression 

models for our three dependent variables: total collective health outcome evaluation 

( ijtTOTAL ), distributional collective health outcome evaluation 

( ijtONALDISTRIBUTI ), and attitude ( ijtATTITUDE ). The first two models are 

specified in equations 1 and 2. The allocation mechanisms waiting list ( WL
jX ), lottery 

( LOT
jX ), and doctor’s selection ( SEL

jX ) are dummy variables coded one if they were the 

hospital’s policy and zero otherwise. The auction is used as a base category and coded 
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zero. In case the waiting list, lottery, or doctor’s selection procedure are price-based, the 

price-based dummy ( PRICE
jX ) is coded one, when they are non-price-based this dummy is 

coded minus one. All parameters for the independent variables are estimated as random 

coefficients ( ii νββ += ). 

 

TOTAL
ijt

SEL
jTSELi

WL
jTWLi

LOT
jTLOTi

PRICE
jTPRICEiTHOijt

XX

XXTOTAL

εββ

ββα

+++

++=

__

__
 

(1) 

ONALDISTRIBUTI
ijt

SEL
jDSELi

WL
jDWLi

LOT
jDLOTi

PRICE
jDPRICEiDHOijt

XX

XXONALDISTRIBUTI

εββ

ββα

+++

++=

__

__
 

(2) 

 

Next, we estimate the attitude model which is specified in equation 3. The allocation 

mechanisms ( WL
jX , LOT

jX , SEL
jX ) and price-based dummy ( PRICE

jX ) are defined as 

before. The total collective health outcome evaluation ( TOTAL
jX ) and distributional 

collective health outcome evaluation ( ONALDISTRIBUTI
jX ) are independent variables in this 

model and were mean centered in the analyses. We also include health consequence of 

treatment ( INGLIFEIMPROV
jX ) and its interactions with total and distributional collective 

health outcome evaluations ( INGLIFEIMPROVxTOTAL
jX , INGLIFEIMPROVxONALDISTRIBUTI

jX ). 

Health consequence of treatment (i.e., life improving vs. life saving) is a dummy variable 

coded one if the health consequence of the treatment is life improving and zero if the 

health consequence of the treatment is life saving. We control for (mean centered) 

individual outcome benefit evaluations of the own chance of treatment ( OWNCHANCE
jX ) 

and the expected own payment ( OWNPAYMENT
jX ). All main effects are estimated as random 

coefficients ( ii νββ += )3. 

                                                           
3 We also estimated the same model but controlling for age, gender, annual household income (high vs. low), 
education (high vs. low), hospital type (public vs. private), and the interactions of these variables with 
distributional and total collective outcome evaluations. Including these control variables did not change our 
conclusions. 
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(3) 

 

2.3.2 Results 

The results are reported in Table 3. They show that as expected price-based priority access 

allocation mechanisms have a negative effect on total and distributional collective health 

outcome evaluations, this provides support for H1a and H1b (Table 3 - Models 1 and 2).  

 We also find support for H2. The interaction of a life improving health 

consequence with the total health outcome and the interaction of a life improving health 

consequence with the distributional health outcome (Table 3 - Model 3) show that health 

care treatments with life improving consequences increase the effect of total collective 

health outcome evaluations, and decrease the effect of distributional collective health 

outcome evaluations on consumer attitude towards the allocation mechanism compared to 

treatments with life saving consequences. 
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Table 3:  Results of Study 1 

 Model 1 Model 2 Model 3 

Dependent variable Total  

health outcome 

Distributional  

health outcome 

Allocation 

mechanism attitude 

 Mean 

)(β  

St. dev. 

)(ν  

Mean 

)(β  

St. dev. 

)(ν  

Mean 

)(β  

St. dev. 

)(ν  

Constant )(α  -.71** .51** -1.22** 

 

.00 3.48** .44** 

Price-based (H1a and H1b) 

)( iPRICEβ  

-.10** 

 

.03 -.28** 

 

.12** -.15** 

 

.13** 

Lottery  

)( iLOTβ  

.22** .59** .87** 

 

.62** .42** 

 

.27** 

Waiting list  

)( iWLβ  

.93** 

 

.40** 1.58** 

 

.76** .71** 

 

.28** 

Selection   

)( iSELβ  

1.34** 

 

.46** 1.82** 

 

.94** .45** 

 

.29** 

Total  health outcome 

 )( iTOTALβ  

    .25** 

 

.08 

Distributional health outcome 

)( IONALiDISTRIBUTβ  

    .26** 

 

.16** 

Own chance of treatment  

 )( iOWNCHANCEβ  

    .34** 

 

.17** 

Own payment 

)( TiOWNPAYMENβ  

    .12** .16** 

Life improving 

 health consequence  

)( VINGiLIFEIMPROβ  

    .01 .11** 

 

Total health outcome x  

Life improving health consequence (H2)  

)( EIMPROVINGiTOTALxLIFβ  

    .16**  

 

Distributional health outcome 

x Life improving health consequence 

(H2)  

)( IMPROVINGIONALxLIFEiDISTRIBUTβ
 

    -.11**  

* p < .05 ** p < .01  
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2.3.3 Conclusion and discussion 

In this first study we provide evidence for our hypotheses. There is a negative effect of 

priority access pricing on total and distributional collective health outcome evaluations 

(H1a-b). Also, the effect of distributional collective health outcome evaluations on consumer 

attitude decreases compared to that of total collective health outcome evaluations in case of 

a health care treatment with life improving consequences vs. a treatment with life saving 

consequences (H2). This finding is interesting because it indicates that in health care 

allocation decisions in which lives are at stake (i.e., with life saving consequences) 

distributional aspects have a stronger effect on allocation mechanism attitude than if life 

improvement is the main goal. Hospital managers should take this into account when they 

consider the different allocation policies they may implement. Allocation mechanisms that 

lead to a more equal distribution of (quality adjusted) life years saved among individuals 

are more dominant in consumers’ evaluations for treatments with life saving consequences 

than for treatments with life improving consequences. We investigate further details about 

this effect in Study 2. 

2.4 Study 2: Dutch Sample 

The purpose of Study 2 was threefold. First, respondents in Study 1 recognized that price-

based priority access allocation mechanisms – although economically more efficient – may 

increase the probability that patients that are less in need of treatment are treated faster. 

This lowered their total collective health outcome evaluations, and it is worthwhile to 

investigate if this negative impact of price-based allocation mechanisms on total collective 

health outcome evaluations could be overcome by offering health care operations that are 

less restricted in terms of supply (i.e., by offering more flexible hours of operation). To do 

so, Study 2 introduces an additional allocation mechanism condition. This condition 

describes a price-based allocation of priority access to care that is available only for 

treatment outside regular working hours of the hospital. In this new condition, patients that 

pay extra for priority access are treated outside the regular working hours of the hospital, 

which eliminates disadvantages for total health outcomes because treatment for regular 

patients is not delayed by the priority access policy.  

 We expect that consumers recognize this distinction and adjust their evaluation of 

total health outcomes accordingly (see Figure 2). However, at the same time the new 

policy should only increase consumers’ evaluations of total collective health outcomes 

(which can increase with additional supply) but not distributional collective health 

outcomes because the latter still remains relatively more unequal across patients (compared 
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to non-price-based allocation policies) because of differences in patients’ willingness and 

ability to use price-based access to care. This leads us to formulate the following 

hypothesis: 

 

 H3: A price-based priority access allocation mechanism in 

which patients that pay for faster access are treated 

outside of regular working hours has (a) a positive effect 

on consumers’ evaluations of the total collective health 

outcome and (b) a negative effect on consumers’ 

distributional collective health outcome evaluations 

compared to a non-price-based allocation mechanism. 

 

The second objective of Study 2 is to provide more detailed process-level support for the 

proposed mechanism underlying the observed moderating effect of health consequences. 

We drew on luxury/necessity theory to anticipate that individuals prefer that the 

distribution of luxuries should be left to the market, while the distribution of scarce 

necessities should be regulated (Berry, 1994; Kemp, 1996; Kemp, 1998; Mahoney et al., 

2005). Therefore, given the observed moderating effects in Study 1, we expect that a 

treatment with life improving consequences should be perceived as more of a luxury good 

while a treatment with life saving consequences should be seen as a necessity good by 

consumers. In Study 2 we explicitly measure consumer’s evaluations of the aspects that 

reflect Kemp’s theoretical distinction between necessities and luxury goods (i.e., luxury 

perception and perceived importance).  

 To further strengthen this explanation, we also rule out an alternative explanation 

for our findings by controlling for a potential shift in the perceived fairness of the 

allocation mechanism for different health consequences. In recent years experimental 

economists have gathered evidence that suggests that individuals are strongly motivated by 

concerns for fairness (Fehr & Schmidt, 2006). Consumers’ fairness evaluations of 

allocation mechanisms are therefore likely to also affect their attitude towards allocation 

mechanisms and are now controlled for in the analysis. 

 The third objective of Study 2 is to test if our findings generalize to consumers in 

a very different health care market than the US health care market. Therefore we collect 

data from a different market setting. In particular we analyze data from a general 

population sample in the Netherlands.  
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2.4.1 Method 

Sample 

We obtained data by means of an online questionnaire that was sent to members of a Dutch 

online consumer panel. Participants were randomly assigned to one of the two versions of 

the questionnaire and received €5 for participation. 1464 completed surveys were obtained, 

of which data of 18 respondents were deleted because of missing or incorrect responses. 

Thus, a total of 1446 completed questionnaires were used in the final data analysis. The 

sample was drawn from a large online pool of participants to be representative for the 

Dutch population based on age and gender. The average age was 46.11 years (ranging 

from 18-83 years) and 51.7 % of the respondents were female. The average duration for 

completing the questionnaire was 11 minutes. 

Procedure 

Respondents started the questionnaire with a short introduction about the structure of the 

study and were presented with one out of two hypothetical health care scenarios (life 

saving vs. life improving). They were asked to consider possible scenarios in which 

hospitals were exploring new health care allocation policies. Then they were presented 

three different hypothetical hospitals. These were identical in all respects except for the 

health care allocation mechanisms they used. Respondents answered questions about all 

three hospitals’ allocation policies (see measures section below). After this task they also 

answered some questions to measure the luxury-necessity degree of the two treatment type 

manipulations (i.e., live saving (liver transplantation treatment) vs. life improving          

(ear correction treatment)) and the perceived fairness of the allocation policies. The survey 

ended with several socio-demographic questions. 

Experimental conditions 

A 2*3 between and within subjects design was used. The two levels described the health 

consequence of treatment (a life improving ear correction treatment vs. a life saving liver 

transplantation treatment) and were used to test H2 in the different health market setting. 

The three levels were a within subject manipulation of health care allocation mechanisms. 

These were described as: non-price-based allocation, price-based allocation within the 

regular working hours of the hospital, and price-based allocation outside of the hospitals’ 

regular working hours. Only one type of allocation process was used in Study 2. The non-

price-based allocation mechanism was a mechanism that uses a waiting list with an 

average waiting time of eight months in which there is no option to pay for earlier 

treatment and fully covered costs of treatment. The price-based allocation mechanisms 
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were identical to the non-price-based allocation mechanism except for the fact that they 

offered patients the option to be treated earlier (i.e., within 1 month instead of 8 months) 

when they paid €900 extra out of their own pocket (not covered by health insurance). The 

price-based allocation mechanisms were used to test H1a, H1b, H3a, and H3b. The survey 

specified that in case of a price-based allocation mechanism in which treatment takes place 

outside the regular working hours of the hospital other patients on the waiting list did not 

have to wait longer for treatment. In case of a price-based allocation mechanism in which 

treatment takes place within the regular working hours of the hospital, respondents were 

told other patients did have to wait longer.  

Measures 

We measured attitude towards the allocation mechanism by four items based on Dabholkar 

(1996). Collective health outcome evaluations are measured separately for total and 

distributional health outcomes (Nord et al., 1999; Wagstaff, 1991). Each construct was 

measured by three-item scales (see Appendix C). The control variables for individual 

outcomes are measured by a respondent’s evaluation of the own chance of treatment and 

own payment amount and also consist of three-item scales. To measure consumer’s 

evaluations of the aspects that reflect Kemp’s theoretical distinction between necessities 

and luxury goods we included two additional questions to measure (Kemp & Bolle, 1999): 

(1) to what extent the respondents thought that an ear correction treatment (or a liver 

transplantation treatment) was a necessary vs. luxury type of care, and (2) how important 

they thought this kind of treatment was in general. We also measured respondents’ 

perceived fairness of the policy, which is used as additional control variable, with three 

items (see Appendix C). This construct was based on a scale that measures price fairness 

(Darke & Dahl, 2003; Haws & Bearden, 2006) and adjusted to reflect the perceived 

fairness of a policy. Finally, we measured respondents’ perceived control as a process 

measure of the allocation mechanism using three items as used in Study 1          

(Dabholkar, 1996). This is used as a marker variable to test for common method bias. 

 Confirmatory factor analysis was used to verify the factor structure of the 

different measures. We used data of one randomly selected hospital policy for each 

respondent. We analyzed several measures of fit which all indicate a good to acceptable 

model fit: Chi-Square/Df ratio is 7.11, RMSEA is .07, and high scores for GFI: .95, and 

CFI: .98. 

 To test for discriminant validity we compared the average variance extracted 

within factors with the square of the bivariate correlations between factors               

(Fornell & Larker, 1981). For the five constructs of interest the variance extracted was .80 
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for the total health outcome, .79 for the distributional health outcome, .87 for the own 

chance of treatment, .91 for the own payment, and .88 for the fairness construct. The 

squares of the correlations between the factors varied between .06 and .65. Thus, the 

average variance extracted (AVE) for each construct was greater than the absolute value of 

the standardized squared correlation which shows discriminant validity. 

Common method variance 

We again follow Lindell and Whitney’s (2001) recommendations to check for CMV. We 

use the control construct. In Study 2 control did not have a significant correlation with any 

of our focal constructs; therefore there was no reason to expect problems of common 

method bias. We still estimated the model including control and found that none of the 

relationships are affected (see Appendix D). Thus, CMV is not of concern in Study 2. 

Analytical model 

Our data have a panel structure because respondents answered questions for three different 

hospital policies. To reflect this structure, we estimate random coefficient regression 

models for our three dependent variables: total collective health outcome evaluation 

( ijtTOTAL ), distributional collective health outcome evaluation 

( ijtONALDISTRIBUTI ), and attitude ( ijtATTITUDE ). The first two models are 

specified in equation 4 and 5. The price-based allocation mechanisms in which treatment 

takes place within and outside the regular working hours of the hospital           

( INPRICE
jX − , OUTPRICE

jX − ) are dummy variables coded one if they were the hospital’s 

policy and zero otherwise. The non-price-based mechanism is used as a base category and 

coded zero. All main effects are estimated as random coefficients ( ii νββ += ). 
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Next, we estimate the attitude model which is specified in equation 6. The price-based 

allocation mechanisms ( INPRICE
jX − , OUTPRICE

jX − ) are defined as before. The total 

collective health outcome evaluation ( TOTAL
jX ) and the distributional collective health 

outcome evaluation ( ONALDISTRIBUTI
jX ) are independent variables in this model and are 

mean centered in the estimation. We also include the health consequence of treatment 

( INGLIFEIMPROV
jX ) and its interactions with total and distributional collective health 

outcome evaluations ( INGLIFEIMPROVxTOTAL
jX , INGLIFEIMPROVxONALDISTRIBUTI

jX ). Health 

consequence of a treatment (i.e., life improving vs. life saving) is a dummy variable coded 

one if the health consequence of the treatment is life improving and zero if the health 

consequence of the treatment is life saving. We control for (mean centered) individual 

outcome benefit evaluations of the own chance of treatment ( OWNCHANCE
jX ), the expected 

own payment ( OWNPAYMENT
jX ), and fairness ( FAIRNESS

jX ). All main effects are estimated 

as random coefficients ( ii νββ += )4. 
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4 As in Study 1 we also estimated a model that included age, gender, income (high vs. low), education (high vs. 
low), and the interaction effects of these variables with the two key benefit evaluations of the collective health 
outcome as control variables. Including these control variables again did not change our conclusions. 
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2.4.2 Results  

The results are reported in Table 4. Like in Study 1, we find a negative main effect of 

price-based priority access on consumers’ evaluations of total and distributional collective 

health outcomes when treatment takes place within the regular working hours of the 

hospital (Table 4 - Models 1 and 2). This provides further support for H1a and H1b. We also 

find a significant interaction of consumers’ distributional collective health outcome 

evaluations with health consequence of treatment and with the expected sign              

(Table 4 - Model 3). The interactions of a life improving health consequence with total and 

distributional health outcome show that health care treatments with life improving 

consequences do not affect the impact of total collective health outcome evaluations, and 

decrease the impact of distributional collective health outcome evaluations on consumer 

attitude towards the allocation mechanism compared to treatments with life saving 

consequences. This provides further support for H2. 

 In addition, we also find support for H3a and H3b. The results demonstrate that a 

price-based priority access allocation mechanism, in which patients that pay extra for 

priority treatment are treated outside of regular hospital working hours, positively affects 

consumers’ evaluations of the total collective health outcome compared to a non-price-

based allocation mechanism (Table 4 - Model 1). We also find that this allocation 

mechanism negatively affects consumers’ distributional collective health outcome 

evaluations compared to a non-price-based allocation mechanism (Table 4 - Model 2). 
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Table 4:  Results of Study 2 

Model Model 1 Model 2 Model 3 

Dependent 

 variable 

Total  

health outcome 

Distributional  

health outcome 

Allocation 

mechanism attitude 

 Mean 

)(β  

St. dev. 

)(ν  

Mean 

)(β  

St. dev. 

)(ν  

Mean 

)(β  

St. dev. 

)(ν  

Constant )(α  .17** 

 

.79** .54** 

 

.66** 3.39** 

 

.15** 

Price-based within opening hours 

(H1a and H1b) 

 )( INiPRICE −β  

-.75** .61** -1.42** 

 

.22** -.33** 

 

.01 

Price-based outside opening hours 

(H3a and H3b)  

)( OUTiPRICE −β  

.27** .32** -.20** 

 

.01 .49** 

 

.03 

Fairness   

)( iFAIRNESSβ  

    .47** .11** 

 

Total health outcome  

)( iTOTALβ  

    .05* 

 

 

.02 

Distributional health outcome  

)( IONALiDISTRIBUTβ  

    .12** 

 

.06** 

 Own chance of treatment 

)( iOWNCHANCEβ  

    .19** 

 

.11** 

Own payment 

)( TiOWNPAYMENβ  

    .05** .09** 

Life improving health consequence 

)( VINGiLIFEIMPROβ  

    .06* .13** 

Total health outcome x  

Life improving health consequence 

 (H2) 

)( EIMPROVINGiTOTALxLIFβ  

    .06 

 

 

Distributional health outcome x life 

improving health consequence 

(H2) 

)( IMPROVINGIONALxLIFEiDISTRIBUTβ
 

    -.09**  

* p < .05. ** p < .01  
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In Study 1 we explained the effect for H2 from the assumption that treatment with a life 

improving health consequence is perceived as more luxurious and treatment with a life 

saving health consequence is perceived as more of a necessity. In Study 2 we are able to 

test this assumption and find that ear corrections are indeed perceived as significantly more 

luxurious than liver transplantations, which supports our proposed process explanation for 

H2 (see Figure 3). Furthermore, the lower importance connected to an ear correction 

treatment is also typical of a luxury good and further underlines that an ear correction 

treatment is perceived more as a luxury than a necessity type of care. Given these findings 

we conclude that luxury/necessity theory (Kemp, 1998) offers a valid explanation for why 

a treatment with life improving health consequences, compared to a treatment with life 

saving health consequences, decreases the effect consumer evaluations of the distributional 

health outcome have on the consumer attitude towards allocation mechanisms relative to 

the effect of the total health outcome. 

 

Figure 3: Process level checks of experimental treatment manipulation 
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* The differences between life improving vs. life saving treatments are significant 

at p < 0.01 for both checks (i.e., luxurious and importance). 
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2.4.3 Conclusion and discussion 

The results of Study 2 provide further support for H1a, H1b and H2. Furthermore, we find 

support for H3a and H3b. After the implementation of a price-based allocation policy in 

which paying patients are treated outside regular hospital working hours, hospitals can 

expect a positive effect on consumer attitude towards the allocation mechanism via the 

positive effect of consumers’ evaluations of the total collective health outcome. Such an 

implementation, however, also influences consumer attitude towards the allocation 

mechanism negatively via consumer evaluations of the distributional collective health 

outcome.  

 Interestingly, the results of Study 2 demonstrate that price-based allocation 

mechanisms do not always have a negative effect on collective health outcome evaluations. 

The introduction of a price-based allocation mechanism in which treatment takes place 

outside of regular opening hours is one example of this.  

 Study 2 also shows that luxury-necessity theory is an effective way to explain 

why consumers’ evaluations of distributional collective health outcomes, compared to total 

collective health outcomes, have less impact on consumers’ attitude towards allocation 

mechanisms when lives are not at stake (i.e., for treatments with a life improving health 

consequence that are regarded as being more a luxury than a necessity type of good). 

2.5 Discussion 

2.5.1 Conclusion 

We found support for H1a, H1b and H2 in both studies. In general, price-based allocation 

mechanisms have a negative effect on consumer evaluations of both the total and 

distributional collective health outcome compared to non-price-based allocation 

mechanisms. Furthermore, health care treatments with life improving consequences 

decrease the effect of distributional collective health outcome evaluations relative to the 

effect of total collective health outcome evaluations on consumer attitude towards the 

allocation mechanism compared to treatments with life saving consequences. Study 2 

provided further support that this effect can be explained by luxury/necessity theory 

(Kemp, 1998). Health care treatments with life improving consequences are seen as more 

luxury goods than life saving treatments which are more a necessity. For luxury goods the 

consumers prefer a market mechanism to allocate scarce goods, whereas for necessity 

goods regulation is preferred (Kemp & Bolle, 1999), which is closely related to the goal of 
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reaching a more efficient versus a more equal distribution of scarce resources among 

consumers.  

 In Study 2 we also found support for H3a and H3b. Price-based allocation 

mechanisms in which patients are treated outside the regular working hours of the hospital 

have a positive effect on consumer evaluations of the total collective health outcome and a 

negative effect on consumer evaluations of the distributional collective health outcome 

compared to non-price-based allocation mechanisms. This is an interesting finding because 

it shows that price-based allocation mechanisms do not necessarily have a negative effect 

on consumers’ collective health outcome evaluations.  

 

2.5.2 Theoretical implications 

Although there is a large body of literature that demonstrates that people do not only care 

about their individual outcome when evaluating allocation mechanisms (e.g., Fehr & 

Fischbacher, 2002; Fehr & Schmidt, 2006; Kahneman et al., 1986), the specific role of 

collective outcomes in the consumer allocation mechanism evaluation process is still 

relatively unexplored. With this chapter we begin to investigate some important aspects of 

how consumers evaluate outcomes for others in the context of allocation mechanisms. A 

main contribution to the literature lies in the finding that the collective health outcome 

allocation mechanism attitude relationship is moderated by the health consequence of a 

treatment.  

 We also find different effects on total health outcome evaluations for price-based 

allocation of care offered outside versus within normal hospital working hours. This 

second aspect is theoretically interesting, because it demonstrates that consumers are quite 

rational in how they integrate allocation policy details in their overall evaluations, despite 

the relative complexity of some of the policies that were evaluated.  

 Finally, a third theoretically relevant implication of our research is that we found 

very similar results in terms of how individuals evaluate collective health outcomes for 

two different (health) market settings (i.e., the United States and the Netherlands). A priori 

one might have expected that, based on cultural or management practice differences, 

evaluations could have been more different. This result further supports the robustness of 

our findings. 
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2.5.3 Managerial implications 

Our findings are valuable for health care managers that consider implementing new    

price-based allocation mechanisms because they provide guidance in deciding which 

allocation mechanism to implement in different contexts. We address several important 

issues that provide helpful insights for hospitals when choosing between the 

implementation of different allocation mechanisms. First, we show that the consumer 

attitude towards allocation mechanisms is not only influenced by individual outcomes that 

result from the allocation, but that collective outcomes (both total and distributional) play 

an important role too (e.g., the R² of the model in equation three is .62, without collective 

outcomes the R² is .55). Second, we show that the use of price-based priority access 

allocation mechanisms can influence consumer allocation mechanism attitude in health 

care positively via collective health outcome evaluations when treatment takes place 

outside the regular working hours of the hospital due to the additional supply that is 

offered. Third, this research demonstrates that the distributional health outcome becomes 

less important, relative to the total health outcome, when the health consequence of 

treatment is life improving rather than life saving. 

 Our conclusion is that, from an attitude based consumer perspective, hospitals in 

the United States and the Netherlands should be hesitant to advocate price-based allocation 

mechanisms when treatment takes place within the regular working hours of the hospital. 

The reason is that such policies may harm patient satisfaction and gather low public 

support. However, when treatment takes place outside the regular working hours of the 

hospital price-based allocation mechanisms seem to be very attractive and should 

definitely be taken into consideration for implementation in the future. 

 

2.5.4 Limitations and further research 

There are some issues that could be addressed in future research. First, we distinguished 

between treatments with life saving and life improving consequences by respectively using 

liver transplantation treatment and ear correction treatment manipulations to test H2. 

Although we found support for this hypothesis in both studies we were not able to test our 

results across a wider range of health applications. It would be interesting to do so in future 

research.  

 Another related aspect is that the results we present are based on general 

population samples. It would be relevant for hospital managers and health care researchers 

to investigate if the use of patient data would lead to the same or different results, for 

example because patients may be more strongly focused on their own health outcomes and 
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less on collective health outcomes for others. We hope to address this question in future 

research.  

 Finally, price-based allocation mechanisms were operationalized by a pricing 

mechanism that offers the option to pay either a fixed price for treatment in general or a 

priority access price for being admitted to treatment earlier. In Study 1 we described the 

priority access price as a price which is 10% higher than the regular price that provides 

patients with a 10% higher chance of being admitted to treatment at any given moment in 

time compared to other patients with identical medical needs that have chosen to pay the 

regular price. In Study 2 we described the priority access price as an additional payment of 

€900. It would be interesting to investigate the case in which this price is much higher. 

Such a high price would more clearly reflect the possibility of generating substantial 

additional income for the hospital that in turn could be used to benefit all patients. This 

option may decrease otherwise negative evaluations because the benefits to society of 

providing high-price priority access are more evident. In conclusion, we hope that the 

insights generated in this chapter trigger future researchers to further investigate these and 

related questions in this important research domain at the crossroads of health care and 

marketing. 
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Chapter 3. Collective Health Outcomes and 

Psychological Distance5 
 

ABSTRACT 

To deal with the scarcity of service resources, managers implement allocation policies to 

assign service access to consumers. Oftentimes, such allocation policies create conflicts 

between different interests: collective vs. individual, and - within the collective outcomes - 

efficiency (total) vs. equity (distributional) outcomes. In this study, we propose that 

consumers mentally represent these allocation outcomes at different levels of abstraction. 

We hypothesize that allocation policy evaluations are more positive if there is congruency 

between the social distance of the allocation policy outcome and the psychological 

distance that is inherently present in many service allocation decision contexts             

(e.g., an implementation of a temporally and/or physically distant policy). We also propose 

that consumers’ personal interests may overrule these expected congruency effects. Two 

experiments in health care confirm our expectations, and we find attenuating effects of 

consumers’ recent experience when individual interests are at stake. 

3.1 Introduction 

The scarcity of service resources in public domains such as health, recreation, and 

education often demands that explicit allocation policies are implemented to assign service 

access to consumers (Kahneman, Knetsch, & Thaler, 1986; Persad, Wertheimer, & 

Emanuel, 2009). For example, doctors may use urgency measures to decide on the order in 

which patients are treated, music fans may be asked to wait in line to get access to tickets 

for special events, and aptitude test scores may be used to allow students access to 

educational programs. When evaluating these allocation policies, consumers are likely to 

consider both their own individual outcomes and the collective outcomes resulting from 

the allocation policy’s mechanism (e.g., Fehr & Fischbacher, 2002; Fehr & Schmidt, 2006; 

Kahneman et al., 1986). Oftentimes, allocation policy decisions create conflicts between 

collective interests vs. interests of different individuals. Thus, consumers’ evaluation of 

allocation policies may be influenced by service providers’ achievement of and consumers’ 
                                                           
5 Based on Benning, Breugelmans, and Dellaert (2010). 
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focus on each of these outcomes. In this study, we propose that consumers mentally 

represent individual and collective outcomes at different levels of abstraction. Pronin 

(2008), for instance, has shown that different processes are involved between how we see 

ourselves and how we see others. Construal level theory (CLT) predicates that 

psychological distance to the object of evaluation influences consumers’ construal of 

information: increased psychological (temporal, social, spatial or hypothetical) distance 

enhances the abstractness and gives rise to a high-level construal mindset             

(Liberman & Trope, 1998; Trope & Liberman, 2003). In this perspective, it is shown that 

the outcome for other people is construed as more abstract and at a higher level than one’s 

own outcome (Trope, Liberman, & Wakslak, 2007; Zhao & Xie, 2010). Therefore, we 

expect that collective outcomes in an allocation policy are construed at a more abstract 

level while individual outcomes are construed at a more concrete level. 

 We further investigate how consumers’ evaluations of these individual vs. 

collective allocation policy outcomes are affected by the psychological distance that is 

inherently present in the allocation policy’s decision context. For example, temporal 

distance in the decision context is caused by the timing of the allocation policy’s launch 

(close vs. far future), while spatial distance is influenced by the closeness of the service 

venue (close vs. far vicinity). Recent research has shown that congruency between 

consumer’s mental representation and the construal level caused by the decision context 

results in greater processing fluency (Kim, Rao, & Lee, 2008; White, MacDonnell, & Dahl 

2010) and enhanced evaluations (Köhler, Breugelmans, & Dellaert, 2010; Reber, 

Winkielman, & Schwarz, 1998; Sanna, Lundberg, Parks, & Chang, 2010; Zhao & Xie, 

2010). Specifically, we hypothesize that consumers place greater emphasis on the 

collective (individual) outcomes of an allocation policy in a more (less) psychologically 

distant context. 

 In addition, when considering the collective outcomes of an allocation policy, 

consumers tend to cognitively balance two different goals that may result from the 

application of an allocation policy mechanism: 1) policies can improve the total collective 

outcomes (reflecting the efficiency of the allocation policy) and 2) policies can ensure 

good distributional collective outcomes (reflecting the equity of the allocation policy)   

(e.g., Dolan & Robinson, 2001; Nord, Pinto, Richardson, Menzel, & Ubel, 1999; Wagstaff, 

1991). Individuals are often willing to sacrifice some part of the total collective outcomes 

in return for better distributional collective outcomes because the latter seems more 

morally correct (Andersson & Lyttkens, 1999; Johannesson & Gerdtham, 1996; Ratcliffe, 

2000; Schwappach, 2003). Given that prior research (Eyal & Liberman 2010; Stephan, 

Liberman, & Trope, 2010) has shown that moral rules reflect social distance, and may 
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produce an abstract, high-level mental representation, it is also important to investigate if 

and how consumers’ evaluations of equity vs. efficiency collective outcomes are 

influenced by a psychologically distant vs. close decision context. We hypothesize that 

consumers place greater emphasis on equity (efficiency) collective outcomes of an 

allocation policy in a more (less) psychologically distant context. 

 Lastly, we explore whether there is a boundary effect that may overrule expected 

congruency effects between the psychological distance inherent in the decision context and 

the focus on collective vs. individual outcomes, or equity vs. efficiency collective 

outcomes. More specifically, we expect that consumers’ strong personal interests in a 

service may interfere with expected congruency effects. For instance, prior research by 

Agerström and Björklund (2009a) has shown that individual differences, such as the 

importance individuals attach to moral values in a moral dilemma, influence their mental 

representations across psychological distances. In this research, we investigate if and how 

a consumer’s personal interest with the service provider’s allocation policy (captured by 

recent experience with the service provider) increases a more concrete and ego-centric 

orientation that may moderate consumers’ allocation policy evaluations. We test our 

hypotheses via two hypothetical experiments in the domain of health care where 

increasingly new care allocation policies are introduced (e.g., market-based priority access 

pricing) that can have strong health implications at both the collective and the individual 

outcome level (Cutler, 2002; Den Exter, 2010) or that differ in their focus on efficiency vs. 

equity collective outcomes (Dolan & Robinson, 2001; Nord et al., 1999; Wagstaff, 1991). 

In the first experiment, we focus on the impact of psychological distance in the decision 

context on the evaluation of individual vs. collective allocation policy outcomes. In the 

second experiment, we focus on the psychological distance’s impact on the evaluation of 

efficiency vs. equity collective allocation policy outcomes. In both experiments, we 

evaluate the moderating effect of consumers’ personal interest.  

3.2 Evaluations of Allocation Policy Outcomes 

3.2.1 Individual vs. collective allocation policy outcomes 

Management decisions on how to allocate service resources to consumers may create 

conflicts between collective interests and interests of different individuals. These conflicts 

are well recognized and have been studied in a managerial and policy context (Lewin, 

1991). Not only companies, but also individual consumers actively take into account the 

interests of others, along with their own self-interest (Agerström & Björklund, 2009a/b), 
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when evaluating allocation policy decisions. At this moment, it is unknown how 

individuals exactly evaluate such conflicting allocation policies. 

 In the current study, we hypothesize that consumers’ evaluation of an allocation 

policy depends on their psychological distance to the outcomes presented in the policy. 

Based on construal level theory (CLT) that argues that consumers focus on different types 

of information depending on their psychological distance to the object of evaluation 

(Kardes, Cronley, & Kim, 2006; Liberman, Trope, & Wakslak, 2007), we expect that 

consumers mentally represent collective and their own individual outcomes at different 

levels of abstraction. CLT posits that individuals focus on more concrete, low-level 

construals when the psychological distance is close whereas focus is placed on more 

abstract, high-level construals when the psychological distance is far (Trope & Liberman, 

2003). Low-level construals represent information that is concrete and subordinate, and 

highlight the ‘how’ aspects of an object/action, while high-level construals represent 

abstract and superordinate information and highlight the ‘why’ aspects of an object/action 

(Trope & Liberman, 2003; Trope et al., 2007).  

Although CLT originated with the temporal distance perspective (near vs. distant 

future; Liberman & Trope, 1998), it has been extended to other dimensions such as spatial, 

hypothetical, or social distance as well (Trope & Liberman, 2010; Trope et al., 2007). The 

latter (social distance) is especially relevant in the context of selfish hedonistic (individual) 

vs. altruistic moral (collective) targets, where prior research has shown that distal social 

targets (e.g., others) are represented on a more abstract level than proximal social targets 

(e.g., self) (Kim, Zhang, & Li, 2008; Liviatan, Trope, & Liberman, 2008; Trope et al., 

2007; Zhao & Xie, 2010). As a consequence, we expect that when evaluating an allocation 

policy that mainly benefits individual (selfish) outcomes, individuals tend to have a more 

concrete mental representation and put more weight on low-level aspects of the decision. 

In contrast, when evaluating an allocation policy that mainly benefits collective (altruistic) 

outcomes, consumers’ mental representation tends to be more abstract and focused on the 

high-level aspects of the decision. We propose that consumers’ evaluations of allocation 

policy outcomes are further dependent on the psychological distance that is inherently 

connected to the decision context (e.g., a decision that is implemented for the distant vs. 

near future, or for a place in the far vs. close vicinity). Prior research has shown that a 

mental representation match (congruency) between the decision context and the 

information presented on the focal object has positive effects on the evaluation of the 

object (Kim, Rao, & Lee, 2008; Köhler et al., 2010; Sanna et al., 2010; Zhao & Xie, 2010). 

The positive effect of congruency can be explained by the value of fit (Zhao & Xie, 2010) 

which increases processing fluency and ease of comprehension (Kim, Rao, & Lee, 2008; 
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Novemsky, Dhar, Schwarz, & Simonson, 2007; White et al., 2010) and positively affects 

evaluation outcomes like attitude and preference (Köhler et al., 2010; Reber et al., 1998; 

Sanna et al., 2010). For instance, Kim, Zhang and Li (2008) show that responses to a 

concrete (low-level) vs. abstract (high-level) campaign of a fictional political candidate are 

more favored when respondents are told that the campaign would launch one week from 

now (near future) vs. six months from now (distant future), respectively. Zhao and Xie 

(2010) find that a recommendation from others is more persuasive when people make 

decisions for a distant vs. near future consumption. Köhler, Breugelmans and Dellaert 

(2010) show that congruency between the distance inherently connected to the use of an 

interactive decision aid (immediate vs. distant consumption, or immediate vs. delayed 

delivery of recommendations) and the decision aid’s communication design 

(communicating in concrete vs. abstract terms, respectively) increases the likelihood to 

accept the decision aid’s advice. Finally, Agerström and Björklund (2009a/b) find that 

altruistic, moral behaviors are perceived as more important with greater temporal distance 

from the moral dilemma, while concrete, selfish temptations take on more weight when the 

temporal distance from the moral dilemma is near.  

Based on these considerations, we expect that an allocation policy implemented in 

a psychologically distant context (e.g., distant future - ten years from now, or far vicinity - 

somewhere in the country) triggers people to become concerned with altruistic or 

collective outcomes, whereas an allocation policy implemented in a psychologically close 

context (e.g., near future - within one year, or close vicinity - within the neighborhood) 

triggers people to become concerned with selfish or individual outcomes            

(Agerström & Bjorklund, 2009a/b; Eyal & Liberman, 2010). Consequently, we expect that 

congruency between a collective vs. individual outcome based allocation policy and a 

psychologically distant vs. close decision context, respectively results in a more positive 

evaluation of the allocation policy. Hence: 

 

H1a:  In psychologically more distant situations (e.g., when 

considering the distant future or far vicinity), the 

evaluation of an allocation policy that has greater 

collective outcomes increases. 

H1b:  In psychologically closer situations (e.g., when 

considering the proximal future or close vicinity), the 

evaluation of an allocation policy that has greater 

individual outcomes increases. 
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3.2.2 Efficiency vs. equity collective allocation policy outcomes 

Next to a collective vs. individual interest trade-off, allocation policy makers as well as 

individual consumers also recognize the tension between efficiency vs. equity collective 

outcomes, and consider both how the policy affects the total outcome                     

(e.g., the total number of life years saved; efficiency) as well as the distribution of these 

outcomes across consumers (e.g., the distribution of the life years saved; equity) 

(Lindholm, Emmelin, & Rosen, 1997). The health care literature has extensively studied 

how to measure and compare total collective health outcomes and the distribution of these 

outcomes (e.g., Culyer & Wagstaff, 1993; Nord et al., 1999). Regarding policy 

evaluations, prior research has concluded that the majority of (Swedish) politicians are 

prepared to sacrifice some degree of total collective health outcomes to allow for increased 

equity in its distribution (Lindholm, Emmelin, & Rosen, 1997), and also individuals seem 

to be wiling to sacrifice some part of the total collective health outcome in return for a 

better distributional one (Andersson & Lyttkens, 1999; Johannesson & Gerdtham, 1996; 

Ratcliffe, 2000; Schwappach, 2003). 

 An important reason seems to be that people care about equity and equality, even 

when it comes at the cost of the total outcome (e.g., total number of life years saved). 

Within the health sector, it has been found that health maximization does not appear to be 

the only concern when asked about health care priorities (Andersson & Lyttkens, 1999). A 

concept that is often used to calculate the total health improvement resulting from an 

allocation policy is the concept QALYs (Quality of Adjusted Life Years) which is the 

product of gains in quality and length of life (Jacobsson, Carstensen, & Borgquist, 2005; 

Wagstaff, 1991). People may perceive an allocation policy with an unequal distribution but 

higher total number of QALYs saved among patients (treat 100 patients, of which 50 will 

live 20 years and the other 50 will live 5 years longer in full health; total number of 

QALYs saved = 50 x 20 + 50 x 5 = 1250) as less morally correct than an allocation policy 

with an equal distribution but lower total number of QALYs saved among patients (treat 

100 patients, all of which live 10 years longer in full health; total number of QALYs saved 

= 100 x 10 = 1000) (Andersson & Lyttkens, 1999; Johannesson & Gerdtham, 1996). 

 Although both efficiency and equity allocation policy outcomes focus on the 

collective interest, we expect that consumers perceive equity outcomes as more abstract 

than efficiency outcomes for the following reasons. First, Eyal and Liberman (2010) show 

that moral rules reflect social distance and may produce an abstract, high-level mental 

representation. Given that moral concerns are more imperative for equity than efficiency 
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outcomes, we expect that the former induces a higher-level construal than the latter. 

Second, while favoring an efficiency based allocation policy outcome is more rational 

from an economic point of view (striving for the largest possible health outcome) and for 

that reason may trigger a concrete, low-level mental representation, favoring an equity 

based allocation policy outcome seems more morally correct and polite from an emotional 

point of view (striving for an equal health distribution) and may for that reason trigger an 

abstract, high-level mental representation (Stephan et al., 2010). Thus, based on these 

reasons, we expect that when evaluating an allocation policy that mainly benefits equity 

collective outcomes, individuals tend to have a more abstract mental representation than 

when evaluating an allocation policy that mainly benefits efficiency collective outcomes. 

 Based on the congruency effect and the value of fit described above, we expect 

that consumers’ evaluations of efficiency vs. equity collective outcomes are also 

influenced by the psychologically distance in the decision context. A match between the 

social distance of an allocation policy’s focus (efficiency vs. equity outcomes) and the 

psychological distance in the decision context (close vs. far, respectively) results in greater 

processing fluency (Kim, Rao, & Lee, 2008; White et al., 2010) and enhanced evaluations 

(Köhler et al., 2010; Reber et al., 1998). So: 

 

H2a:  In psychologically more distant situations (e.g., when 

considering the distant future or far vicinity), the 

evaluation of an allocation policy that has greater equity 

collective outcomes increases. 

H2b:  In psychologically closer situations (e.g., when 

considering the proximal future or close vicinity), the 

evaluation of an allocation policy that has greater 

efficiency collective outcomes increases.  

3.3 Consumers’ Personal Interests 

In the previous discussion, we assumed that the social distance of the outcome highlighted 

in the allocation policy as well as the psychological distance present in the decision context 

may shape a consumer’s mindset and may influence the focus on a particular kind of 

information (low- vs. high-level) and can even impede the usage of other information 

(Foerster, Friedman, & Liberman, 2004). Prior research, however, has shown that also 

consumers’ personal traits may shape internal mindsets and may strengthen situationally 
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induced mindsets (Agerström & Björklund, 2009a). For instance, Agerström and 

Björklund (2009a) find that, within a moral dilemma, moral concerns (as compared to 

selfish concerns) receive a higher weight for temporally distant situations – as would be 

predicted by CLT – mainly among individuals who view moral values as more important 

than hedonistic ones. It is also found that an individual can be either a low-level agent  

(i.e., someone who operates in the world primarily at the level of details) or a high-level 

agent (i.e., someone who routinely views his or her action in terms of causal effects, social 

meanings, and self descriptive implications), and that this internal mindset may determine 

consumers’ way of thinking (Vallacher & Wegner, 1989). Furthermore, Lee, Keller and 

Sternthal (2010) find that prevention focused individuals tend to construe information at a 

low level while promotion focused individuals are more inclined to construe information at 

a high level, and indicate that external stimuli that fit the internal mindset of the consumer 

have the greatest impact (cf. regulatory fit theory; Higgins, 2000). 

 In this research, we investigate if consumers’ own mindsets may also overrule 

situationally induced mindsets. An important aspect in this context is consumers’ personal 

interest with the object of evaluation (e.g., Vallacher & Wegner, 1989). We expect that 

consumers that have recent experiences related to the object of evaluation are less prone to 

mindset changes that are induced by the decision context, and tend to have more stable 

(personally induced) internal mindsets. Recent experiences represent an immediate instead 

of distant past, and CLT predicates a more concrete versus abstract mindset because recent 

experiences make concrete thoughts more accessible (Trope & Liberman, 2010). Second, a 

more concrete mindset induced by consumers’ personal interest may trigger an ego-centric, 

selfish orientation (Agerström & Björklund, 2009a). The activation of such an internal 

mindset may interfere with well-established and general CLT expectations. We therefore 

expect that an individual with recent hospital experiences activates a more concrete and 

ego-centric mindset, irrespective of the psychological distance inherent in the decision 

context, that diminishes the predicted congruency effect as suggested by the theory leading 

to H1a-b and H2a-b. Hence: 

  

 H3: A consumers’ personal experience with the object of 

evaluation activates a concrete mindset that diminishes 

the effect of the mindset activated by the psychological 

distance in the decision situation. 
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We test H1a-b via a hypothetical experiment where we manipulate collective vs. individual 

beneficial outcomes highlighted in the allocation policy, and H2a-b via a hypothetical 

experiment where we manipulate efficiency vs. equity collective beneficial outcomes 

highlighted in the allocation policy. In both experiments, we also manipulate the 

psychological distance inherent in the decision context (close vs. far psychological 

distance), and measure consumers’ personal experience to test H3. 

3.4 Experiment 1 

3.4.1 Method 

Design 

Experiment one had a 2 (individual vs. collective outcome based policy) by 2 (close vs. far 

psychological distance) between-subjects factorial design to test whether people evaluate a 

collective outcome based policy more (less) favorably than an individual outcome based 

policy in a psychological distant (close) situation. To manipulate the focal outcome of the 

allocation policy, we use the QALYs (Quality of Adjusted Life Years) concept. A 

collective outcome based policy is one where the total number of QALYs saved in society 

is relatively high (while the total number of QALYs saved for one’s own is relatively low). 

In contrast, an individual outcome based policy is one where the total number of QALYs 

saved for one’s own is relatively high (while the total number of QALYs saved in society 

is relatively low). To manipulate the psychological distance in the decision context, we use 

a joint spatial and temporal distance manipulation for stronger effects, and told participants 

that the current allocation system of hospitals [in the neighborhood/in the country] became 

out of date and that therefore a new policy [is going to be implemented within one 

year/will be implemented in ten years from now], capturing respectively a close vs. far 

psychological distance6. 

Participants 

A total of 713 panel members of a Dutch research company, representative for the Dutch 

population in terms of gender and age, were asked to complete a short online questionnaire 

about the evaluation of a new allocation policy in the health care sector. Thirty-five 

participants were classified as outlier because they completed the task in an unusual low or 

high amount of time, resulting in a total of 678 participants that were used for data 

                                                           
6 See Appendix E for a scenario example. 
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analyses. The average age of the participants was 47.54 years within a range of 18-83 years 

and 47.6 % were males.  

Procedure 

Participants received an email invitation to fill out an online questionnaire. After reading 

the introductory text and after providing a clarification of health care terms (like QALYs), 

that was required knowledge to successfully participate in the questionnaire, participants 

were randomly assigned to one of the four experimental conditions. After seeing the 

psychologically close or far decision context, they were asked to evaluate an individual or 

collective outcome based allocation policy. Next, participants received questions related to 

the construal level of the policy’s individual and collective outcomes, and were asked 

whether they or a close family member had been to a hospital for treatment in the past five 

years to capture recent hospital experience. Finally, respondents were asked to answer 

some additional questions (e.g., demographics, etc.), and thanked for their participation. 

The survey took on average about 6.5 minutes to complete. 

Measures 

To measure the main dependent variable, attitude toward the allocation policy, participants 

answered an adapted version of the validated five-item seven-point semantic differential 

scale of Dabholkar (1996) (very bad/very good; very unpleasant/very pleasant; very 

harmful/very beneficial; very unfavorable/very favorable; very unsatisfactory/very 

satisfactory). The five items loaded on the same factor in an exploratory factor analysis 

(eigenvalue = 4.059, 81% of variance explained, loadings ranging from .87 to .93, 

Cronbach’s  = .94). To measure the construal level of the allocation policy outcomes, 

participants received five seven-point Likert scale questions concerning each aspect 

(collective/high-level vs. individual/low-level outcome) and were asked to assess whether 

it was a/an (a) primary, (b) essential, (c) critical, (d) central, or (e) goal-relevant attribute 

for the evaluation of a new allocation policy. The measures were adapted from Fujita, 

Trope, and Liberman (2006), and Kim, Zhang and Li (2008) and were highly reliable 

(Cronbach’s  = .95 and .96 for the collective vs. individual outcomes respectively).  

 

3.4.2 Results and discussion 

To check whether the construal levels of our collective vs. individual allocation policy 

outcomes were perceived as expected, we tested whether participants perceived the total 

number of QALYs saved in society as a higher-level construal than the total number of 

QALYs saved for a participant personally. The paired samples t-test revealed that indeed, 
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as expected, the collective outcomes were perceived as more abstract than the individual 

outcomes (μCOLLECTIVE = 4.33 vs. μ INDIVIDUAL = 4.13; t(677) = 3.11, p < .01).  

 Next, we conducted an ANOVA, with attitude toward the allocation policy as 

dependent variable, and policy type (individual vs. collective outcome based policy), 

psychological distance (close vs. far psychological distance), hospital experience      

(recent – own or a family member’s hospitalization in the past five years – vs. no recent 

experience) and all the two- and three-way interactions as independent variables. We found 

a main effect of policy type (F(1, 670) = 6.52, p < .05), as well as a main effect of hospital 

experience (F(1, 670) = 3.96, p < .05), pointing out that respondents evaluate the 

individual outcome based policy more positively than the collective outcome based policy 

(μINDIVIDUAL = 3.85 vs. μCOLLECTIVE = 3.62), and that those with recent experience have 

more positive allocation policy evaluations than those without recent experience 

(μRECENT_EXP = 3.76 vs. μNO_RECENT_EXP = 3.48). No significant effects emerge for any of the 

other main and two-way interaction effects, except for the three-way interaction between 

psychological distance, policy type and hospital experience (F(1, 670) = 4.07, p < .05). 

Figure 4 shows this significant three-way interaction effect in a graphical format. For 

participants with recent hospital experience (panel A), the individual outcome based policy 

is not only evaluated more positively in the psychologically close but also in the 

psychologically far situation (overruling effect of the internal, concrete and ego-centric, 

mindset). In contrast, for participants without recent hospital experience (panel B), the 

individual outcome based policy is evaluated more positively in the psychologically close 

situation, while the collective outcome based policy is evaluated more positively in the 

psychologically far situation, as is predicted by CLT. Hence, we find support for H3 and 

can only confirm H1a-b for participants without recent hospital experience. 
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Figure 4: Results Experiment 17 
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7 A separate analysis with planned comparisons is provided in Appendices F and G. 
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Our findings suggest that individuals with recent hospital experience activate a more 

concrete, ego-centric mindset compared to individuals without recent hospital experience. 

The activation of such an internal mindset diminishes the effect psychological distance of 

the decision context has on how individuals evaluate an allocation policy. Consequently, 

we show that individuals’ personal interest can affect general CLT expectations and may 

constitute an important factor researchers should control for. Only after controlling for 

recent hospital experience, we were able to confirm CLT predictions in that a collective 

outcome based policy is more (less) positively evaluated in a psychologically far (close) 

decision context while an individual outcome based policy is more (less) positively 

evaluated in a psychologically close (far) decision context. 

3.5 Experiment 2 

Next to a collective vs. individual interest trade-off, allocation policy makers also need to 

trade off efficiency collective outcomes (the total number of life years saved) vs. equity 

collective outcomes (the distribution of life years saved). A collective outcome is efficient 

when it maximizes the total number of QALYs saved in the society, and is equal when the 

number of QALYs saved among patients has a similar distribution from patient to patient. 

Although both efficiency and equity foci concentrate on the collective interest and thus 

induce a more abstract mental construal, they may differ on their level of abstraction 

(equity being more abstract than efficiency; see theory leading up to H2a-b). The purpose of 

investigating allocation policy evaluations for efficiency vs. equity collective outcomes is 

to test whether the boundary (overruling) effect of recent hospital experience still holds for 

collective outcomes that have a different level of abstraction. 

 

3.5.1 Method 

Design 

Experiment two had a 2 (efficiency vs. equity based allocation policy) by 2 (close vs. far 

psychological distance) between-subjects factorial design to test whether people evaluate 

equity based policies more (less) favorably than efficiency based policies in a 

psychological distant (close) situation. To manipulate the focal outcome of the allocation 

policy, we again use the concept of QALYs (Quality of Adjusted Life Years). An 

efficiency based allocation policy is one in which the total number of QALYs saved in 

society is relatively high (while the distribution of QALYs saved in society is relatively 



Chapter 3 
 

48

unequal). An equity based allocation policy is one in which the distribution of QALYs 

saved in society is relatively equal (while the total number of QALYs saved in society is 

relatively low). To manipulate the psychological distance in the decision context, we use 

the same manipulation as for Experiment 1. Specifically, the close psychological distance 

situation focused on an allocation policy implementation for a hospital in the neighborhood 

that is going to implement a new policy within one year, whereas the far psychological 

distance situation focused on a hospital in the country that will implement a new policy ten 

years from now8. 

Participants 

A total of 710 panel members of a Dutch research company, representative for the Dutch 

population in terms of gender and age, completed a short online questionnaire about the 

evaluation of a new allocation policy in the health care sector. Thirty-two respondents 

were classified as outlier because they completed the questionnaire in an unusual low or 

high amount of time, leading to a total of 678 participants used for data analyses. The 

average age of the participants was 46.75 years within a range of 18-82 years and 49.7% of 

the respondents were male. 

Procedure 

Similar as for Experiment 1, we introduced participants in the topic and clarified several 

health care terms to make sure that participants had the required knowledge to successfully 

participate in the questionnaire. Next, we randomly assigned respondents to one of the two 

psychologically distant decision situations (close/far) and told them that the current 

allocation system of hospitals [in their neighborhood/in the Netherlands] became out of 

date and that therefore a new policy [is going to be implemented within one year/will be 

implemented in ten years from now]. Next, they were shown and asked to evaluate one of 

the two health care allocation policies (either the efficiency based or the equity based one). 

Furthermore, we asked respondents how fair they perceived the specific policy to be. 

Fairness is an important construct that is frequently mentioned in the literature on 

efficiency vs. equity allocation policies (Andersson & Lyttkens, 1999; Evans, Vossler, & 

Flores 2009; Goncalo & Kim, 2010). We expect that fairness is especially important in this 

experiment where consumers’ personal attitude (e.g., political preference) can influence 

which of the two policy outcomes are considered as fair and is less important in 

Experiment 1 where collective outcomes are considered as more fair by the general 

                                                           
8 See Appendix E for a scenario example. 
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population9. We therefore consider fairness as an important covariate that should be 

controlled for in the analyses. After the evaluation and fairness tasks, we asked participants 

to answer questions related to the construal level of the efficiency and equity collective 

outcomes. Finally, we asked participants to answer some additional questions               

(e.g., hospital experience, demographics, etc.), and thanked them. The survey took on 

average about 7.5 minutes to complete. 

Measures 

We used the same measures as the ones of Experiment 1 for the main dependent variable, 

attitude toward the allocation policy, as well as for the questions to test the construal level 

of the allocation policy outcomes. These measures were highly reliable (exploratory factor 

analysis for attitude toward the allocation policy: eigenvalue = 4.166, 83% of variance 

explained, loadings ranging from .90 to .93, Cronbach’s  = .95; Cronbach’s  = .94 and 

.96 for the efficiency vs. equity outcomes respectively). To measure perceived policy 

fairness, we adapted one statement of the (price) fairness scale of Darke and Dahl (2003), 

and asked respondents to assess the perceived fairness of the allocation policy on a seven-

point Likert scale. 

 

3.5.2 Results and discussion 

To check whether the construal levels of our efficiency vs. equity collective outcomes 

were perceived as expected, we tested whether participants perceived the distribution of 

QALYs saved in society as a higher-level construal than the total number of QALYs saved 

in society. The paired samples t-test revealed that indeed the equity collective outcomes 

were perceived as more abstract than the efficiency collective outcomes (μEQUITY = 4.45 vs. 

μEFFICIENCY = 4.32; t(677) = 2.38, p < .05). 

 We conducted an ANOVA with attitude toward the allocation policy as dependent 

variable, and policy type (efficiency vs. equity based policy), psychological distance (close 

vs. far psychological distance), hospital experience (recent – own or a family member’s 

hospitalization in the past five years – vs. no recent experience) and all their two- and 

three-way interactions as independent variables. We also control for the covariate fairness, 

which has, as expected, a highly significant positive effect (F(1, 669) = 363.67, p < .001). 

In contrast to Experiment 1, we find no significant effect of the three-way interaction 

between psychological distance, policy type and hospital experience (F(1, 669) = 2.43, p = 

                                                           
9
 Explicitly including fairness as covariate in Experiment 1 indeed confirmed that it did not change the 

substantive results. 
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.120), pointing out that for this experiment no overruling effect can be found for a 

consumer’s personal interest (no support for H3). The main effects of psychological 

distance and hospital experience, and the other two-way interactions, are not significant 

either. We do find a significant effect of policy type (F(1, 669) = 15.07, p < .001) and a 

significant interaction effect between policy type and psychological distance (F(1, 669) = 

5.85, p < .05). Figure 5 portrays this significant interaction effect in a graphical way. In 

line with H2a-b, we confirm that the equity based policy is evaluated more positively in the 

psychologically far situation, while the efficiency based policy is evaluated more 

positively in the psychologically close situation, as is predicted by CLT.  

  

Figure 5: Results Experiment 210 
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In contrast to Experiment 1, we do not find support for the overruling effect of hospital 

experience on expected congruency effects in this experiment. It seems that a consumer’s 

personal interest can only exert a significant effect when consumers are comparing 

individual with collective outcome based policies and not when they are comparing two 

collective outcome based policies. Concrete and ego-centric thoughts triggered by a recent 

hospital experience are thus not strong enough to overrule situationally induced mindsets 

triggered by the decision context when considering two collective outcome based policies. 
                                                           
10 A separate analysis with planned comparisons is provided in Appendices F and G. 
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Irrespective of recent hospital experience, we find confirmation of CLT expectations in 

that consumers evaluate equity based policies relatively more (less) favorably than 

efficiency based policies in a psychological distant (close) situation. 

3.6 General Discussion 

Investigating if, and if so how, the psychological distance in a decision context has an 

influence on the focus placed on outcomes in allocation policy evaluations as well as 

investigating if, and if so to what extent, these effects are weakened by a consumer’s 

personal interest has important academic and managerial implications. In Experiment 1, 

we find that collective outcomes are perceived as more abstract than individual outcomes, 

and are evaluated more positively when the social distance of the focal outcome in an 

allocation policy is congruent with the psychological distance inherent in the decision 

context (a collective outcome based allocation policy and a far psychological distance, as 

well as an individual outcome based allocation policy and a close psychological distance, 

respectively). Yet, this confirmation of CLT expectations connected with the congruency 

or value of fit effect is only true for individuals that did not have recent hospital 

experience. For those that did have recent hospital experience, a concrete, ego-centric 

internal mindset is activated that diminishes the effect of the situationally induced mindset 

and leads to a more positive evaluation of the individual outcome based allocation policy 

in both a close and far psychological distance. In Experiment 2, we find that equity 

collective outcomes are perceived as more abstract than efficiency collective outcomes, 

and are evaluated more positively when the social distance of the focal outcome in an 

allocation policy is congruent with the psychological distance inherent in the decision 

context (an equity based allocation policy and a far psychological distance, as well as an 

efficiency based allocation policy and a close psychological distance, respectively). In this 

experiment, we do not find an overruling effect of consumers’ recent hospital experience. 

 

3.6.1 Academic contributions 

These findings add to the literature of allocation policy theory by showing that a 

consumer’s evaluation of an allocation policy may depend on the interaction of the 

outcomes presented and the temporal and/or spatial frame of the decision context. 

Psychological distance is thus an important element that needs to be considered by 

organizations in their decisions on when and how to communicate about the allocation 

policy decision announcement. To the best of our knowledge, this is the first study that 



Chapter 3 
 

52

investigates the effect of psychological distance in the decision context on consumers’ 

evaluation of an allocation policy. 

We also add to prior CLT work by studying to what extent psychological distance can 

change consumers’ preferences for different allocation policy outcomes, and by proposing 

an interaction effect between the psychological distance inherent in the decision context 

and the social distance of the allocation policy’s outcomes. Our finding that allocation 

policy outcomes are perceived differently based on their abstractness with collective 

outcomes being perceived as more abstract than individual outcomes and equity collective 

outcomes being perceived as more abstract than efficiency collective outcomes contributes 

to the CLT literature because it is a new and useful insight that helps to explain many 

practical issues related to resource allocation in public domains such as health, recreation, 

and education. Also the finding of the positive effects of congruency between the 

psychological distance and the social distance of outcomes in the context of allocation 

policy implementations is an important contribution because it focuses on a relatively 

unexplored field of research that is of paramount importance for the entire society. Trope 

(2004), for instance, observed that, although the societal implications of CLT are 

substantial, CLT has not often been tested with socially meaningful stimuli.  

 Finally, we add to CLT literature by showing that a consumer’s personal interest 

may be an important factor that should not be neglected and that may interfere with     

well-established and general CLT expectations. Our research shows that consumers’ 

personal interest only diminishes the activation of the situationally induced mindset when 

consumers are considering an outcome that has direct consequences for one’s own 

personal life. So, concrete thoughts from hospital experience seem to become more 

accessible in a situation where one’s own individual outcomes are at stake than in a 

situation where individuals solely trade off collective outcomes. This is in line with a   

‘not-in-my-backyard’ mindset where individuals prefer the policy with the highest 

personal benefits and avoid those with collective outcomes. The finding that personal 

interest may activate a mindset that diminishes the effect of a situationally induced mindset 

is a very novel contribution to the CLT literature. We advice future CLT researchers to 

control for an individual’s internal mindset, next to taking into account situationally 

induced mindsets triggered by the psychological distance inherent in the decision context. 

 

3.6.2 Managerial implications 

Recognizing that individuals weigh collective vs. individual outcomes or efficiency vs. 

equity collective outcomes differently depending on the distance present in the decision 
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context can have large ramifications for society and social welfare. Our research shows 

that allocation policies that focus on collective outcomes, or on equity collective outcomes 

benefit most when they are introduced in a far psychological distance context, e.g., with a 

more distant temporal timing (e.g., announcing the policy quite some time before its 

launch), for a more remote location (e.g., announcing the policy for a provider that is 

located in a vicinity far away), using a more hypothetical situation (e.g., announcing the 

policy with an imaginary example) and/or for more socially distant others                     

(e.g., announcing the policy with an example that describes strangers). In contrast, 

allocation policies that focus on individual outcomes, or on efficiency collective outcomes 

benefit most when they are introduced in a close psychological distance context, e.g., with 

a close temporal timing (e.g., announcing the policy just before its launch), for a close 

location (e.g., announcing the policy for a provider that is located in the close vicinity), 

using a less hypothetical situation (e.g., announcing the policy with a real example) and/or 

for less socially distant others (e.g., announcing the policy with an example that describes 

friends). Depending on the launch time of the allocation policy and the service provider’s 

location, policy makers should (or should not) highlight the temporal or spatial distance 

inherently connected to the decision context. If the temporal or spatial frame is incongruent 

with the social distance of the focal outcome of the allocation policy, they could use any of 

the other suggested distance manipulations. 

 As was shown by Experiment 1, a boundary effect is found for those consumers 

that have recent experience and that consider collective vs. individual outcome based 

allocation policies. Here, policy makers should be aware of the strong (concrete and     

ego-centric) mindset that is triggered by consumers’ recent experiences and that may 

overrule situationally induced mindsets. Future research may investigate what tactics can 

be used to lessen the impact of such an internal mindset, when considering outcomes that 

may have an important own personal effect. 

 

3.6.3 Limitations and avenues for further research 

Some limitations of our study are worth noting and open up avenues for possible further 

research. First, our respondents were shown a hypothetical allocation policy situation, 

which did not have direct consequences for them. It would be interesting to investigate 

allocation policy evaluations for real allocation policy implementations. Second, 

respondents were asked to evaluate allocation policy implementations in a health care 

setting. Although we believe that our results are relevant for a wide range of contexts, it 

would be interesting to extend our research for other domains that are confronted with a 
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scarcity of service resources which is often the case in recreation, and education industries. 

Third, both collective and individual outcomes as well as equity and efficiency collective 

outcomes were described on a rather vague level in our hypothetical situation (e.g., a low 

or high number of life years saved). It might be interesting to investigate how consumers 

evaluate allocation policies when more precise specifications are used (e.g., two or twelve 

life years saved). 
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Chapter 4. Collective Costs and Benefit Evaluations 

of Customized Care11 
 

ABSTRACT 

Despite growing recognition in medical decision making of the importance of               

non-health-related aspects of care (e.g., waiting times, contact modes, etc.), they are 

generally not taken into account in mainstream economic evaluations informing health 

care management decisions. In particular, for non-health-related aspects of care there is no 

Quality Adjusted Life Years (QALY) based guidance to decide what is best for each 

patient. Therefore patient preferences rather than QALYs become of more central concern 

when comparing treatments or interventions in which health related aspects of care play a 

minor role. From the patient perspective full customization of care according to patient 

preferences would be optimal in such cases. Yet, there is little guidance about how the 

costs and benefits of non-health-related aspects of customized care can be measured and 

used in medical decision making. In this study we propose and test a discrete choice 

experiment (DCE) based approach to evaluate these costs and benefits. The approach is 

illustrated for post-treatment breast cancer care. We demonstrate that, for this case, 

offering (fully) customized care is cost-effective compared to current practice in which 

typically only one type of follow-up is recommended for all patients. 

4.1 Introduction 

In medical decision making, the decision whether to implement a certain health care 

program is usually supported by an economic evaluation in which the costs and the health 

benefits of the program are compared to those of other possible programs (Sendi, Gafni, & 

Birch, 2002). The benefits are generally presented in incremental life years or Quality 

Adjusted Life Years (QALYs) gained as a result from implementing each program. The 

QALY measure is the preferred outcome measure for economic evaluations (Dolan, Shaw, 

Tsuchiya, & Williams, 2005; Earnshaw & Lewis, 2008; Mason & Drummond, 1995) and 

takes into account the societal preferences for different health outcomes. However, the 

                                                           
11 Based on Benning, Kimman, Dirksen, Boersma and Dellaert (2010). 
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measure ignores individual-specific preferences of patients for different care programs 

(Smith, Drummond, & Brixner, 2009). This is especially restrictive when there are only 

minor differences in health outcomes of health care programs, because in those cases 

QALY differences cannot clearly guide health policy or health care allocation decisions. 

Besides cost-differences between health care programs patient preferences for               

non-health-related aspects of care (e.g., health care provider and contact mode) can also be 

decisive in these cases (Ryan, Major, & Skatun, 2005).  

 Discrete choice experiments (DCEs) are increasingly used as a tool to measure 

patient preferences for non-health-related aspects of care (Ryan & Hughes, 1997; Ryan, 

1999; Sculpher et al., 2004). The question how to use the information from such DCEs to 

support hospitals (and policy makers) in their decision of implementing health care 

programs, however, is largely unanswered in the health care literature. Therefore, we 

demonstrate how costs and DCE-based preference information for non-health-related 

aspects of care can be used to support medical decision making. In particular, we exploit 

the fact that DCEs can take into account heterogeneity in patient preferences. Especially in 

view of the rising importance of individualized (i.e., customized) care the introduction of 

such an approach is both relevant and topical (Cribb & Owens, 2010). 

 We illustrate our approach by means of a case of follow-up after breast cancer 

treatment. Patients were found to have heterogeneous preferences for this type of care with 

no known differences in health benefits between care programs (Kimman et al., 2010). We 

base our analysis on the non-health-related aspects of follow-up and the costs associated 

with several follow-up strategies recently reported in the MaCare trial performed in the 

Netherlands (Kimman et al., 2007). The MaCare trial was a multicenter trial in which 320 

breast cancer patients were randomized into one of four follow-up strategies. We use DCE 

estimates (Kimman, 2010) to demonstrate how individual-specific DCE estimates can be 

incorporated in economic evaluations. This allows us to investigate if offering patients the 

option to choose among a flexible set of breast cancer treatment follow-up programs (i.e., 

customized care) can be cost-effective compared to standard care and to specific other 

follow-up programs that offer no individual flexibility. 

 The remainder of this chapter is structured as follows. First, we provide a brief 

overview of customized care and the use of discrete choice experiments in health care. 

This is followed by the random utility model we use and a description of how to combine 

individual-specific DCE estimates and costs to inform health care decision making. Next, 

we describe the application that we study in terms of the DCE experiment estimates and 

their corresponding cost structure. This allows us to illustrate our approach for the case of 

follow-up after breast cancer treatment. Finally, we present analyses of the cost-utility 
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structure of different follow-up programs as well as a (fully) customized care program. We 

close with a discussion of our findings and suggestions for future research. 

4.2 Individual-Level DCE Estimates and Cost Evaluations 

4.2.1  Customized care 

Different individuals have their own specific preferences and this heterogeneity in taste is 

also prominent in health care. For example, there is significant variation in preferences 

between individuals with regard to treatment programs (Owens & Nease, 1997; Sculper & 

Gafni, 2001). The rise of consumerism and the available information through the Internet 

have raised patients’ expectations about care and increasingly patients demand care that is 

in line with their preferences (Frank & Zeckhauser, 2007). These factors, together with the 

increasing importance of non-health-related aspects of care (Ryan & Shackley, 1995; 

Ryan, 2004), have led to a growing recognition that preference heterogeneity should be 

taken into account in health care policy evaluations by using a more individualized 

approach of cost-effectiveness analysis (Basu & Meltzer, 2007). Traditionally, the focus of 

cost-effectiveness analysis has lain on identifying average costs and benefits in the 

population. Basu & Meltzer (2007), however, indicated that it is valuable to identify    

cost-effectiveness on the individual level, because most health care interventions are    

cost-effective only for a subset of people in society. Introducing more individualized 

(customized) health care programs that better serve the preferences of individuals by 

allowing them to select the attribute levels to match their preferred treatment procedure 

(i.e., contact mode, frequency of visits, etc.) might be a solution. For the purpose of this 

chapter we confine our analysis of customized care to health care programs that offer 

patients the possibility to choose between several attribute levels for non-health-related 

aspects of care. The proposed principles can, however, be extended relatively easily to also 

include patient preference for program aspects that have clear health consequences      

(e.g., treatment method). 

 

4.2.2 Using DCEs to discover individual health care preferences  

A discrete choice experiment (DCE) is a method based on stated preferences in which 

respondents are asked to choose between hypothetical alternatives that are constructed on 

the basis of an experimental design. A large number of DCE applications can be found in 

the health economics literature, ranging from preferences with regard to miscarriage 
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management (Ryan & Hughes, 1997), liver transplantations (Ratcliffe & Buxton, 1999), in 

vitro fertilization (Ryan, 1999), and prostate cancer (Sculpher et al., 2004). Thus, DCEs 

have become a standard tool for health economics research (Viney, Lancsar, & Louviere, 

2002). DCEs are used to elicit patient preferences, and to quantify trade-offs between 

alternative treatments (e.g., Ratcliffe & Buxton, 1999; Ryan, 1999; McIntosh & Ryan, 

2002; Lancsar & Savage, 2004). Although there is growing recognition that DCEs have the 

potential to contribute more directly to outcome measurement for use in economic 

evaluations (Lancsar & Louviere, 2008), the question how DCE data can be used to inform 

health policy (Bryan & Dolan, 2004) is still relatively unexplored. McIntosh (2006) 

proposed an initial framework for cost benefit analysis using DCEs. McCormack et al. 

(2005) review different types of benefit measures that can be analyzed to support health 

policy decisions including DCE derived welfare estimates as one of the options. However, 

an empirical analysis that combines (individual-specific) DCE estimates and costs is still 

missing in the health care literature. Yet, policy decision makers could use combined cost 

and (individual-specific) DCE information as a valuable tool in deciding which health 

policy to implement and whether to allow for a customized format of the policy or not. 

Therefore, in the next section we describe an approach that can be used to inform health 

care decision making by making use of an individual-level preference model combined 

with cost data. 

 

4.2.3 The individual-level preference model 

When individual-specific preferences for non-health-related aspects of care are ignored 

this can lead to biased welfare measures and erroneous policy evaluations (Persson, 2002; 

Flynn, 2010). Therefore it is important for health policy makers to take these individual 

preferences into account. A way to explicitly measure individual preferences is by using 

DCEs in combination with an analysis of respondents’ preferences using a random 

parameter logit (RPL) model (Hensher, Rose, & Green, 2005). Though it is also possible to 

use a multinomial logit (MNL) model and to create interaction terms (e.g., with          

socio-demographic characteristics) to represent preference heterogeneity, this latter method 

requires systematic effects of individual characteristics on preferences and is a relatively 

crude way to capture heterogeneity compared to the estimation of a RPL model (Colombo, 

Hanley, & Louviere, 2008). As described above, individual preferences can be easily 

incorporated in the assessment of several health care programs by estimating an RPL 

model based on DCE data. Below we outline the characteristics of such an individual-level 

preference model. 
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The model is based on random utility theory which assumes that an individual n’s utility 

for choice alternative j in observation t )( njtU , consists of a systematic utility component 

)( njV  and a random component )( njtε . 

 

njtnjnjt VU ε+=  (1) 

The probability that alternative j is chosen, given that a respondent has to choose between 

alternatives j and i, is specified as: 

 

)Pr()Pr()Pr( njtnitninjnitninjtnjnitnjtnjt VVVVUUP εεεε −>−=+>+=>=  (2) 

 

If we assume that the error terms (i.e., njt, nit) are identically and independently Gumbel 

distributed this results in the standard binary logit specification for a given individual n: 
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To further specify the individual-level differences in preferences, the model is extended by 

explicitly allowing for individual-specific variations in taste: 
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(4) 

Here the utility component is described in terms of the vector of observed attributes for the 

health care program (xj) and an individual-specific vector of preference coefficients ( n). 

The preference vector is separated in a mean preference component shared by all 

individuals ( ) and an individual-specific error component that captures differences in 

individuals’ taste ( n). The individual-specific error components are assumed to be 

independently normally distributed and are allowed to have different variances. In this way 

the RPL model takes into account variations in respondents’ taste (i.e., preference 

heterogeneity). 
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4.2.4 Combining individual-specific DCE estimates and costs 

One of the advantages of the RPL model is that it is possible to obtain posterior estimates 

for each individual’s preference parameters for the attributes of a health care program 

based on the individual’s observed choices and the distribution estimates (Hole, 2008; 

Train, 2003). This is different from, for example, the standard conditional logit model that 

estimates average population parameters for the attributes of a health care program. By 

using the individual-specific parameters from a RPL model a more precise total utility 

measure can be calculated for each specific health care program by adding all     

individual-specific utility estimates for the individuals in the sample for the attributes of 

this specific health care program. Offering patients health care programs that better suit 

their preferences leads to a higher total gain in utility. This utility can be combined with 

health care cost data for the specific program j provided to individual n ( njC ) to allow for 

comparisons across programs (see section 4.3.3). A cost-utility comparison with other 

health care programs can also be made to analyze whether offering a customized program 

leads to greater utility and/or lower costs for the total sample. If a sufficiently large number 

of patients choose a less costly program in the customization process, this leads to both 

higher total utility and lower costs. The reason is that patients tend to choose less 

expensive programs from which they derive a higher utility in such cases. 

 

4.3 The Case of Customized Breast Cancer Follow-Up 

In this section we provide an empirical application of how DCE estimates can be combined 

with cost data to inform health care decision makers. The application is based on 

preference data for follow-up after breast cancer treatment. We start with the description of 

the discrete choice experiment. Then, cost calculations with regard to the DCE scenarios 

are provided. This is followed by an illustration of how these costs are combined with 

estimates of DCEs to help health care decision makers choose between implementing 

different (customized versus non-customized) health care programs.  

 

4.3.1 The discrete choice experiment (DCE) 

Experimental design, survey, and data 

Since details of the DCE are described elsewhere (Kimman et al., 2010), we provide only a 

brief overview. Attributes and attribute levels (Table 5) were based on a review of the 
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literature (Kimman et al., 2007), new local policy initiatives (Kimman et al., 2007), and 

expert opinions (Coast & Horrocks, 2007). An orthogonal fractional factorial design with 

32 hypothetical choice tasks was created from the full factorial (256 scenarios). Two 

surveys, each presenting 16 choice tasks to a patient, were used. All respondents were 

randomly assigned to one of the two surveys. The survey started with a short introduction 

of the purpose and effectiveness of follow-up after breast cancer treatment followed by a 

description of the attributes and their levels and the choice tasks. The data collection took 

place between May and July 2008. In total 331 patients (from five hospitals) completed the 

DCE (response rate of 59%). Their average age was 58 years (ranging from 34 to 83 years) 

and the mean time since finalizing breast cancer treatment was 14 months (ranging from 2 

to 24 months).  

 

Table 5:  Attributes and attribute levels 

Attributes Levels Explanations 

Attendance at 

educational group 

program (EGP) 

Yes 

No 

The educational group program consists of two group meetings 

of two hours, led by a breast care nurse and health care 

psychologist, in which patients (and their partners) are informed of 

the physical and psychosocial consequences of the disease and 

its treatment, and possible signs of recurrence. 

Frequency of visits Every 3 months 

Every 6 months 

Every 9 months 

Every 12 months 

The frequency of visits determines whether a patient has 

scheduled follow-up visits every 3, 4, 6, or 12 months. Regardless 

of the frequency, patients can always make additional 

appointments whenever they feel the need. 

Waiting time in 

minutes 

5 

30 

60 

90 

This is the time a patient has to wait after the set time of the 

appointment. This can thus be at the hospital or general 

practitioner’s office (face-to-face contact) or at home (telephone 

contact). 

Contact mode Face to face 

Telephone 

A visit (face-to-face) to a health care provider consists of a short 

physical examination and open discussion about general wellbeing 

and the recovery process. A telephone follow-up consists of an 

open discussion about general wellbeing and the recovery process 

only. If the patient or health care provider feels the need, an 

additional appointment (face-to-face) can be made. 

Healthcare 

provider 

Medical specialist 

Breast care nurse/ 

nurse practitioner 

General practitioner 

Breast care nurse 

and 

medical specialist 

The medical specialist is (preferably) the patient’s surgeon, 

oncologist or radiotherapist. They may alternate. The breast care 

nurse is a nurse specialized in breast cancer; a nurse practitioner 

is a nurse with advanced medical training (master’s level). They 

are both referred to as breast care nurse in the survey. In all cases 

the last contact with the health care provider is with a medical 

specialist to conduct a mammography. 
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Model 

We analyzed the DCE data by estimating the proposed RPL model in NLOGIT 3.0 

(Econometric Software Inc.). The utility function of our model is specified as follows: 
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where: 

njtU  is individual n’s utility associated with a specific follow-up scenario j in choice 

observation t, 

81 ββ −  are the mean parameter estimates of the model that indicate the preference for 

each attribute as it occurs in follow-up scenario j.  

nn 81 νν − correspond to the individual-specific error terms for every preference parameter. 

EGP is a dummy variable for educational group program attendance or not. 

FREQ and 2FREQ represent the frequency and squared frequency respectively of 

follow-up visits in a year. 

WT  represents waiting time during follow-up interaction with the hospital. 

TEL  is a dummy variable for telephone vs. face-to-face contact,  

BCN  (breast care nurse), GP (general practioner), and BCNMS /  (i.e., alternating 

between medical specialist and breast care nurse) are dummy variables reflecting the 

different health care providers of follow-up, with medical specialist only visits as a base 

level. The base levels reflect current practice levels in the Netherlands, 

 and njtε   is an error term which captures any remaining unobserved error. 

4.3.2 Results 

Model estimates 

The model estimation results show significant mean preference parameters for all but two 

of the attributes and with signs as expected. Patients prefer personal contact, no EGP, 
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shorter waiting times, more frequent visits, and being helped by a medical specialist and 

breast care nurse )/( BCNMS . We also find that there is significant preference 

heterogeneity for the attributes of follow-up programs after breast cancer treatment     

(Table 6). This is evidenced by the significant estimates for the standard deviations for the 

individual-specific error terms )( nν  for all but two of the preference parameters 

( 2FREQ and BCNMS / ). The estimates show that the size of the preference 

heterogeneity component is relatively large. This results in the fact that several different 

programs have the highest preference for different patients, which is illustrated in Figure 6. 

Therefore it is especially relevant to investigate whether offering customized care is     

cost-effective compared to standard practice and other follow-up strategies. 

 

Table 6:  Random parameter model estimations 

 Random 

 parameters )( nβ  

Heterogeneity 

component )( nν    

 

Variable 

 

β  

 

St.Er. 

 

Sign. 

 

ν  

 

St.Er. 

 

Sign. 

 

TEL  -2.15 .12 .00 

 

1.62 

 

.12 .00 

EGP   

 

-.14 

 

.08 .08 1.20 

 

.10 .00 

WT  

 

-.01 .00 .00 

 

.01 

 

.00 .00 

FREQ  

 

1.56 .19 .00 

 

.45 

 

.05 .00 

2FREQ  
-.22 .04 .00 

 

.01 .02 .47 

 

BCN  -.47 .10 .00 

 

1.08 

 

.12 .00 

GP  -2.24 .16 .00 

 

1.83 

 

.15 .00 

BCNMS /  .13 

 

.09 .16 .31 

 

.20 .12 

 



Chapter 4 
 

64

 

Figure 6: Patients’ highest utility programs with full customization 
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Costs 

The costs of alternative follow-up strategies were calculated with hospital management 

decision makers in mind. Thus, we use a narrow health care perspective, and only include 

those costs related to the attributes used in the DCE that are relevant in cases where 

managers wish to evaluate whether or not to offer customized care for breast cancer 

follow-up programs in their own hospital. Costs for follow-up related resource use were 

primarily obtained from the Dutch governmental manual for health care cost analysis 

(Oostenbrink, Bouwmans, Koopmanschap, & Rutten, 2004). Costs for hospital visits were 

based on cost prices for academic hospitals. All cost prices were converted to 2008 Euros 

by means of price index numbers (CBS statline).  

 The cost price for a telephone follow-up by a nurse was calculated by multiplying 

the hourly wage of a specialized nurse with the average length of a telephone follow-up as 

reported in the MaCare trial (20 minutes). The hourly wage was calculated by using the 

gross monthly salary of a highly qualified nurse and a nurse’s average yearly working 

hours (Oostenbrink et al., 2004). Furthermore, 39% for employer’s contributions and 45% 

overhead costs were added which is in line with common practice. The cost calculation for 

a hospital follow-up visit with the breast care nurse is almost identical to telephone  

follow-up for this type of health care provider, the only difference is that 41 Euros were 
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added for material and direct personnel costs (Oostenbrink et al., 2004). Face to face and 

telephone follow-up performed by a medical specialist were calculated in a similar way. 

The hourly wage of a medical specialist was based on the average annual salary divided by 

the hours of patient time (Oostenbrink et al., 2004). We added 35% employer’s 

contributions (due to the higher salaries for a medical specialist a maximum contribution is 

reached) and again 45% overhead (Oostenbrink et al., 2004). Based on data from a clinical 

trial we assumed that the follow-up contact was 5 minutes shorter when performed by a 

medical specialist instead of a nurse (15 instead of 20 minutes) (Beaver et al., 2009). 

 Given these calculations, the cost prices of nurse led telephone follow-up, nurse 

led face to face follow-up, specialist led telephone follow-up, and specialist led face to face 

follow-up are respectively €20.51, €64.92, €37.54, and €81.94. 

 Following guidelines for breast cancer follow-up, patients have an annual 

mammography. The medical specialist usually discusses the results of the mammography 

with the patient during a hospital visit. For these reasons we assume the last follow-up of 

the sequence to be specialist-led and face to face follow-up. The costs for the 

mammography (€79.75) are based on the wage of a radiologist and the cost price of a 

mammography. Costs for the EGP included the hourly wages of a health care psychologist 

and breast care nurse, the costs of using facilities as well as costs of an information 

booklet. The MaCare-trial showed that the average cost per patient for the EGP was €119 

(based on 7 patients and 3 to 4 partners per session). 

 Using the cost prices we were able to calculate the costs for all possible follow-up 

strategies. For example, the total costs to the hospital for a follow-up strategy in which a 

patient has four face to face visits per year with the medical specialist as the health care 

provider, and participation in the EGP is calculated as follows: 4 x 81.94 (four times 

specialist based face to face follow-up) + 119 (EGP) + 79.75 (mammography) = €526.51.  

 

4.3.3 Policy evaluation 

Utility calculations 

The individual-specific preference parameter estimates from the RPL model can be used to 

calculate the utility for a specific follow-up program for each individual, but also for the 

calculation of the total utility for the sample of a given follow-up program. This can be 

done by simply adding all the individual-specific utilities of a follow-up program for all 

individuals in the sample (an illustration of these calculations for ten patients of our sample 

can be found in Appendix H). Note that it is also possible to calculate the total utility for 
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all patients in the sample when patients are offered the option to choose between several 

follow-up programs (i.e., customized care). Calculating the total utility for such a 

customized follow-up program can be done by first determining what the most preferred 

program is for each patient, and subsequently adding the utilities of all patients for these 

programs. Finally, for a cost-effectiveness analysis for the sample the total costs of such a 

customized approach can be calculated by adding the per patient costs of all preferred 

programs. The utility and cost averages of a (customized) follow-up program can be 

obtained by dividing the total utility and total costs by the number of patients in the 

sample. In the next section we conduct such an analysis and investigate the question 

whether offering customized programs can be cost-effective in the case of breast cancer 

follow-up care. 

Follow-up program evaluations 

To inform health care decision makers about the cost-effectiveness of customized care, the 

average utility estimate of each follow-up strategy and its average costs have to be 

compared to the average utilities and costs of other strategies or current practice to decide 

which strategy to implement. In Figure 7 we show the evaluation results for several 

follow-up programs relative to the current standard program (“S”)12: These programs 

represent two “best in class” alternative programs and programs that were evaluated in the 

MaCare trial. They are: 1. A single alternative program that leads to much lower average 

costs than the standard program and an approximately equal average utility level (“A”), 2. 

The least expensive single alternative program (“C”), 3. A strategy in which patients 

receive their preferred follow-up program from the four programs that were evaluated in 

the MaCare trial (“4M”), 4. A strategy in which patients receive their preferred follow-up 

program from the four programs of the MaCare trial and a reduced version of these 

programs with the option to get one follow-up visit less (“4M-”), and 5. A fully 

customized program in which all patients receive their preferred (highest utility) follow-up 

program (“FC”). Table 7 provides a summary description of the programs and indicates if 

a program’s cost and utility values are strictly dominated by other programs or not. Note 

that in the cost-utility analysis for which multiple programs are available we assume that 

patients are assigned by hospital management to the patient’s own specific highest utility 

program.  

 

 

 

                                                           
12

 Waiting time is assumed to be constant across programs and was set at 5 minutes in the evaluations. 
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Table 7:  Cost-utility comparisons of follow-up programs 

Follow-up 

program label 

Follow-up 

program description 

Average 

utility 

difference* 

Average 

cost 

difference* 

Dominated 

 

Cheapest Single 

Alternative (“C”) 

 

2 x nurse-led telephone follow-up and 1 

specialist-led face to face visit, no EGP 

 

-2.69 

 

-€204.80 

 

Non-

dominated 

 

Single 

Alternative (“A”) 

 

3 specialist-led face to face visits, no EGP 

 

-0.01 

 

-€81.94 

 

Non-

dominated 

 

Standard (“S”) 

 

4 specialist-led face to face visits, no EGP 

 

0 

 

€0 

 

Dominated 

by FC 

 

Choice from 

MaCare 

programs 

(“4M”) 

 

A choice of the MaCare programs: 

4 specialist-led face to face visits, no EGP 

3 x nurse-led telephone follow-up and 1 

specialist-led face to face visit, no EGP 

4 specialist-led face to face visits, EGP 

3 x nurse-led telephone follow-up and 1 

specialist-led face to face visit, EGP 

 

0.25 

 

€44.53 

 

Dominated 

by FC & 

4M- 

 

Choice from 

MaCare 

programs and 

MaCare 

programs with 

one visit less 

(“4M-”) 

 

A choice of the MaCare programs 

+ the option to have one visit less 

 

0.37 

 

€1.77 

 

Dominated 

by FC 

 

Fully 

Customized 

(“FC”) 

 

 

Customized program for all patients based 

on individual patient preferences - includes 

all program attributes 

 

0.61 

 

-€32.07 

 

Non-

dominated 

* The current standard program is taken as a basis for comparison 

 

The results demonstrate that full customization of care according to patients’ preferences 

would be a very good option. The average utility of such a strategy is higher than that of 

all alternative programs, while its average costs are below the current standard, and also 

lower than programs 4M and 4M-. Thus, the fully customized program (FC) dominates 

programs S, 4M, and 4M- (Table 7). The single alternatives A and C are not dominated by 

FC because they have lower average costs, and in some instances hospital managers may 

be willing to trade off higher utility against lower costs. 
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Since full customization may not be practical in all settings, it is also interesting to 

investigate alternative follow-up programs that offer less choice. In these alternative 

strategies patients can choose between several programs that are offered by the hospital. 

For instance, in program “4M-” patients have a choice between programs with a frequency 

of three or four visits, nurse-led telephone follow-up or specialist-led face to face     

follow-up, and an EGP or not. Assigning patients to these eight follow-up programs leads 

to a higher average utility level and higher average costs than the “standard” follow-up 

program (Figure 7). In summary, our analysis indicates that, in the case of follow-up after 

breast cancer treatment, customized programs can be cost-effective alternatives to a      

one-strategy-for-all approach, especially when current cost levels are acceptable to hospital 

management. 

 

Figure 7: Cost-utility comparisons of FU programs with current standard practice 
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4.4 Discussion 

In this study we propose and test a DCE-based approach to evaluate the costs and benefits 

of (non-health-related aspects of) care. We offer a stepwise illustration of the approach in 

the context of breast cancer follow-up programs. The results of the use of our approach in 

the post-treatment breast cancer care case indicate that offering customized follow-up 
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programs to patients can benefit both patients and hospitals in cases where patients have 

heterogeneous preferences.  

 The strength of a DCE lies in the fact that it is grounded in economic theory and 

because patients are forced to make trade-offs, DCEs provide more reliable estimates of 

utilities than traditional satisfaction-based questionnaires. Furthermore, a DCE provides 

relevant information on the strength of preferences of patients for (non-health aspects of) 

care and can therefore assist hospitals and policy makers in determining what aspects of 

care will guide the patient’s preferences. Moreover, DCEs allow for the evaluation of 

currently non-available alternatives when hospitals wish to change their policies. 

 While this approach is new to the health care literature and potentially relevant in 

many areas of medical decision making there are some issues that could be addressed in 

future research. First, the cost calculations in this chapter are based on a health care 

management perspective, only including costs of the proposed follow-up strategy to the 

hospital itself. For the purpose of illustrating the DCE-based approach we felt this was 

appropriate. However, for policy makers there will often be other (health care costs) 

related to the health care program that they may wish to incorporate (e.g., visits to other 

health care professionals, diagnostic tests, productivity losses). Hence, the cost calculations 

used in this chapter provided a hospital management oriented approach, but in other health 

care cases these costs may be extended to also cover total costs to society. 

 Second, in clinical practice, it may be challenging to offer customized care since it 

may lead to loss of economies of scale or it may require substantial implementation costs. 

In the case of breast cancer follow-up, there needs to be sufficient capacity and skills levels 

need to be such that the staff is able to provide both telephone follow-up and the EGP for 

example. Customized care also requires careful documentation of the proposed strategy 

and good communication among patient, doctors, nurses and other care providers involved. 

Hospitals should take this aspect into account when they consider offering customized 

health care programs.  

 Third, decisions on what type of care to offer to patients have to be made before a 

health program is implemented in clinical practice. In this study DCE estimates were 

measured in a sample of women who had been treated for breast cancer and who were 

between six months and two years in follow-up. An advantage of using these respondents 

was that they provided informed preferences for most attributes. Preference measurements 

for relatively unknown characteristics of a follow-up would have to rely on patient 

information provided in the survey and may be more uncertain (Salkeld, Ryan, & Short, 

2000). However, a disadvantage of using an experienced sample, such as in the current 

study, may be that the preference for the follow-up program with which respondents have 
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experience may be stronger than for other programs, for example, due to endowment 

effects or status quo bias (Samuelson & Zeckhauser, 1988; Salkeld, Ryan, & Short, 2000). 

Hence, when conducting a DCE it is extremely important to carefully design the survey 

instrument and select an appropriate sample, possibly including a wide range of patients, 

with and without experience with the proposed health care program.  

 Fourth, the utility levels in a choice model are dependent on the selected reference 

points in the model (e.g., the standard follow-up program) as well as on the overall scale of 

the error term in the model (Flynn, 2010). Therefore, comparison of cost-utility trade-offs 

between different studies is problematic. This is aggravated in cases such as ours in which 

no prices are charged to patients and therefore WTP-measures cannot be calculated to 

resolve part of the scaling problem. Furthermore, while for QALY-based cost evaluations 

clear guidelines are established that describe the value of a QALY in Euros or Dollars to 

make program comparisons possible, for utility-based evaluations such guidelines do not 

exist. The managerial implication of this model structure is that for utility-based cost 

evaluation models hospitals and policy makers need to make case by case decisions on 

whether or not a certain utility improvement (or cost reduction) is cost-effective. This is 

straightforward in case a program dominates another program (e.g., full customization    

vs. the current standard program), but becomes more difficult for non-dominated program 

comparisons (e.g., the least expensive alternative program vs. the current standard 

program). 

  In summary, we have provided the reader with a step by step illustration of the 

use of DCEs to evaluate health care program costs and benefits that provides insight in 

how to compare (and combine) health care programs for which patients have 

heterogeneous preferences. While the emphasis of our approach lies on preference 

measurement for non-health-related aspects of care, this approach could also be applied to 

investigate the relationship between patient preferences for differences in QALYs between 

health care programs. Many DCEs also incorporate health outcomes (e.g., life years gained 

by the program or improved quality of life) and patients may wish to trade-off some health 

benefits for a better process of care. We plan to study this integration in future research. 

However, given the strong dominance of health outcomes in medical decision making we 

believe that the present approach may be particularly useful when health care decision 

makers are presented with different options to offer care to the patient, that are not 

expected to directly influence health outcomes, but that are likely to affect patient 

satisfaction and have financial implications. 
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Chapter 5. Discussion 

5.1 Conclusion 

In chapter two we showed that collective health outcomes play an important role in the 

consumer allocation policy evaluation process. One of the main findings of this chapter is 

that distributional collective health outcome evaluations (compared to total collective 

health outcome evaluations) have a relatively lower impact on consumers’ attitude towards 

an allocation policy for health care treatments that have life improving consequences than 

for treatments with life saving consequences. We find support for the explanation that 

these differences are caused by the difference in emphasis that consumers place on total 

versus distributional collective outcomes depending on whether their decisions are made 

for luxury or necessity goods. In line with earlier research we find that individuals prefer 

the distribution of treatments with life improving consequences (relative luxuries) to be left 

to the market, while they prefer the distribution of treatments with life saving 

consequences (relatively scarce necessities) to be regulated (Berry, 1994; Kemp, 1996; 

Kemp, 1998; Mahoney, Kemp, & Webley, 2005). Indeed we find that compared to a 

treatment with life saving consequences, a treatment with life improving consequences is 

considered as more a luxury than a necessity type of good.  

 The second important finding of chapter two is that price-based priority access 

allocation policies for which treatment takes place within the regular working hours of the 

hospital have a negative effect on total and distributional collective health outcome 

evaluations, but that in case of treatment outside of the regular working hours of the 

hospital these effects turn out to be positive for total collective health outcome evaluations 

and negative for distributional collective health outcome evaluations. Interestingly, 

consumers appear to recognize the fact that treatment of patients outside regular working 

hours of the hospital offers additional supply and therefore increases the total collective 

health outcomes. For distributional collective health outcome evaluations, however, the 

effect of price-based priority access allocation policies is also negative when patients are 

treated outside of regular working hours. This is likely to be the case because even when 

offered outside of regular working hours, price-based priority access allocation policies 

still lead to inequalities.  
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In chapter three (Experiment 1) we found that collective outcomes are perceived as more 

abstract than individual outcomes, and are evaluated more positively when the social 

distance of the focal outcome in an allocation policy is congruent with the psychological 

distance inherent in the decision context (a collective outcome based policy and a far 

psychological distance, and an individual outcome based policy and a close psychological 

distance, respectively). This confirmation of CLT expectations connected with the 

congruency or value of fit effect is found only for individuals that did not have recent 

hospital experience. However, for those individuals with recent hospital experience, a 

concrete, ego-centric internal mindset is activated that diminishes the effect of the 

situationally induced mindset and leads to a more positive evaluation of the individual 

outcome based allocation policy in both a close and far psychological distance. In 

Experiment 2, we found that equity collective outcomes are perceived as more abstract 

than efficiency collective outcomes, and evaluated more positively when the social 

distance of the focal outcome in an allocation policy is congruent with the psychological 

distance inherent in the decision context (an equity based allocation policy and a far 

psychological distance, as well as an efficiency based allocation policy and a close 

psychological distance, respectively). We have not found an overruling effect of 

consumers’ recent hospital experience in this experiment because here the focus is on 

collective outcomes only and the trade-off with individual outcomes does not play a role. 

 In chapter four we demonstrated how the collective costs and benefits of 

customized health care programs can be evaluated and used to support management and 

policy decisions for customized care. Follow-up after breast cancer was studied as a very 

relevant example. We showed that, in the case of follow-up care after breast cancer, 

offering patients fully customized programs is cost-effective and also preferred by patients. 

Theoretically, this chapter demonstrates how non-health-related aspects of care             

(i.e., patient preferences for contact modes, waiting times, etc.) can be incorporated into 

economic evaluations informing health care management decisions. 

5.2 Managerial Implications 

The research presented in this dissertation provides various relevant insights for managers. 

In chapter two we found that health care treatments with life improving consequences 

decrease the impact of distributional collective health outcome evaluations (compared to 

total collective health outcome evaluations) on consumer attitude towards the allocation 

policy relative to treatments with life saving consequences. This finding suggests that 

people put relatively less weight on distributional aspects when lives are not at stake. It can 
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be used as input in allocation policy decision situations for different kind of health care 

treatments. For instance, policy makers could decide to implement an allocation policy that 

is likely to lead to a less equal distribution (and a relatively higher total number) of quality 

adjusted life years (QALYs) saved, but only in case the allocation policy is meant for a 

treatment with life improving consequences.  

 We also found that the negative impact of price-based allocation policies on total 

collective health outcome evaluations can be overcome by offering more flexible hours of 

operation (i.e., treatment outside the regular working hours). In practice, hospitals could 

use this finding by offering patients the option to pay for priority access only in case 

treatment takes place outside the regular working hours of the hospital. In this way 

hospitals might also be able to generate extra revenues that could eventually be used to 

increase supply by building new hospital units, for example. 

 In chapter three we showed that allocation policies that focus on collective 

outcomes, or on equity collective outcomes, benefit most when they are introduced in a far 

psychological distance context, e.g., with a more distant temporal timing (e.g., announcing 

the policy quite some time before its launch), and for a more remote location                

(e.g., announcing the policy for a provider that is located in a vicinity far away). In 

contrast, allocation policies that focus on individual outcomes, or on efficiency collective 

outcomes, benefit most when they are introduced in a close psychological distance context, 

e.g., with a close temporal timing (e.g., announcing the policy just before its launch), and 

for a close location (e.g., announcing the policy for a provider that is located in the close 

vicinity). Depending on the launch time of the allocation policy and the service provider’s 

location, policy makers should (or should not) highlight the temporal or spatial distance 

inherently connected to the decision context. As was shown by Experiment 1, a boundary 

effect is found for those consumers that have recent experience and that consider collective 

vs. individual outcome based allocation policies. Here, policy makers should be aware of 

the existence of a strong (concrete and ego-centric) mindset that is triggered by consumers’ 

recent experiences and that may overrule situationally induced mindsets.  

 In chapter four we demonstrated how individual-specific discrete choice 

experiment (DCE) estimates and cost data can be used to inform medical decision making 

using follow-up after breast cancer as an example. In practice, hospitals can use the 

presented approach to decide on the question which health care program to implement 

given all (possible) programs.  
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5.3 Limitations and Avenues for Future Research 

One of the questions that are answered in this dissertation is how consumers evaluate 

price-based priority access allocation policies (with a special focus on the role of 

individual and collective outcomes). The reason why we investigate consumer evaluations 

of such policies is that consumer evaluations are a critical consideration for policy makers 

and other decision makers when they face the decision to implement a certain policy. Low 

consumer evaluations can be used as indication of low public support and can lead policy 

makers to decide not to implement the policy because of public dissatisfaction. The 

existence of detailed information about consumer evaluations of health care policies could 

also be used by governments in their choice of implementing a specific policy.  

A good way to capture consumer opinions is to measure how consumers evaluate 

a policy by means of their attitude towards the policy (as has been done in chapters two 

and three). One could argue that other metrics like consumer willingness-to-pay or 

consumer choice are also appropriate, but this is only the case if they could be more useful 

for hospitals and policy makers in practice, for example in future scenarios in which 

patients could actually choose between hospital policies. The main reason for using 

attitude measurements in this dissertation is because of our goal to better understand the 

consumer evaluation of flexible health care policies that, in contrast to the regular policies, 

might harm ethical norms. We are highly interested in how consumer’s think about 

policies that deviate drastically from the standard policies offered. Currently, asking 

respondents about their attitudes towards a policy (i.e., how bad-good, unpleasant-pleasant, 

harmful-beneficial, and unfavorable-favorable they perceive a policy to be) gives better 

insights into the “acceptability” of a policy than asking them to choose between policies. 

One should keep in mind that this dissertation is a first step in evaluating new flexible 

health care allocation policies. For future research it might be interesting to let respondents 

choose between new allocation policies and ask them, for example, how much they would 

like to pay for the policy when it will be implemented in real life. This would offer hospital 

managers practically useful information.  

Besides the use of other metrics to measure consumer evaluations there are other 

limitations and avenues for future research that should be mentioned. First, in chapter two 

we used liver transplantation treatment and ear correction treatment manipulations to 

distinguish between treatments with life saving and life improving consequences 

respectively. It would be interesting to investigate if our results also hold across a wider 

range of health applications by testing whether distributional collective health outcome 

evaluations (compared to total collective health outcome evaluations) still have a relatively 

lower impact on consumers’ attitude towards an allocation policy when other types of 
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treatments with life improving (and life saving) health consequences are used in the 

treatment type manipulations.  

Second, in the same chapter, we also used different types of price-based 

allocation policies, but we did not investigate a price-based allocation policy in which the 

price to get priority access to health care treatment is much higher. Using such a high price 

could lead to substantial additional income for the hospital that could be used to benefit all 

patients by building new hospital units that increase supply, for example. It might be 

interesting to test how consumers evaluate this type of price-based allocation.  

Third, in Figure 4 (chapter three) we show that, in a close psychological distance, 

the individual outcome based policy is more positively evaluated than the collective 

outcome based policy for respondents with recent hospital experience (panel A), as well as 

for respondents without recent hospital experience (panel B). The significance of these 

findings is confirmed by the planned comparisons for Experiment 1 in Appendix F (i.e., (F 

(1, 602) = 3.396; p < .10), and (F (1, 68) = 3.327; p < .10) respectively). These findings are 

in line with our CLT expectation that individual outcome based policies are more 

positively evaluated than collective outcome based policies in a psychologically close 

decision context. 

We also see in Figure 4 that, in a far psychological distance, the individual 

outcome based policy is more positively evaluated than the collective outcome based 

policy for respondents with recent hospital experience (panel A). This is confirmed by the 

planned comparison (F (1, 602) = 3.083; p < .10) in Appendix F. We explained this finding 

by the activation of a concrete, ego-centric mindset that overrules the situationally induced 

mindset due to recent hospital experience. In Figure 4 we also show that, in a far 

psychological distance, the collective outcome based policy is more positively evaluated 

than the individual outcome based policy in case respondents do not have recent hospital 

experience (panel B). This is in line with our CLT expectations. However, the planned 

comparisons in Appendix F indicate that the mean evaluation of an individual outcome 

based policy does not differ significantly from the mean evaluation of a collective outcome 

based policy in a psychologically far decision context for respondents without recent 

hospital experience (F (1, 68) = 1.640; p = .205).  

We also did another planned comparison for Experiment 1 (Appendix G) to 

actually confirm the interaction-effect of hospital experience. This planned comparison 

indicates that, in a psychologically far situation, the individual outcome based policy is 

significantly higher evaluated than the collective outcome based policy in case respondents 

have recent hospital experience (F (1, 340) = 3.164; p < .10), as was found before. 

Furthermore, this planned comparison shows that, in a psychologically far situation, the 
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individual outcome based policy is significantly higher evaluated by respondents with 

recent hospital experience than by respondents without recent hospital experience (F (1, 

340) = 5.311; p < .05). This indicates that the interaction-effect based on hospital 

experience mainly comes from a significant difference in evaluation of the individual 

outcome based policy for respondents with hospital experience versus respondents without 

hospital experience (in a psychologically far decision context).  

A reason that could explain why the difference in evaluation of the collective 

outcome based policy versus the individual outcome based policy, in a far psychological 

decision context, for respondents without recent hospital experience, is not significant (F 

(1, 340) = 1.561; p =.212) (Appendix G), is probably the small number of respondents in 

the group that does not have recent hospital experience (N = 606 for recent hospital 

experience, and N = 72 for no recent hospital experience in Experiment 1). This imbalance 

in group size can be seen as a clear disadvantage of the analysis in chapter three. Maybe 

future researchers can take this into account and base their research on a balanced sample 

that consists of an equal number of experienced and non-experienced respondents.  

In chapter three we showed that hospital experience can be a boundary condition 

for CLT to hold. Another interesting question to address in future research is whether other 

boundary conditions like familiarity with the object of evaluation and other types of 

experiences also affect general CLT expectations (due to the activation of a more concrete, 

ego-centric mindset that overrules general CLT expectations). 

Fourth, in chapter four we described an approach that can help hospitals to decide 

on the question which (customized) health care program to implement. However, when 

using this approach, a comparison of cost-utility-trade offs between different studies is 

problematic because of the fact that the utility levels in a choice model are dependent on 

the selected reference points (here the standard follow-up program). The managerial 

implication is that for utility-based cost evaluation models case by case decisions should 

be made to decide on the question whether a certain utility improvement is cost-effective. 

This can be regarded as a disadvantage of the proposed approach.  

Fifth, although we made use of a patient sample in chapter four, chapters two and 

three are based on general population samples. It would be relevant to know if the use of 

patient data for the analysis in chapters two and three would lead to the same or different 

results, for example, because patients may be less focused towards health outcomes for 

others. On the other hand, a disadvantage of using patient data (i.e., an experienced 

sample) in chapter four is the possible higher preference for the follow-up program 

respondents have experience with due to endowment effects or status quo bias (Samuelson 

& Zeckhauser, 1988; Salkeld, Ryan & Short, 2000). 
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Sixth, in both chapters two and three respondents were shown hypothetical 

allocation policy situations which did not have real-life consequences for them. It would be 

interesting to investigate allocation policy evaluations for allocation policies that are on the 

agenda to be implemented, because respondents’ evaluations might be different in case of 

real-life consequences. Future research could address this question by means of a real-life 

experiment. This would be especially interesting in the context of CLT.  

Finally, it might also be interesting to investigate whether our results can be 

replicated in other domains that are confronted with scarcity of service resources like 

recreation and education.  

The findings of this dissertation are both theoretically as well as practically 

relevant and can be helpful for future real-life policy implementation decisions in health 

care. It is very well possible that we see more flexible health care policies in the future. 

Our analysis shows that both priority access pricing when treatment takes place outside the 

regular working hours of the hospital (Table 4 - Model 3) and customized care (Table 7) 

seem particularly attractive to the general public. We hope that the insights generated in 

this dissertation trigger future research that further investigates these and related questions 

in the important domain at the crossroads of health care and marketing. 
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Appendix 

Appendix A. Construct descriptions and measurements (Study 1) 

Constructs  Item Descriptions Factor  

Loadings 

Construct 

Reliability 

Allocation 

mechanism 

attitude* 

 

How would you describe your feelings toward the policy of hospital 

X? 

1. Very bad - Very good 

2. Very unpleasant - Very pleasant 

3. Very harmful - Very beneficial 

4. Very unfavorable - Very favorable 

 

 

.94 

.93 

.90 

.93 

 

 

.96 

Total 

health 

outcome 

1. The policy of hospital X probably leads to a relatively high total 

number of quality adjusted life years gained. 

2. The expected total number of quality adjusted life years gained 

that the policy of hospital X probably leads to is acceptable. 

3. The total number of quality adjusted life years gained that 

probably results from the policy of hospital X does not satisfy me.** 

.75 

 

.94 

.83 

Distributional 

health 

outcome 

 

1. The policy of hospital X probably results in an unreasonable 

distribution of quality adjusted life years among patients. 

2. The distribution of quality adjusted life years among patients that 

probably results from the policy of hospital X does not satisfy me. 

3. The policy of hospital X probably leads to a fair distribution of 

quality adjusted life years among patients.** 

.76 

 

.95 

.83 

Own chance 

of treatment 

 

1. Given the policy of hospital X there is a relatively high probability 

that I will be treated this year. 

2. Given the policy of hospital X the chance that I will be treated this 

year satisfies me. 

3. The chance that I will be treated in this year based on the policy of 

hospital X does not please me.** 

.88 

 

.96 

.91 

Own payment 

 

1. The payment I have to make for a treatment given the policy of 

hospital X is probably too high. 

2. The price I probably have to pay for a treatment given the policy 

of hospital X is unacceptable. 

3. I am pleased with the payment I have to make to get a treatment 

based on the policy of hospital X.** 

.87 

 

.91 

.88 

* Except allocation mechanism attitude, which is a 7 point semantic-differential scale, all scales are 7 point likert 

scales with endpoints totally disagree - totally agree. 

** Deleted to improve measurement performance 
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Appendix B. Testing for common method variance (Study 1) 

 
Model Model 3 + Control 

 

Dependent variable 

 

Allocation mechanism attitude 

 Mean 

)(β  

St. dev. 

)(ν  

Constant )(α  3.50** .43** 

Price-based allocation  mechanism )( iPRICEβ  
-.15** 

 

.02 

Lottery )( iLOTβ  
.41** .24** 

Waiting list )( iWLβ  
.71** .19** 

Selection  )( iSELβ  
.45** .29* 

Total  health outcome  )( iTOTALβ  
.27** .08** 

Distributional health outcome )( IONALiDISTRIBUTβ  
.24** .16** 

Own chance of treatment  )( iOWNCHANCEβ  
.35** .13** 

Own payment )( TiOWNPAYMENβ  
.11** .20** 

Life improving health consequence  )( VINGiLIFEIMPROβ  
-.01 .07* 

Total health outcome x Life improving health consequence 

)( EIMPROVINGiTOTALxLIFβ  

.15**  

Distributional health outcome x Life improving health 

consequence 

)( IMPROVINGIONALxLIFEiDISTRIBUTβ  

-.10**  

Control )( iCONTROLβ  
-.01 .08** 

           * p < .05 ** p < .01. 
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Appendix C. Construct descriptions and measurements (Study 2) 

 
Constructs  Item Descriptions* Factor  

Loadings 

Construct 

 Reliability 

Allocation 

mechanism  

attitude** 

 

How would you evaluate the policy of hospital X? 

1. Very bad -Very good 

2. Very unpleasant - Very pleasant 

3. Very harmful - Very beneficial 

4. Very unfavorable - very favorable 

 

.91 

.92 

.93 

.93 

 

.96 

Total 

health  

outcome 

1. The expected total number of life years saved satisfies me. 

2. The expected total number of life years saved is high. 

3. The expected total number of life years saved is acceptable. 

.91 

.92 

.94 

.95 

Distributional  

health  

outcome 

 

1. The expected distribution of life years saved among patients 

satisfies me. 

2. The expected distribution of life years saved among patients 

is good. 

3. The expected distribution of life years saved among patients 

is acceptable . 

.95 

 

.96 

 

.96 

.97 

Own chance 

of treatment 

 

1. My chance of being treated fast satisfies me. 

2. My chance of receiving treatment fast is high. 

3. My chance of receiving treatment fast is acceptable. 

.90 

.86 

.92 

.92 

Own payment  

 

1. The price I have to pay for treatment satisfies me. 

2. The price I have to pay for treatment is good. 

3. The price I have to pay for treatment is acceptable. 

.96 

.98 

.96 

.98 

Fairness 

 

1. The policy is fair. 

2. The policy is justifiable. 

3 The policy is just. 

 

.91 

.92 

.91 

.94 

* Translated from Dutch 

** Except allocation mechanism attitude, which is a 7 point semantic-differential scale, all scales are 7 point 

likert scales with endpoints totally disagree - totally agree. 
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Appendix D. Testing for common method variance (Study 2) 

 
Model Model 3 + Control 

 

Dependent variable 

 

Allocation mechanism attitude 

 Mean 

)(β  

St. dev. 

)(ν  

Constant  )(α  3.40** .12** 

Price-based within )( INiPRICE −β  
-.34** .03 

Price-based outside )( OUTiPRICE −β  
.49** .03 

Fairness  )( iFAIRNESSβ  
.47** .12** 

Total health outcome )( iTOTALβ  
.05* .05** 

Distributional health outcome )( IONALiDISTRIBUTβ  
.12** .04** 

Own chance of treatment )( iOWNCHANCEβ  

 

.19** .12** 

Own payment )( TiOWNPAYMENβ  
.06** .07** 

Life improving health consequence  

)( VINGiLIFEIMPROβ  

.06* .08** 

Total health outcome x Life improving health consequence 

)( EIMPROVINGiTOTALxLIFβ  

.06  

Distributional health outcome x Life improving health 

consequence 

)( IMPROVINGIONALxLIFEiDISTRIBUTβ  

-.10**  

Control )( iCONTROLβ  
-.02 .10** 

              * p < .05 ** p < .01. 
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 Appendix E. Scenario descriptions* 

 

Scenario for Experiment 1 

The current patient allocation system of hospitals [in the neighborhood/in the country] 

became out of date. Therefore, a new policy [is going to be implemented within one year/ 

will be implemented in ten years from now]. The expected outcomes of this policy, 

compared to the current situation, are described below. As you can see the policy outcome 

consists of two parts. 

 

Part 1: The total number of QALYs saved in society is relatively [high/low] 

Part 2: The total number of QALYs saved for one’s own is relatively [low/high] 

 

Scenario for Experiment 2 

The current patient allocation system of hospitals [in the neighborhood/in the country] 

became out of date. Therefore, a new policy [is going to be implemented within one year/ 

will be implemented in ten years from now]. The expected outcomes of this policy, 

compared to the current situation, are described below. As you can see the policy outcome 

consists of two parts. 

 

Part 1: The total number of QALYs saved in society is relatively [high/low] 

Part 2: The distribution of QALYs saved in society is relatively [unequal/equal] 

 

* Translated from Dutch 
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Appendix F. Planned comparisons Experiments 1 and 2 

 
Experiment 1 

Planned comparisons based on Figure 4 A: Recent hospital experience. 

 

IOBP13 close14 vs. COBP15 close  (F (1, 602) = 3.396; p < .10) 

IOBP far16 vs. COBP far   (F (1, 602) = 3.083; p < .10) 

IOBP close vs. IOBP far   (F (1, 602) = 0.080; p = .777) 

COBP close vs. COBP far  (F (1, 602) = 0.041; p = .839)  

 

Planned comparisons based on Figure 4 B: No recent hospital experience. 

 

IOBP close vs. COBP close  (F (1, 68) = 3.327; p < .10) 

IOBP far vs. COBP far   (F (1, 68) = 1.640; p = .205) 

IOBP close vs. IOBP far   (F (1, 68) = 2.618; p = .110) 

COBP close vs. COBP far  (F (1, 68) = 2.362; p = .129) 

 

 

Experiment 2 

Planned comparisons based on Figure 5. 

 

EFBP17 close vs. EQBP18 close  (F (1, 669) = 21.462; p < .001) 

EFBP far vs. EQBP far   (F (1, 669) = 3.252; p < .10) 

EFBP close vs. EFBP far   (F (1, 669) = 0.902; p = .343) 

EQBP close vs. EQBP far  (F (1, 669) = 3.558; p <.10) 

 
 

                                                           
13 IOBP = Individual outcome based policy 
14 Close = Close psychological distance 
15 COBP = Collective outcome based policy 
16 Far = Far psychological distance 
17 EFBP = Efficiency based policy 
18 EQBP = Equity based policy 
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Appendix G. Additional planned comparison Experiment 1 

 

Planned comparison for Experiment 1 (based on a far psychological distance). 

2,75

3

3,25

3,5

3,75

4

Yes No

Recent hospital experience

A
tt

it
u

d
e 

to
w

ar
d

 t
h

e 
p

o
lic

y

Individual outcome based policy

Collective outcome based policy

 
 

IOBP experience19 vs. COBP experience   (F (1, 340) = 3.164; p < .10) 

IOBP no experience vs. COBP no experience  (F (1, 340) = 1.561; p = .212) 

IOBP experience vs. IOBP no experience   (F (1, 340) = 5.311; p < .05) 

COBP experience vs. COBP no experience   (F (1, 340) = 0.073; p = .787) 

 

                                                           
19 Experience = Recent hospital experience 
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Appendix H. Utility calculations* 

 

 

* For specialist-led face to face follow-up (4 times a year) and no EGP based on individual level DCE estimates. 
** Total utility of respondent 1: ((-0.239 x 0) + (-0.012 x 5) + (-1.398 x 0) + (1.275 x 4) + (-0.217 x 16)) = 1.568. 

 *** For practical reasons calculations for only 10 respondents are illustrated in this table. 

 **** The total utility is calculated by summing the utilities of all individuals (i.e., 1.568 + 3.305 +  … + …  =  25.357).  

 ***** Medical specialist is used as reference category in our calculations, therefore the health care provider is not shown. 

 

Resp. 

 

EGP 

 

Code 

 

 

WT 

 

 

Code 

 

 

Tel 

 

 

Code 

 

 

Freq 

 

 

Code 

 

 

Freq²  

 

 

Code 

 

 

Utility***** 

 

 

1 

 

-0.239 

 

0 

 

-0.012 

 

5 

 

-1.398 

 

0 

 

1.275 

 

4 

 

-0.217 

 

16 

 

1.568** 

 

2 

 

-0.708 

 

0 

 

-0.015 

 

5 

 

-0.945 

 

0 

 

1.725 

 

4 

 

-0.220 

 

16 

 

3.305 

 

3 

 

-2.419 

 

0 

 

-0.002 

 

5 

 

-0.621 

 

0 

 

1.334 

 

4 

 

-0.222 

 

16 

 

1.774 

 

4 

 

-1.176 

 

0 

 

-0.012 

 

5 

 

0.335 

 

0 

 

1.557 

 

4 

 

-0.237 

 

16 

 

2.376 

 

5 

 

-0.152 

 

0 

 

-0.007 

 

5 

 

-4.463 

 

0 

 

 1.492 

 

4 

 

-0.222 

 

16 

 

2.381 

 

6 

 

-2.393 

 

0 

 

-0.004 

 

5 

 

-1.351 

 

0 

 

1.537 

 

4 

 

-0.225 

 

16 

 

2.528 

 

7 

 

-1.091 

 

0 

 

-0.003 

 

5 

 

-0.122 

 

0 

 

1.331 

 

4 

 

-0.228 

 

16 

 

1.661 

 

8 

 

-1.402 

 

0 

 

-0.009 

 

5 

 

-2.731 

 

0 

 

1.948 

 

4 

 

-0.220 

 

16 

 

4.227 

 

9 

 

-1.850 

 

0 

 

-0.007 

 

5 

 

-2.772 

 

0 

 

1.763 

 

4 

 

-0.220 

 

16 

 

3.497 

 

10*** 

 

 -1.138 

 

0 

 

-0.000 

 

5 

 

-3.077 

 

0 

 

1.394 

 

4 

 

-0.221 

 

16 

 

2.04 

            

25.357**** 
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Summary (English) 
The rise of consumerism and the increasing availability of information through the Internet 

have increased patients’ demand for care that is more in line with their preferences. 

Because of this trend the expectation that hospitals act according to each individual 

patient’s preferences is becoming even more prominent. Hospitals could respond by 

implementing flexible health care policies that offer patients more choice.  

 In this dissertation we explore two types of flexible health care policies from the 

consumer perspective: priority access pricing and customized care. We do this by (1) 

investigating how consumers evaluate price-based priority access allocation policies (i.e., 

allocation policies in which patients are offered the option to pay extra for faster health 

care access), and by (2) demonstrating how the collective costs and benefits of customized 

health care policies (i.e., policies that offer individuals the possibility to “create” their own 

health care program) can be used to evaluate customized care. Throughout, special 

attention is given to the role of collective health outcomes. 

Besides our scientific conclusions, our findings are also relevant for hospitals and 

policy makers that consider implementing new allocation policies. They can be used to 

provide assistance in future health care decision making.  
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Samenvatting (Nederlands) 
De stijgende drang om te consumeren en de steeds groter wordende hoeveelheid informatie 

die beschikbaar is via Internet heeft de vraag naar zorg die voldoet aan de voorkeuren van 

de patiënt sterk vergroot. Hierdoor is de verwachting dat ziekenhuizen zich gedragen naar 

gelang de voorkeuren van iedere patiënt steeds duidelijker aanwezig. Ziekenhuizen kunnen 

hierop reageren door het invoeren van flexibele beleidsvormen in de gezondheidszorg die 

patiënten meer keuze bieden. 

 In dit proefschrift verdiepen we ons in twee verschillende soorten van flexibel 

beleid in de gezondheidszorg vanuit het perspectief van de consument: betaalde snellere 

toegang en maatwerk in de zorg. Dit doen we door te onderzoeken hoe de consument een 

allocatiebeleid van betaalde snellere toegang tot zorg (d.w.z. een allocatiebeleid waarin 

patiënten de optie wordt geboden extra te betalen om snellere toegang tot gezondheidszorg 

te krijgen) evalueert, en door te demonstreren hoe de collectieve kosten en opbrengsten 

van een beleid dat maatwerk gezondheidszorg aanbiedt (d.w.z. het aanbieden van 

zorgprogramma’s die individuen de mogelijkheid bieden om hun eigen zorgvariant samen 

te stellen), gebruikt kunnen worden om maatwerk in de zorg te evalueren. In dit 

proefschrift wordt daarbij speciale aandacht gegeven aan de rol van collectieve 

gezondheidsuitkomsten in de evaluatie door consumenten. 

Naast onze wetenschappelijke inzichten, zijn onze bevindingen ook relevant voor 

ziekenhuizen en beleidsmakers die overwegen een nieuw allocatiebeleid in te voeren. Ze 

kunnen worden gebruikt om ondersteuning te bieden bij toekomstige 

besluitvormingsprocessen in de gezondheidszorg. 



Samenvatting (Nederlands) 
 

100

 



 

101 

Acknowledgements 
Writing a dissertation is an interesting and difficult job that one certainly does not 

complete without the help of many others. A lot of people also contributed to this work, 

and I thank all of them for their invaluable help. First, I would like to thank my father Ton, 

my mother Tineke, my brother Tijmen, my girlfriend Melissa and her family, my 

grandfather Bert, and my grandmother Hennie for giving me lots of love and a pleasant 

time during these four years of hard work. Furthermore, I would like to thank Tijmen, 

Tineke, Melissa, and Desiree for having cooked hundreds of delicious meals that helped 

me to get the energy needed to work on this dissertation. This certainly influenced my 

work positively. Second, I would like to thank my supervisor Benedict Dellaert for 

offering me a job as PhD researcher, for the good meetings we had, for all the great 

advices he gave me, for his huge patience in answering all my questions, and for his 

positive point of view in approaching problems. All these factors made it very pleasant to 

work with him. His help improved this work a lot. Third, I would like to thank Bas 

Donkers for all the time he spent to answer my questions. Fourth, I would like to thank my 

co-authors Merel, Carmen, and Liesbeth for their great help with chapter four and for the 

fact that they answered my questions very quickly via email. Fifth, I would like to thank 

my co-author Els for her great help with chapter three. Her work led to an enormous 

improvement of this chapter. Sixth, I would like to thank the institute for online consumer 

studies (IOCS) for their help with the data collection (Study 1 of chapter 2). Seventh, I 

would like to thank Arjan and Ron for being my paranymphs. Finally, I would like to 

thank all my friends, and present and past colleagues at the Erasmus School of Economics 

(ESE), the Erasmus Research Institute of Management (ERIM), and the Tinbergen 

Institute (TI) of the Erasmus University Rotterdam for making my (PhD) life such a 

pleasant experience by offering me cozy lunches, enjoyable trips to other universities, 

great drinks and dinners during conferences, nice parties, intensive football games, nice 

fishing trips, and interesting chess games. I apologize for not mentioning all of you by 

name. 

 



Acknowledgements 
 

102



 

103 

About the Author 
 

Tim Benning was born in Dordrecht on 1 July 1983. He obtained 

his VWO diploma from Develsteincollege in 2001. From 2001 to 

2006 he studied Economics and Business at the Erasmus University 

Rotterdam. He obtained his Master’s degree in 2006. In January 

2007 he started as a PhD-student at the department of marketing at 

the Erasmus School of Economics (ESE) and Erasmus Research 

Institute of Management (ERIM) at the Erasmus University 

Rotterdam. During his Phd-track he presented his research at 

several international conferences (Paris and Cologne). After his 

Phd, he started as a post-doctoral researcher at the institute of Health Care Policy and 

Management (iBMG) of the Erasmus University Rotterdam. 



About the Author 
 

104



 

105 

ERIM PhD Series 
 

ERASMUS RESEARCH INSTITUTE OF MANAGEMENT (ERIM) 
 

ERIM PH.D. SERIES 

RESEARCH IN MANAGEMENT 

 

ERIM Electronic Series Portal: http://hdl.handle.net/1765/1 

 

 

Acciaro, M., Bundling Strategies in Global Supply Chains, Promotor: Prof.dr. H.E. 

Haralambides, EPS-2010-197-LIS, ISBN: 978-90-5892-240-3, 

http://hdl.handle.net/1765/19742 

Agatz, N.A.H., Demand Management in E-Fulfillment, Promotor: Prof.dr.ir. J.A.E.E. van 

Nunen, EPS-2009-163-LIS, ISBN: 978-90-5892-200-7, http://hdl.handle.net/1765/15425 

Alexiev, A., Exploratory Innovation: The Role of Organizational and Top Management 

Team Social Capital, Promotors: Prof.dr. F.A.J. van den Bosch & Prof.dr. H.W. Volberda, 

EPS-2010-208-STR, ISBN: 978-90-5892-249-6, http://hdl.handle.net/1765/20632 

Althuizen, N.A.P., Analogical Reasoning as a Decision Support Principle for Weakly 

Structured Marketing Problems, Promotor: Prof.dr.ir. B. Wierenga, EPS-2006-095-MKT, 

ISBN: 90-5892-129-8, http://hdl.handle.net/1765/8190 

Alvarez, H.L., Distributed Collaborative Learning Communities Enabled by Information 

Communication Technology, Promotor: Prof.dr. K. Kumar, EPS-2006-080-LIS, ISBN: 90-

5892-112-3, http://hdl.handle.net/1765/7830 

Appelman, J.H., Governance of Global Interorganizational Tourism Networks: Changing 

Forms of Co-ordination between the Travel Agency and Aviation Sector, Promotors: Prof.dr. 

F.M. Go & Prof.dr. B. Nooteboom, EPS-2004-036-MKT, ISBN: 90-5892-060-7, 

http://hdl.handle.net/1765/1199 

Asperen, E. van, Essays on Port, Container, and Bulk Chemical Logistics Optimization, 

Promotor: Prof.dr.ir. R. Dekker, EPS-2009-181-LIS, ISBN: 978-90-5892-222-9, 

http://hdl.handle.net/1765/17626 



ERIM PhD Series 
 

106

Assem, M.J. van den, Deal or No Deal? Decision Making under Risk in a Large-Stake TV 

Game Show and Related Experiments, Promotor: Prof.dr. J. Spronk, EPS-2008-138-F&A, 

ISBN: 978-90-5892-173-4, http://hdl.handle.net/1765/13566 

Baquero, G, On Hedge Fund Performance, Capital Flows and Investor Psychology, 

Promotor: Prof.dr. M.J.C.M. Verbeek, EPS-2006-094-F&A, ISBN: 90-5892-131-X, 

http://hdl.handle.net/1765/8192 

Berens, G., Corporate Branding: The Development of Corporate Associations and their 

Influence on Stakeholder Reactions, Promotor: Prof.dr. C.B.M. van Riel, EPS-2004-039-

ORG, ISBN: 90-5892-065-8, http://hdl.handle.net/1765/1273 

Berghe, D.A.F. van den, Working Across Borders: Multinational Enterprises and the 

Internationalization of Employment, Promotors: Prof.dr. R.J.M. van Tulder & Prof.dr. E.J.J. 

Schenk, EPS-2003-029-ORG, ISBN: 90-5892-05-34, http://hdl.handle.net/1765/1041 

Berghman, L.A., Strategic Innovation Capacity: A Mixed Method Study on Deliberate 

Strategic Learning Mechanisms, Promotor: Prof.dr. P. Mattyssens, EPS-2006-087-MKT, 

ISBN: 90-5892-120-4, http://hdl.handle.net/1765/7991 

Bezemer, P.J., Diffusion of Corporate Governance Beliefs: Board Independence and the 

Emergence of a Shareholder Value Orientation in the Netherlands, Promotors: Prof.dr.ing. 

F.A.J. van den Bosch & Prof.dr. H.W. Volberda, EPS-2009-192-STR, ISBN: 978-90-5892-

232-8, http://hdl.handle.net/1765/18458 

Bijman, W.J.J., Essays on Agricultural Co-operatives: Governance Structure in Fruit and 

Vegetable Chains, Promotor: Prof.dr. G.W.J. Hendrikse, EPS-2002-015-ORG, ISBN: 90-

5892-024-0, http://hdl.handle.net/1765/867 

Binken, J.L.G., System Markets: Indirect Network Effects in Action, or Inaction?, Promotor: 

Prof.dr. S. Stremersch, EPS-2010-213-MKT, ISBN: 978-90-5892-260-1, 

http://hdl.handle.net/1765/21186 

Blitz, D.C., Benchmarking Benchmarks, Promotors: Prof.dr. A.G.Z. Kemna & Prof.dr. 

W.F.C. Verschoor, EPS-2011-225-F&A, ISBN: 978-90-5892-268-7, 

http://hdl.handle.net/1765/22624 

Bispo, A., Labour Market Segmentation: An investigation into the Dutch hospitality 

industry, Promotors: Prof.dr. G.H.M. Evers & Prof.dr. A.R. Thurik, EPS-2007-108-ORG, 

ISBN: 90-5892-136-9, http://hdl.handle.net/1765/10283 



ERIM PhD Series 
 

107 

Blindenbach-Driessen, F., Innovation Management in Project-Based Firms, Promotor: 

Prof.dr. S.L. van de Velde, EPS-2006-082-LIS, ISBN: 90-5892-110-7, 

http://hdl.handle.net/1765/7828 

Boer, C.A., Distributed Simulation in Industry, Promotors: Prof.dr. A. de Bruin & Prof.dr.ir. 

A. Verbraeck, EPS-2005-065-LIS, ISBN: 90-5892-093-3, http://hdl.handle.net/1765/6925 

Boer, N.I., Knowledge Sharing within Organizations: A situated and Relational Perspective, 

Promotor: Prof.dr. K. Kumar, EPS-2005-060-LIS, ISBN: 90-5892-086-0, 

http://hdl.handle.net/1765/6770 

Boer-Sorbán, K., Agent-Based Simulation of Financial Markets: A modular, Continuous-

Time Approach, Promotor: Prof.dr. A. de Bruin, EPS-2008-119-LIS, ISBN: 90-5892-155-0, 

http://hdl.handle.net/1765/10870 

Boon, C.T., HRM and Fit: Survival of the Fittest!?, Promotors: Prof.dr. J. Paauwe & Prof.dr. 

D.N. den Hartog, EPS-2008-129-ORG, ISBN: 978-90-5892-162-8, 

http://hdl.handle.net/1765/12606 

Borst, W.A.M., Understanding Crowdsourcing: Effects of Motivation and Rewards on 

Participation and Performance in Voluntary Online Activities, Promotors: Prof.dr.ir. J.C.M. 

van den Ende & Prof.dr.ir. H.W.G.M. van Heck, EPS-2010-221-LIS, ISBN: 978-90-5892-

262-5, http://hdl.handle.net/1765/ 21914 

Braun, E., City Marketing: Towards an Integrated Approach, Promotor: Prof.dr. L. van den 

Berg, EPS-2008-142-MKT, ISBN: 978-90-5892-180-2, http://hdl.handle.net/1765/13694 

Brito, M.P. de, Managing Reverse Logistics or Reversing Logistics Management? 

Promotors: Prof.dr.ir. R. Dekker & Prof.dr. M. B. M. de Koster, EPS-2004-035-LIS, ISBN: 

90-5892-058-5, http://hdl.handle.net/1765/1132 

Brohm, R., Polycentric Order in Organizations: A Dialogue between Michael Polanyi and 

IT-Consultants on Knowledge, Morality, and Organization, Promotors: Prof.dr. G. W. J. 

Hendrikse & Prof.dr. H. K. Letiche, EPS-2005-063-ORG, ISBN: 90-5892-095-X, 

http://hdl.handle.net/1765/6911 

Brumme, W.-H., Manufacturing Capability Switching in the High-Tech Electronics 

Technology Life Cycle, Promotors: Prof.dr.ir. J.A.E.E. van Nunen & Prof.dr.ir. L.N. Van 

Wassenhove, EPS-2008-126-LIS, ISBN: 978-90-5892-150-5, 

http://hdl.handle.net/1765/12103 



ERIM PhD Series 
 

108

Budiono, D.P., The Analysis of Mutual Fund Performance: Evidence from U.S. Equity 

Mutual Funds, Promotor: Prof.dr.ir. M.J.C.M. Verbeek, EPS-2010-185-F&A, ISBN: 978-90-

5892-224-3, http://hdl.handle.net/1765/18126 

Burgers, J.H., Managing Corporate Venturing: Multilevel Studies on Project Autonomy, 

Integration, Knowledge Relatedness, and Phases in the New Business Development Process, 

Promotors: Prof.dr.ir. F.A.J. Van den Bosch & Prof.dr. H.W. Volberda, EPS-2008-136-STR, 

ISBN: 978-90-5892-174-1, http://hdl.handle.net/1765/13484 

Campbell, R.A.J., Rethinking Risk in International Financial Markets, Promotor: Prof.dr. 

C.G. Koedijk, EPS-2001-005-F&A, ISBN: 90-5892-008-9, http://hdl.handle.net/1765/306 

Carvalho de Mesquita Ferreira, L., Attention Mosaics: Studies of Organizational  Attention, 

Promotors: Prof.dr. P.M.A.R. Heugens & Prof.dr. J. van Oosterhout, EPS-2010-205-ORG,  

ISBN: 978-90-5892-242-7, http://hdl.handle.net/1765/19882  

Chen, C.-M., Evaluation and Design of Supply Chain Operations Using DEA, Promotor: 

Prof.dr. J.A.E.E. van Nunen, EPS-2009-172-LIS, ISBN: 978-90-5892-209-0, 

http://hdl.handle.net/1765/16181 

Chen, H., Individual Mobile Communication Services and Tariffs, Promotor: Prof.dr. 

L.F.J.M. Pau, EPS-2008-123-LIS, ISBN: 90-5892-158-1, http://hdl.handle.net/1765/11141 

Chen, Y., Labour Flexibility in China’s Companies: An Empirical Study, Promotors: Prof.dr. 

A. Buitendam & Prof.dr. B. Krug, EPS-2001-006-ORG, ISBN: 90-5892-012-7, 

http://hdl.handle.net/1765/307  

Damen, F.J.A., Taking the Lead: The Role of Affect in Leadership Effectiveness, Promotor: 

Prof.dr. D.L. van Knippenberg, EPS-2007-107-ORG, http://hdl.handle.net/1765/10282 

Daniševská, P., Empirical Studies on Financial Intermediation and Corporate Policies, 

Promotor: Prof.dr. C.G. Koedijk, EPS-2004-044-F&A, ISBN: 90-5892-070-4, 

http://hdl.handle.net/1765/1518 

Defilippi Angeldonis, E.F., Access Regulation for Naturally Monopolistic Port Terminals: 

Lessons from Regulated Network Industries, Promotor: Prof.dr. H.E. Haralambides, EPS-

2010-204-LIS, ISBN:  

978-90-5892-245-8, http://hdl.handle.net/1765/19881 



ERIM PhD Series 
 

109 

Delporte-Vermeiren, D.J.E., Improving the Flexibility and Profitability of ICT-enabled 

Business Networks: An Assessment Method and Tool, Promotors: Prof. mr. dr.  P.H.M. 

Vervest & Prof.dr.ir. H.W.G.M. van Heck, EPS-2003-020-LIS, ISBN: 90-5892-040-2, 

http://hdl.handle.net/1765/359 

Derwall, J.M.M., The Economic Virtues of SRI and CSR, Promotor: Prof.dr. C.G. Koedijk, 

EPS-2007-101-F&A, ISBN: 90-5892-132-8, http://hdl.handle.net/1765/8986 

Desmet, P.T.M., In Money we Trust? Trust Repair and the Psychology of Financial 

Compensations, Promotors: Prof.dr. D. De Cremer & Prof.dr. E. van Dijk, EPS-2011-232-

ORG, ISBN: 978-90-5892-274-8,  http://hdl.handle.net/1765/1 

Diepen, M. van, Dynamics and Competition in Charitable Giving, Promotor: Prof.dr. 

Ph.H.B.F. Franses, EPS-2009-159-MKT, ISBN: 978-90-5892-188-8, 

http://hdl.handle.net/1765/14526 

Dietvorst, R.C., Neural Mechanisms Underlying Social Intelligence and Their Relationship 

with the Performance of Sales Managers, Promotor: Prof.dr. W.J.M.I. Verbeke, EPS-2010-

215-MKT, ISBN: 978-90-5892-257-1, http://hdl.handle.net/1765/21188 

Dietz, H.M.S., Managing (Sales) People towards Perfomance: HR Strategy, Leadership & 

Teamwork, Promotor: Prof.dr. G.W.J. Hendrikse, EPS-2009-168-ORG, ISBN: 978-90-5892-

210-6, http://hdl.handle.net/1765/16081 

Dijksterhuis, M., Organizational Dynamics of Cognition and Action in the Changing Dutch 

and US Banking Industries, Promotors: Prof.dr.ir. F.A.J. van den Bosch & Prof.dr. H.W. 

Volberda, EPS-2003-026-STR, ISBN: 90-5892-048-8, http://hdl.handle.net/1765/1037 

Eijk, A.R. van der, Behind Networks: Knowledge Transfer, Favor Exchange and 

Performance, Promotors: Prof.dr. S.L. van de Velde & Prof.dr.drs. W.A. Dolfsma, EPS-

2009-161-LIS, ISBN: 978-90-5892-190-1, http://hdl.handle.net/1765/14613 

Elstak, M.N., Flipping the Identity Coin: The Comparative Effect of Perceived, Projected 

and Desired Organizational Identity on Organizational Identification and Desired Behavior, 

Promotor: Prof.dr. C.B.M. van Riel, EPS-2008-117-ORG, ISBN: 90-5892-148-2, 

http://hdl.handle.net/1765/10723 

Erken, H.P.G., Productivity, R&D and Entrepreneurship, Promotor: Prof.dr. A.R. Thurik, 

EPS-2008-147-ORG, ISBN: 978-90-5892-179-6, http://hdl.handle.net/1765/14004 



ERIM PhD Series 
 

110

Essen, M. van, An Institution-Based View of Ownership, Promotos: Prof.dr. J. van 

Oosterhout & Prof.dr. G.M.H. Mertens, EPS-2011-226-ORG, ISBN: 978-90-5892-269-4, 

http://hdl.handle.net/1765/22643 

Fenema, P.C. van, Coordination and Control of Globally Distributed Software Projects, 

Promotor: Prof.dr. K. Kumar, EPS-2002-019-LIS, ISBN: 90-5892-030-5, 

http://hdl.handle.net/1765/360 

Feng, L., Motivation, Coordination and Cognition in Cooperatives, Promotor: Prof.dr. 

G.W.J. Hendrikse, EPS-2010-220-ORG, ISBN: 90-5892-261-8, 

http://hdl.handle.net/1765/21680 

Fleischmann, M., Quantitative Models for Reverse Logistics, Promotors: Prof.dr.ir. J.A.E.E. 

van Nunen & Prof.dr.ir. R. Dekker, EPS-2000-002-LIS, ISBN: 35-4041-711-7, 

http://hdl.handle.net/1765/1044 

Flier, B., Strategic Renewal of European Financial Incumbents: Coevolution of 

Environmental Selection, Institutional Effects, and Managerial Intentionality, Promotors: 

Prof.dr.ir. F.A.J. van den Bosch & Prof.dr. H.W. Volberda, EPS-2003-033-STR, ISBN: 90-

5892-055-0, http://hdl.handle.net/1765/1071 

Fok, D., Advanced Econometric Marketing Models, Promotor: Prof.dr. Ph.H.B.F. Franses, 

EPS-2003-027-MKT, ISBN: 90-5892-049-6, http://hdl.handle.net/1765/1035 

Ganzaroli, A., Creating Trust between Local and Global Systems, Promotors: Prof.dr. K. 

Kumar & Prof.dr. R.M. Lee, EPS-2002-018-LIS, ISBN: 90-5892-031-3, 

http://hdl.handle.net/1765/361 

Gertsen, H.F.M., Riding a Tiger without Being Eaten: How Companies and Analysts Tame 

Financial Restatements and Influence Corporate Reputation, Promotor: Prof.dr. C.B.M. van 

Riel, EPS-2009-171-ORG, ISBN: 90-5892-214-4, http://hdl.handle.net/1765/16098 

Gilsing, V.A., Exploration, Exploitation and Co-evolution in Innovation Networks, 

Promotors: Prof.dr. B. Nooteboom & Prof.dr. J.P.M. Groenewegen, EPS-2003-032-ORG, 

ISBN: 90-5892-054-2, http://hdl.handle.net/1765/1040 

Gijsbers, G.W., Agricultural Innovation in Asia: Drivers, Paradigms and Performance, 

Promotor: Prof.dr. R.J.M. van Tulder, EPS-2009-156-ORG, ISBN: 978-90-5892-191-8, 

http://hdl.handle.net/1765/14524 



ERIM PhD Series 
 

111 

Gong, Y., Stochastic Modelling and Analysis of Warehouse Operations, Promotors: Prof.dr. 

M.B.M. de Koster & Prof.dr. S.L. van de Velde, EPS-2009-180-LIS, ISBN: 978-90-5892-

219-9, http://hdl.handle.net/1765/16724 

Govers, R., Virtual Tourism Destination Image: Glocal Identities Constructed, Perceived 

and Experienced, Promotors: Prof.dr. F.M. Go & Prof.dr. K. Kumar, EPS-2005-069-MKT, 

ISBN: 90-5892-107-7, http://hdl.handle.net/1765/6981 

Graaf, G. de, Tractable Morality: Customer Discourses of Bankers, Veterinarians and 

Charity Workers, Promotors: Prof.dr. F. Leijnse & Prof.dr. T. van Willigenburg, EPS-2003-

031-ORG, ISBN: 90-5892-051-8, http://hdl.handle.net/1765/1038 

Greeven, M.J., Innovation in an Uncertain Institutional Environment: Private Software 

Entrepreneurs in Hangzhou, China, Promotor: Prof.dr. B. Krug, EPS-2009-164-ORG, ISBN: 

978-90-5892-202-1, http://hdl.handle.net/1765/15426 

Groot, E.A. de, Essays on Economic Cycles, Promotors: Prof.dr. Ph.H.B.F. Franses & 

Prof.dr. H.R. Commandeur, EPS-2006-091-MKT, ISBN: 90-5892-123-9, 

http://hdl.handle.net/1765/8216 

Guenster, N.K., Investment Strategies Based on Social Responsibility and Bubbles, 

Promotor: Prof.dr. C.G. Koedijk, EPS-2008-175-F&A, ISBN: 978-90-5892-206-9, 

http://hdl.handle.net/1765/1 

Gutkowska, A.B., Essays on the Dynamic Portfolio Choice, Promotor: Prof.dr. A.C.F. Vorst, 

EPS-2006-085-F&A, ISBN: 90-5892-118-2, http://hdl.handle.net/1765/7994 

Hagemeijer, R.E., The Unmasking of the Other, Promotors: Prof.dr. S.J. Magala & Prof.dr. 

H.K. Letiche, EPS-2005-068-ORG, ISBN: 90-5892-097-6, http://hdl.handle.net/1765/6963 

Hakimi, N.A, Leader Empowering Behaviour: The Leader’s Perspective: Understanding the 

Motivation behind Leader Empowering Behaviour, Promotor: Prof.dr. D.L. van 

Knippenberg, EPS-2010-184-ORG, http://hdl.handle.net/1765/17701 

Halderen, M.D. van, Organizational Identity Expressiveness and Perception Management: 

Principles for Expressing the Organizational Identity in Order to Manage the Perceptions 

and Behavioral Reactions of External Stakeholders, Promotor: Prof.dr. S.B.M. van Riel, 

EPS-2008-122-ORG, ISBN: 90-5892-153-6, http://hdl.handle.net/1765/10872 



ERIM PhD Series 
 

112

Hartigh, E. den, Increasing Returns and Firm Performance: An Empirical Study, Promotor: 

Prof.dr. H.R. Commandeur, EPS-2005-067-STR, ISBN: 90-5892-098-4, 

http://hdl.handle.net/1765/6939 

Hensmans, M., A Republican Settlement Theory of the Firm: Applied to Retail Banks in 

England and the Netherlands (1830-2007), Promotors: Prof.dr. A. Jolink& Prof.dr. S.J. 

Magala, EPS-2010-193-ORG, ISBN 90-5892-235-9, http://hdl.handle.net/1765/19494 

Hermans. J.M., ICT in Information Services; Use and Deployment of the Dutch Securities 

Trade, 1860-1970, Promotor: Prof.dr. drs. F.H.A. Janszen, EPS-2004-046-ORG, ISBN 90-

5892-072-0, http://hdl.handle.net/1765/1793 

Hernandez Mireles, C., Marketing Modeling for New Products, Promotor: Prof.dr. P.H. 

Franses, EPS-2010-202-MKT, ISBN 90-5892-237-3, http://hdl.handle.net/1765/19878 

Hessels, S.J.A., International Entrepreneurship: Value Creation Across National Borders, 

Promotor: Prof.dr. A.R. Thurik, EPS-2008-144-ORG, ISBN: 978-90-5892-181-9, 

http://hdl.handle.net/1765/13942 

Heugens, P.P.M.A.R., Strategic Issues Management: Implications for Corporate 

Performance, Promotors: Prof.dr.ir. F.A.J. van den Bosch & Prof.dr. C.B.M. van Riel, EPS-

2001-007-STR, ISBN: 90-5892-009-9, http://hdl.handle.net/1765/358 

Heuvel, W. van den, The Economic Lot-Sizing Problem: New Results and Extensions, 

Promotor: Prof.dr. A.P.L. Wagelmans, EPS-2006-093-LIS, ISBN: 90-5892-124-7, 

http://hdl.handle.net/1765/1805 

Hoedemaekers, C.M.W., Performance, Pinned down: A Lacanian Analysis of Subjectivity at 

Work, Promotors: Prof.dr. S. Magala & Prof.dr. D.H. den Hartog, EPS-2008-121-ORG, 

ISBN: 90-5892-156-7, http://hdl.handle.net/1765/10871 

Hooghiemstra, R., The Construction of Reality: Cultural Differences in Self-serving 

Behaviour in Accounting Narratives, Promotors: Prof.dr. L.G. van der Tas RA & Prof.dr. 

A.Th.H. Pruyn, EPS-2003-025-F&A, ISBN: 90-5892-047-X, http://hdl.handle.net/1765/871 

Hu, Y., Essays on the Governance of Agricultural Products: Cooperatives and Contract 

Farming, Promotors: Prof.dr. G.W.J. Hendrkse & Prof.dr. B. Krug, EPS-2007-113-ORG, 

ISBN: 90-5892-145-1, http://hdl.handle.net/1765/10535 



ERIM PhD Series 
 

113 

Huang, X., An Analysis of Occupational Pension Provision: From Evaluation to Redesigh, 

Promotors: Prof.dr. M.J.C.M. Verbeek & Prof.dr. R.J. Mahieu, EPS-2010-196-F&A, ISBN: 

90-5892-239-7, http://hdl.handle.net/1765/19674 

Huij, J.J., New Insights into Mutual Funds: Performance and Family Strategies, Promotor: 

Prof.dr. M.C.J.M. Verbeek, EPS-2007-099-F&A, ISBN: 90-5892-134-4, 

http://hdl.handle.net/1765/9398 

Huurman, C.I., Dealing with Electricity Prices, Promotor: Prof.dr. C.D. Koedijk, EPS-2007-

098-F&A, ISBN: 90-5892-130-1, http://hdl.handle.net/1765/9399 

Iastrebova, K, Manager’s Information Overload: The Impact of Coping Strategies on 

Decision-Making Performance, Promotor: Prof.dr. H.G. van Dissel, EPS-2006-077-LIS, 

ISBN: 90-5892-111-5, http://hdl.handle.net/1765/7329 

Iwaarden, J.D. van, Changing Quality Controls: The Effects of Increasing Product Variety 

and Shortening Product Life Cycles, Promotors: Prof.dr. B.G. Dale & Prof.dr. A.R.T. 

Williams, EPS-2006-084-ORG, ISBN: 90-5892-117-4, http://hdl.handle.net/1765/7992 

Jalil, M.N., Customer Information Driven After Sales Service Management: Lessons from 

Spare Parts Logistics, Promotor: Prof.dr. L.G. Kroon, EPS-2011-222-LIS, ISBN: 978-90-

5892-264-9, http://hdl.handle.net/1765/22156 

Jansen, J.J.P., Ambidextrous Organizations, Promotors: Prof.dr.ir. F.A.J. Van den Bosch & 

Prof.dr. H.W. Volberda, EPS-2005-055-STR, ISBN: 90-5892-081-X, 

http://hdl.handle.net/1765/6774 

Jaspers, F.P.H., Organizing Systemic Innovation, Promotor: Prof.dr.ir. J.C.M. van den Ende, 

EPS-2009-160-ORG, ISBN: 978-90-5892-197-), http://hdl.handle.net/1765/14974 

Jennen, M.G.J., Empirical Essays on Office Market Dynamics, Promotors: Prof.dr. C.G. 

Koedijk & Prof.dr. D. Brounen, EPS-2008-140-F&A, ISBN: 978-90-5892-176-5, 

http://hdl.handle.net/1765/13692 

Jiang, T., Capital Structure Determinants and Governance Structure Variety in Franchising, 

Promotors: Prof.dr. G. Hendrikse & Prof.dr. A. de Jong, EPS-2009-158-F&A, ISBN: 978-

90-5892-199-4, http://hdl.handle.net/1765/14975 

Jiao, T., Essays in Financial Accounting, Promotor: Prof.dr. G.M.H. Mertens, EPS-2009-

176-F&A, ISBN: 978-90-5892-211-3, http://hdl.handle.net/1765/16097 



ERIM PhD Series 
 

114

Jong, C. de, Dealing with Derivatives: Studies on the Role, Informational Content and 

Pricing of Financial Derivatives, Promotor: Prof.dr. C.G. Koedijk, EPS-2003-023-F&A, 

ISBN: 90-5892-043-7, http://hdl.handle.net/1765/1043 

Kaa, G. van, Standard Battles for Complex Systems: Empirical Research on the Home 

Network, Promotors: Prof.dr.ir. J. van den Ende & Prof.dr.ir. H.W.G.M. van Heck, EPS-

2009-166-ORG, ISBN: 978-90-5892-205-2, http://hdl.handle.net/1765/16011 

Kagie, M., Advances in Online Shopping Interfaces: Product Catalog Maps and 

Recommender Systems, Promotor: Prof.dr. P.J.F. Groenen, EPS-2010-195-MKT, ISBN: 978-

90-5892-233-5, http://hdl.handle.net/1765/19532 

Karreman, B., Financial Services and Emerging Markets, Promotors: Prof.dr. G.A. van der 

Knaap & Prof.dr. H.P.G. Pennings, EPS-2011-223-ORG, ISBN: 978-90-5892-266-3,  

http://hdl.handle.net/1765/ 22280 

Keizer, A.B., The Changing Logic of Japanese Employment Practices: A Firm-Level 

Analysis of Four Industries, Promotors: Prof.dr. J.A. Stam & Prof.dr. J.P.M. Groenewegen, 

EPS-2005-057-ORG, ISBN: 90-5892-087-9, http://hdl.handle.net/1765/6667 

Kijkuit, R.C., Social Networks in the Front End: The Organizational Life of an Idea, 

Promotor: Prof.dr. B. Nooteboom, EPS-2007-104-ORG, ISBN: 90-5892-137-6, 

http://hdl.handle.net/1765/10074 

Kippers, J., Empirical Studies on Cash Payments, Promotor: Prof.dr. Ph.H.B.F. Franses, 

EPS-2004-043-F&A, ISBN: 90-5892-069-0, http://hdl.handle.net/1765/1520 

Klein, M.H., Poverty Alleviation through Sustainable Strategic Business Models: Essays on 

Poverty Alleviation as a Business Strategy, Promotor: Prof.dr. H.R. Commandeur, EPS-

2008-135-STR, ISBN: 978-90-5892-168-0, http://hdl.handle.net/1765/13482 

Knapp, S., The Econometrics of Maritime Safety: Recommendations to Enhance Safety at 

Sea, Promotor: Prof.dr. Ph.H.B.F. Franses, EPS-2007-096-ORG, ISBN: 90-5892-127-1, 

http://hdl.handle.net/1765/7913 

Kole, E., On Crises, Crashes and Comovements, Promotors: Prof.dr. C.G. Koedijk & 

Prof.dr. M.J.C.M. Verbeek, EPS-2006-083-F&A, ISBN: 90-5892-114-X, 

http://hdl.handle.net/1765/7829 



ERIM PhD Series 
 

115 

Kooij-de Bode, J.M., Distributed Information and Group Decision-Making: Effects of 

Diversity and Affect, Promotor: Prof.dr. D.L. van Knippenberg, EPS-2007-115-ORG, 

http://hdl.handle.net/1765/10722 

Koppius, O.R., Information Architecture and Electronic Market Performance, Promotors: 

Prof.dr. P.H.M. Vervest & Prof.dr.ir. H.W.G.M. van Heck, EPS-2002-013-LIS, ISBN: 90-

5892-023-2, http://hdl.handle.net/1765/921 

Kotlarsky, J., Management of Globally Distributed Component-Based Software Development 

Projects, Promotor: Prof.dr. K. Kumar, EPS-2005-059-LIS, ISBN: 90-5892-088-7, 

http://hdl.handle.net/1765/6772 

Krauth, E.I., Real-Time Planning Support: A Task-Technology Fit Perspective, Promotors: 

Prof.dr. S.L. van de Velde & Prof.dr. J. van Hillegersberg, EPS-2008-155-LIS, ISBN: 978-

90-5892-193-2, http://hdl.handle.net/1765/14521 

Kuilman, J., The Re-Emergence of Foreign Banks in Shanghai: An Ecological Analysis, 

Promotor: Prof.dr. B. Krug, EPS-2005-066-ORG, ISBN: 90-5892-096-8, 

http://hdl.handle.net/1765/6926 

Kwee, Z., Investigating Three Key Principles of Sustained Strategic Renewal: A 

Longitudinal Study of Long-Lived Firms, Promotors: Prof.dr.ir. F.A.J. Van den Bosch & 

Prof.dr. H.W. Volberda, EPS-2009-174-STR, ISBN: 90-5892-212-0, 

http://hdl.handle.net/1765/16207 

Lam, K.Y., Reliability and Rankings, Promotor: Prof.dr. P.H.B.F. Franses, EPS-2011-230-

MKT, ISBN: 978-90-5892-272-4, http://hdl.handle.net/1765/22977 

Langen, P.W. de, The Performance of Seaport Clusters: A Framework to Analyze Cluster 

Performance and an Application to the Seaport Clusters of Durban, Rotterdam and the 

Lower Mississippi, Promotors: Prof.dr. B. Nooteboom & Prof. drs. H.W.H. Welters, EPS-

2004-034-LIS, ISBN: 90-5892-056-9, http://hdl.handle.net/1765/1133 

Larco Martinelli, J.A., Incorporating Worker-Specific Factors in Operations Management 

Models, Promotors: Prof.dr.ir. J. Dul & Prof.dr. M.B.M. de Koster, EPS-2010-217-LIS, 

ISBN: 90-5892-263-2, http://hdl.handle.net/1765/21527 

Le Anh, T., Intelligent Control of Vehicle-Based Internal Transport Systems, Promotors: 

Prof.dr. M.B.M. de Koster & Prof.dr.ir. R. Dekker, EPS-2005-051-LIS, ISBN: 90-5892-079-

8, http://hdl.handle.net/1765/6554 



ERIM PhD Series 
 

116

Le-Duc, T., Design and Control of Efficient Order Picking Processes, Promotor: Prof.dr. 

M.B.M. de Koster, EPS-2005-064-LIS, ISBN: 90-5892-094-1, 

http://hdl.handle.net/1765/6910 

Leeuwen, E.P. van, Recovered-Resource Dependent Industries and the Strategic Renewal of 

Incumbent Firm: A Multi-Level Study of Recovered Resource Dependence Management and 

Strategic Renewal in the European Paper and Board Industry, Promotors: Prof.dr.ir. F.A.J. 

Van den Bosch & Prof.dr. H.W. Volberda, EPS-2007-109-STR, ISBN: 90-5892-140-6, 

http://hdl.handle.net/1765/10183 

Lentink, R.M., Algorithmic Decision Support for Shunt Planning, Promotors: Prof.dr. L.G. 

Kroon & Prof.dr.ir. J.A.E.E. van Nunen, EPS-2006-073-LIS, ISBN: 90-5892-104-2, 

http://hdl.handle.net/1765/7328 

Li, T., Informedness and Customer-Centric Revenue Management, Promotors: Prof.dr. 

P.H.M. Vervest & Prof.dr.ir. H.W.G.M. van Heck, EPS-2009-146-LIS, ISBN: 978-90-5892-

195-6, http://hdl.handle.net/1765/14525 

Liang, G., New Competition: Foreign Direct Investment and Industrial Development in 

China, Promotor: Prof.dr. R.J.M. van Tulder, EPS-2004-047-ORG, ISBN: 90-5892-073-9, 

http://hdl.handle.net/1765/1795 

Liere, D.W. van, Network Horizon and the Dynamics of Network Positions: A Multi-Method 

Multi-Level Longitudinal Study of Interfirm Networks, Promotor: Prof.dr. P.H.M. Vervest, 

EPS-2007-105-LIS, ISBN: 90-5892-139-0, http://hdl.handle.net/1765/10181 

Loef, J., Incongruity between Ads and Consumer Expectations of Advertising, Promotors: 

Prof.dr. W.F. van Raaij & Prof.dr. G. Antonides, EPS-2002-017-MKT, ISBN: 90-5892-028-

3, http://hdl.handle.net/1765/869 

Londoño, M. del Pilar, Institutional Arrangements that Affect Free Trade Agreements: 

Economic Rationality Versus Interest Groups, Promotors: Prof.dr. H.E. Haralambides & 

Prof.dr. J.F. Francois, EPS-2006-078-LIS, ISBN: 90-5892-108-5, 

http://hdl.handle.net/1765/7578 

Lovric, M., Behavioral Finance and Agent-Based Artificial Markets, Promotors: Prof.dr. J. 

Spronk & Prof.dr.ir. U. Kaymak, EPS-2011-229-F&A, ISBN: 978-90-5892-258-8, 

http://hdl.handle.net/1765/ 22814 



ERIM PhD Series 
 

117 

Maas, A.A., van der, Strategy Implementation in a Small Island Context: An Integrative 

Framework, Promotor: Prof.dr. H.G. van Dissel, EPS-2008-127-LIS, ISBN: 978-90-5892-

160-4, http://hdl.handle.net/1765/12278 

Maas, K.E.G., Corporate Social Performance: From Output Measurement to Impact 

Measurement, Promotor: Prof.dr. H.R. Commandeur, EPS-2009-182-STR, ISBN: 978-90-

5892-225-0, http://hdl.handle.net/1765/17627 

Maeseneire, W., de, Essays on Firm Valuation and Value Appropriation, Promotor: Prof.dr. 

J.T.J. Smit, EPS-2005-053-F&A, ISBN: 90-5892-082-8, http://hdl.handle.net/1765/6768 

Mandele, L.M., van der, Leadership and the Inflection Point: A Longitudinal Perspective, 

Promotors: Prof.dr. H.W. Volberda & Prof.dr. H.R. Commandeur, EPS-2004-042-STR, 

ISBN: 90-5892-067-4, http://hdl.handle.net/1765/1302 

Markwat, T.D., Extreme Dependence in Asset Markets Around the Globe, Promotor: Prof.dr. 

D.J.C. van Dijk, EPS-2011-227-F&A, ISBN: 978-90-5892-270-0, 

http://hdl.handle.net/1765/22744 

Meer, J.R. van der, Operational Control of Internal Transport, Promotors: Prof.dr. M.B.M. 

de Koster & Prof.dr.ir. R. Dekker, EPS-2000-001-LIS, ISBN: 90-5892-004-6, 

http://hdl.handle.net/1765/859 

Mentink, A., Essays on Corporate Bonds, Promotor: Prof.dr. A.C.F. Vorst, EPS-2005-070-

F&A, ISBN: 90-5892-100-X, http://hdl.handle.net/1765/7121 

Meuer, J., Configurations of Inter-Firm Relations in Management Innovation: A Study in 

China’s Biopharmaceutical Industry, Promotor: Prof.dr. B. Krug, EPS-2011-228-ORG, 

ISBN: 978-90-5892-271-1, http://hdl.handle.net/1765/22745 

Meyer, R.J.H., Mapping the Mind of the Strategist: A Quantitative Methodology for 

Measuring the Strategic Beliefs of Executives, Promotor: Prof.dr. R.J.M. van Tulder, EPS-

2007-106-ORG, ISBN: 978-90-5892-141-3, http://hdl.handle.net/1765/10182 

Miltenburg, P.R., Effects of Modular Sourcing on Manufacturing Flexibility in the 

Automotive Industry: A Study among German OEMs, Promotors: Prof.dr. J. Paauwe & 

Prof.dr. H.R. Commandeur, EPS-2003-030-ORG, ISBN: 90-5892-052-6, 

http://hdl.handle.net/1765/1039 



ERIM PhD Series 
 

118

Moerman, G.A., Empirical Studies on Asset Pricing and Banking in the Euro Area, 

Promotor: Prof.dr. C.G. Koedijk, EPS-2005-058-F&A, ISBN: 90-5892-090-9, 

http://hdl.handle.net/1765/6666 

Moitra, D., Globalization of R&D: Leveraging Offshoring for Innovative Capability and 

Organizational Flexibility, Promotor: Prof.dr. K. Kumar, EPS-2008-150-LIS, ISBN: 978-90-

5892-184-0, http://hdl.handle.net/1765/14081 

Mol, M.M., Outsourcing, Supplier-relations and Internationalisation: Global Source 

Strategy as a Chinese Puzzle, Promotor: Prof.dr. R.J.M. van Tulder, EPS-2001-010-ORG, 

ISBN: 90-5892-014-3, http://hdl.handle.net/1765/355 

Mom, T.J.M., Managers’ Exploration and Exploitation Activities: The Influence of 

Organizational Factors and Knowledge Inflows, Promotors: Prof.dr.ir. F.A.J. Van den Bosch 

& Prof.dr. H.W. Volberda, EPS-2006-079-STR, ISBN: 90-5892-116-6, 

http://hdl.handle.net/1765 

Moonen, J.M., Multi-Agent Systems for Transportation Planning and Coordination, 

Promotors: Prof.dr. J. van Hillegersberg & Prof.dr. S.L. van de Velde, EPS-2009-177-LIS, 

ISBN: 978-90-5892-216-8, http://hdl.handle.net/1765/16208 

Mulder, A., Government Dilemmas in the Private Provision of Public Goods, Promotor: 

Prof.dr. R.J.M. van Tulder, EPS-2004-045-ORG, ISBN: 90-5892-071-2, 

http://hdl.handle.net/1765/1790 

Muller, A.R., The Rise of Regionalism: Core Company Strategies Under The Second Wave 

of Integration, Promotor: Prof.dr. R.J.M. van Tulder, EPS-2004-038-ORG, ISBN: 90-5892-

062-3, http://hdl.handle.net/1765/1272 

Nalbantov G.I., Essays on Some Recent Penalization Methods with Applications in Finance 

and Marketing, Promotor: Prof. dr P.J.F. Groenen, EPS-2008-132-F&A, ISBN: 978-90-

5892-166-6, http://hdl.handle.net/1765/13319 

Nederveen Pieterse, A., Goal Orientation in Teams: The Role of Diversity, Promotor: 

Prof.dr. D.L. van Knippenberg, EPS-2009-162-ORG, http://hdl.handle.net/1765/15240 

Nguyen, T.T., Capital Structure, Strategic Competition, and Governance, Promotor: Prof.dr. 

A. de Jong, EPS-2008-148-F&A, ISBN: 90-5892-178-9, http://hdl.handle.net/1765/14005 



ERIM PhD Series 
 

119 

Nielsen, L.K., Rolling Stock Rescheduling in Passenger Railways: Applications in Short-

term Planning and in Disruption Management, Promotor: Prof.dr. L.G. Kroon, EPS-2011-

224-LIS, ISBN: 978-90-5892-267-0, http://hdl.handle.net/1765/22444 

Niesten, E.M.M.I., Regulation, Governance and Adaptation: Governance Transformations 

in the Dutch and French Liberalizing Electricity Industries, Promotors: Prof.dr. A. Jolink & 

Prof.dr. J.P.M. Groenewegen, EPS-2009-170-ORG, ISBN: 978-90-5892-208-3, 

http://hdl.handle.net/1765/16096 

Nieuwenboer, N.A. den, Seeing the Shadow of the Self, Promotor: Prof.dr. S.P. Kaptein, 

EPS-2008-151-ORG, ISBN: 978-90-5892-182-6, http://hdl.handle.net/1765/14223  

Nijdam, M.H., Leader Firms: The Value of Companies for the Competitiveness of the 

Rotterdam Seaport Cluster, Promotor: Prof.dr. R.J.M. van Tulder, EPS-2010-216-ORG, 

ISBN: 978-90-5892-256-4, http://hdl.handle.net/1765/21405 

Ning, H., Hierarchical Portfolio Management: Theory and Applications, Promotor: Prof.dr. 

J. Spronk, EPS-2007-118-F&A, ISBN: 90-5892-152-9, http://hdl.handle.net/1765/10868 

Noeverman, J., Management Control Systems, Evaluative Style, and Behaviour: Exploring 

the Concept and Behavioural Consequences of Evaluative Style, Promotors: Prof.dr. E.G.J. 

Vosselman & Prof.dr. A.R.T. Williams, EPS-2007-120-F&A, ISBN: 90-5892-151-2, 

http://hdl.handle.net/1765/10869 

Noordegraaf-Eelens, L.H.J., Contested Communication: A Critical Analysis of Central Bank 

Speech, Promotor: Prof.dr. Ph.H.B.F. Franses, EPS-2010-209-MKT, ISBN: 978-90-5892-

254-0, http://hdl.handle.net/1765/21061 

Nuijten, I., Servant Leadership: Paradox or Diamond in the Rough? A Multidimensional 

Measure and Empirical Evidence, Promotor: Prof.dr. D.L. van Knippenberg, EPS-2009-183-

ORG, http://hdl.handle.net/1765/21405 

Oosterhout, J., van, The Quest for Legitimacy: On Authority and Responsibility in 

Governance, Promotors: Prof.dr. T. van Willigenburg & Prof.mr. H.R. van Gunsteren, EPS-

2002-012-ORG, ISBN: 90-5892-022-4, http://hdl.handle.net/1765/362 

Oosterhout, M., van, Business Agility and Information Technology in Service Organizations, 

Promotor: Prof,dr.ir. H.W.G.M. van Heck, EPS-2010-198-LIS, ISBN: 90-5092-236-6,  

http://hdl.handle.net/1765/19805 



ERIM PhD Series 
 

120

Oostrum, J.M., van, Applying Mathematical Models to Surgical Patient Planning, Promotor: 

Prof.dr. A.P.M. Wagelmans, EPS-2009-179-LIS, ISBN: 978-90-5892-217-5, 

http://hdl.handle.net/1765/16728 

Otgaar, A.H.J., Industrial Tourism: Where the Public Meets the Private, Promotor: Prof.dr. 

L. van den Berg, EPS-2010-219-ORG, ISBN: 90-5892-259-5, 

http://hdl.handle.net/1765/21585 

Paape, L., Corporate Governance: The Impact on the Role, Position, and Scope of Services 

of the Internal Audit Function, Promotors: Prof.dr. G.J. van der Pijl & Prof.dr. H. 

Commandeur, EPS-2007-111-MKT, ISBN: 90-5892-143-7, http://hdl.handle.net/1765/10417 

Pak, K., Revenue Management: New Features and Models, Promotor: Prof.dr.ir. R. Dekker, 

EPS-2005-061-LIS, ISBN: 90-5892-092-5, http://hdl.handle.net/1765/362/6771 

Pattikawa, L.H, Innovation in the Pharmaceutical Industry: Evidence from Drug 

Introduction in the U.S., Promotors: Prof.dr. H.R.Commandeur, EPS-2007-102-MKT, ISBN: 

90-5892-135-2, http://hdl.handle.net/1765/9626 

Peeters, L.W.P., Cyclic Railway Timetable Optimization, Promotors: Prof.dr. L.G. Kroon & 

Prof.dr.ir. J.A.E.E. van Nunen, EPS-2003-022-LIS, ISBN: 90-5892-042-9, 

http://hdl.handle.net/1765/429 

Pietersz, R., Pricing Models for Bermudan-style Interest Rate Derivatives, Promotors: 

Prof.dr. A.A.J. Pelsser & Prof.dr. A.C.F. Vorst, EPS-2005-071-F&A, ISBN: 90-5892-099-2, 

http://hdl.handle.net/1765/7122 

Pince, C., Advances in Inventory Management: Dynamic Models, Promotor: Prof.dr.ir. R. 

Dekker, EPS-2010-199-LIS, ISBN: 978-90-5892-243-4, http://hdl.handle.net/1765/19867  

Poel, A.M. van der, Empirical Essays in Corporate Finance and Financial Reporting, 

Promotors: Prof.dr. A. de Jong & Prof.dr. G.M.H. Mertens, EPS-2007-133-F&A, ISBN: 

978-90-5892-165-9, http://hdl.handle.net/1765/13320 

Popova, V., Knowledge Discovery and Monotonicity, Promotor: Prof.dr. A. de Bruin, EPS-

2004-037-LIS, ISBN: 90-5892-061-5, http://hdl.handle.net/1765/1201 

Potthoff, D., Railway Crew Rescheduling: Novel Approaches and Extensions, Promotors: 

Prof.dr. A.P.M. Wagelmans & Prof.dr. L.G. Kroon, EPS-2010-210-LIS, ISBN: 90-5892-

250-2, http://hdl.handle.net/1765/21084 



ERIM PhD Series 
 

121 

Pouchkarev, I., Performance Evaluation of Constrained Portfolios, Promotors: Prof.dr. J. 

Spronk & Dr.  W.G.P.M. Hallerbach, EPS-2005-052-F&A, ISBN: 90-5892-083-6, 

http://hdl.handle.net/1765/6731 

Prins, R., Modeling Consumer Adoption and Usage of Value-Added Mobile Services, 

Promotors: Prof.dr. Ph.H.B.F. Franses & Prof.dr. P.C. Verhoef, EPS-2008-128-MKT, ISBN: 

978/90-5892-161-1, http://hdl.handle.net/1765/12461 

Puvanasvari Ratnasingam, P., Interorganizational Trust in Business to Business E-

Commerce, Promotors: Prof.dr. K. Kumar & Prof.dr. H.G. van Dissel, EPS-2001-009-LIS, 

ISBN: 90-5892-017-8, http://hdl.handle.net/1765/356 

Quak, H.J., Sustainability of Urban Freight Transport: Retail Distribution and Local 

Regulation in Cities, Promotor: Prof.dr. M.B.M. de Koster, EPS-2008-124-LIS, ISBN: 978-

90-5892-154-3, http://hdl.handle.net/1765/11990 

Quariguasi Frota Neto, J., Eco-efficient Supply Chains for Electrical and Electronic 

Products, Promotors: Prof.dr.ir. J.A.E.E. van Nunen & Prof.dr.ir. H.W.G.M. van Heck, EPS-

2008-152-LIS, ISBN: 978-90-5892-192-5, http://hdl.handle.net/1765/14785 

Radkevitch, U.L, Online Reverse Auction for Procurement of Services, Promotor: Prof.dr.ir. 

H.W.G.M. van Heck, EPS-2008-137-LIS, ISBN: 978-90-5892-171-0, 

http://hdl.handle.net/1765/13497 

Rinsum, M. van, Performance Measurement and Managerial Time Orientation, Promotor: 

Prof.dr. F.G.H. Hartmann, EPS-2006-088-F&A, ISBN: 90-5892-121-2, 

http://hdl.handle.net/1765/7993 

Roelofsen, E.M., The Role of Analyst Conference Calls in Capital Markets, Promotors: 

Prof.dr. G.M.H. Mertens & Prof.dr. L.G. van der Tas RA, EPS-2010-190-F&A, ISBN: 978-

90-5892-228-1, http://hdl.handle.net/1765/18013 

Romero Morales, D., Optimization Problems in Supply Chain Management, Promotors: 

Prof.dr.ir. J.A.E.E. van Nunen & Dr.  H.E. Romeijn, EPS-2000-003-LIS, ISBN: 90-

9014078-6, http://hdl.handle.net/1765/865 

Roodbergen, K.J., Layout and Routing Methods for Warehouses, Promotors: Prof.dr. 

M.B.M. de Koster & Prof.dr.ir. J.A.E.E. van Nunen, EPS-2001-004-LIS, ISBN: 90-5892-

005-4, http://hdl.handle.net/1765/861 



ERIM PhD Series 
 

122

Rook, L., Imitation in Creative Task Performance, Promotor: Prof.dr. D.L. van 

Knippenberg, EPS-2008-125-ORG, http://hdl.handle.net/1765/11555 

Rosmalen, J. van, Segmentation and Dimension Reduction: Exploratory and Model-Based 

Approaches, Promotor: Prof.dr. P.J.F. Groenen, EPS-2009-165-MKT, ISBN: 978-90-5892-

201-4, http://hdl.handle.net/1765/15536 

Roza, M.W., The Relationship between Offshoring Strategies and Firm Performance: 

Impact of Innovation, Absorptive Capacity and Firm Size, Promotors: Prof.dr. H.W. 

Volberda & Prof.dr.ing. F.A.J. van den Bosch, EPS-2011-214-STR, ISBN: 978-90-5892-

265-6,  http://hdl.handle.net/1765/22155 

Rus, D., The Dark Side of Leadership: Exploring the Psychology of Leader Self-serving 

Behavior, Promotor: Prof.dr. D.L. van Knippenberg, EPS-2009-178-ORG, 

http://hdl.handle.net/1765/16726 

Samii, R., Leveraging Logistics Partnerships: Lessons from Humanitarian Organizations, 

Promotors: Prof.dr.ir. J.A.E.E. van Nunen & Prof.dr.ir. L.N. Van Wassenhove, EPS-2008-

153-LIS, ISBN: 978-90-5892-186-4, http://hdl.handle.net/1765/14519 

Schaik, D. van, M&A in Japan: An Analysis of Merger Waves and Hostile Takeovers, 

Promotors: Prof.dr. J. Spronk & Prof.dr. J.P.M. Groenewegen, EPS-2008-141-F&A, ISBN: 

978-90-5892-169-7, http://hdl.handle.net/1765/13693 

Schauten, M.B.J., Valuation, Capital Structure Decisions and the Cost of Capital, 

Promotors: Prof.dr. J. Spronk & Prof.dr. D. van Dijk, EPS-2008-134-F&A, ISBN: 978-90-

5892-172-7, http://hdl.handle.net/1765/13480 

Schellekens, G.A.C., Language Abstraction in Word of Mouth, Promotor: Prof.dr.ir. A. 

Smidts, EPS-2010-218-MKT, ISBN: 978-90-5892-252-6,  http://hdl.handle.net/1765/21580 

Schramade, W.L.J., Corporate Bonds Issuers, Promotor: Prof.dr. A. De Jong, EPS-2006-

092-F&A, ISBN: 90-5892-125-5, http://hdl.handle.net/1765/8191 

Schweizer, T.S., An Individual Psychology of Novelty-Seeking, Creativity and Innovation, 

Promotor: Prof.dr. R.J.M. van Tulder, EPS-2004-048-ORG, ISBN: 90-5892-077-1, 

http://hdl.handle.net/1765/1818 

Six, F.E., Trust and Trouble: Building Interpersonal Trust Within Organizations, Promotors: 

Prof.dr. B. Nooteboom & Prof.dr. A.M. Sorge, EPS-2004-040-ORG, ISBN: 90-5892-064-X, 

http://hdl.handle.net/1765/1271 



ERIM PhD Series 
 

123 

Slager, A.M.H., Banking across Borders, Promotors: Prof.dr. R.J.M. van Tulder & Prof.dr. 

D.M.N. van Wensveen, EPS-2004-041-ORG, ISBN: 90-5892-066–6, 

http://hdl.handle.net/1765/1301 

Sloot, L., Understanding Consumer Reactions to Assortment Unavailability, Promotors: 

Prof.dr. H.R. Commandeur, Prof.dr. E. Peelen & Prof.dr. P.C. Verhoef, EPS-2006-074-

MKT, ISBN: 90-5892-102-6, http://hdl.handle.net/1765/7438 

Smit, W., Market Information Sharing in Channel Relationships: Its Nature, Antecedents 

and Consequences, Promotors: Prof.dr.ir. G.H. van Bruggen & Prof.dr.ir. B. Wierenga, EPS-

2006-076-MKT, ISBN: 90-5892-106-9, http://hdl.handle.net/1765/7327 

Sonnenberg, M., The Signalling Effect of HRM on Psychological Contracts of Employees: A 

Multi-level Perspective, Promotor: Prof.dr. J. Paauwe, EPS-2006-086-ORG, ISBN: 90-5892-

119-0, http://hdl.handle.net/1765/7995 

Sotgiu, F., Not All Promotions are Made Equal: From the Effects of a Price War to Cross-

chain Cannibalization, Promotors: Prof.dr. M.G. Dekimpe & Prof.dr.ir. B. Wierenga, EPS-

2010-203-MKT, ISBN: 978-90-5892-238-0, http://hdl.handle.net/1765/19714 

Speklé, R.F., Beyond Generics: A closer Look at Hybrid and Hierarchical Governance, 

Promotor: Prof.dr. M.A. van Hoepen RA, EPS-2001-008-F&A, ISBN: 90-5892-011-9, 

http://hdl.handle.net/1765/357 

Srour, F.J., Dissecting Drayage: An Examination of Structure, Information, and Control in 

Drayage Operations, Promotor: Prof.dr. S.L. van de Velde, EPS-2010-186-LIS, 

http://hdl.handle.net/1765/18231 

Stam, D.A., Managing Dreams and Ambitions: A Psychological Analysis of Vision 

Communication, Promotor: Prof.dr. D.L. van Knippenberg, EPS-2008-149-ORG, 

http://hdl.handle.net/1765/14080 

Stienstra, M., Strategic Renewal in Regulatory Environments: How Inter- and Intra-

organisational Institutional Forces Influence European Energy Incumbent Firms, 

Promotors: Prof.dr.ir. F.A.J. Van den Bosch & Prof.dr. H.W. Volberda, EPS-2008-145-STR, 

ISBN: 978-90-5892-184-0, http://hdl.handle.net/1765/13943 

Sweldens, S.T.L.R., Evaluative Conditioning 2.0: Direct versus Associative Transfer of 

Affect to Brands, Promotor: Prof.dr. S.M.J. van Osselaer, EPS-2009-167-MKT, ISBN: 978-

90-5892-204-5, http://hdl.handle.net/1765/16012 



ERIM PhD Series 
 

124

Szkudlarek, B.A., Spinning the Web of Reentry: [Re]connecting reentry training theory and 

practice, Promotor: Prof.dr. S.J. Magala, EPS-2008-143-ORG, ISBN: 978-90-5892-177-2, 

http://hdl.handle.net/1765/13695 

Tempelaar, M.P., Organizing for Ambidexterity: Studies on the Pursuit of Exploration and 

Exploitation through Differentiation, Integration, Contextual and Individual Attributes, 

Promotors: Prof.dr.ing. F.A.J. van den Bosch & Prof.dr. H.W. Volberda, EPS-2010-191-

STR, ISBN: 978-90-5892-231-1, http://hdl.handle.net/1765/18457 

Teunter, L.H., Analysis of Sales Promotion Effects on Household Purchase Behavior, 

Promotors: Prof.dr.ir. B. Wierenga & Prof.dr. T. Kloek, EPS-2002-016-MKT, ISBN: 90-

5892-029-1, http://hdl.handle.net/1765/868 

Tims, B., Empirical Studies on Exchange Rate Puzzles and Volatility, Promotor: Prof.dr. 

C.G. Koedijk, EPS-2006-089-F&A, ISBN: 90-5892-113-1, http://hdl.handle.net/1765/8066 

Tiwari, V., Transition Process and Performance in IT Outsourcing: Evidence from a Field 

Study and Laboratory Experiments, Promotors: Prof.dr.ir. H.W.G.M. van Heck & Prof.dr. 

P.H.M. Vervest, EPS-2010-201-LIS, ISBN: 978-90-5892-241-0,  

http://hdl.handle.net/1765/19868 

Tuk, M.A., Is Friendship Silent When Money Talks? How Consumers Respond to Word-of-

Mouth Marketing, Promotors: Prof.dr.ir. A. Smidts & Prof.dr. D.H.J. Wigboldus, EPS-2008-

130-MKT, ISBN: 978-90-5892-164-2, http://hdl.handle.net/1765/12702 

Tzioti, S., Let Me Give You a Piece of Advice: Empirical Papers about Advice Taking in 

Marketing, Promotors: Prof.dr. S.M.J. van Osselaer & Prof.dr.ir. B. Wierenga, EPS-2010-

211-MKT, ISBN: 978-90-5892-251-9, hdl.handle.net/1765/21149 

Vaccaro, I.G., Management Innovation: Studies on the Role of Internal Change Agents, 

Promotors: Prof.dr. F.A.J. van den Bosch & Prof.dr. H.W. Volberda, EPS-2010-212-STR, 

ISBN: 978-90-5892-253-3, hdl.handle.net/1765/21150 

Valck, K. de, Virtual Communities of Consumption: Networks of Consumer Knowledge and 

Companionship, Promotors: Prof.dr.ir. G.H. van Bruggen & Prof.dr.ir. B. Wierenga, EPS-

2005-050-MKT, ISBN: 90-5892-078-X, http://hdl.handle.net/1765/6663 

Valk, W. van der, Buyer-Seller Interaction Patterns During Ongoing Service Exchange, 

Promotors: Prof.dr. J.Y.F. Wynstra & Prof.dr.ir. B. Axelsson, EPS-2007-116-MKT, ISBN: 

90-5892-146-8, http://hdl.handle.net/1765/10856 



ERIM PhD Series 
 

125 

Verheijen, H.J.J., Vendor-Buyer Coordination in Supply Chains, Promotor: Prof.dr.ir. 

J.A.E.E. van Nunen, EPS-2010-194-LIS, ISBN: 90-5892-234-2, 

http://hdl.handle.net/1765/19594 

Verheul, I., Is There a (Fe)male Approach? Understanding Gender Differences  

in Entrepreneurship, Promotor: Prof.dr. A.R. Thurik, EPS-2005-054-ORG, ISBN: 90-5892-

080-1, http://hdl.handle.net/1765/2005 

Verwijmeren, P., Empirical Essays on Debt, Equity, and Convertible Securities, Promotors: 

Prof.dr. A. de Jong & Prof.dr. M.J.C.M. Verbeek, EPS-2009-154-F&A, ISBN: 978-90-5892-

187-1, http://hdl.handle.net/1765/14312 

Vis, I.F.A., Planning and Control Concepts for Material Handling Systems, Promotors: 

Prof.dr. M.B.M. de Koster & Prof.dr.ir. R. Dekker, EPS-2002-014-LIS, ISBN: 90-5892-021-

6, http://hdl.handle.net/1765/866 

Vlaar, P.W.L., Making Sense of Formalization in Interorganizational Relationships: Beyond 

Coordination and Control, Promotors: Prof.dr.ir. F.A.J. Van den Bosch & Prof.dr. H.W. 

Volberda, EPS-2006-075-STR, ISBN 90-5892-103-4, http://hdl.handle.net/1765/7326 

Vliet, P. van, Downside Risk and Empirical Asset Pricing, Promotor: Prof.dr. G.T. Post, 

EPS-2004-049-F&A, ISBN: 90-5892-07-55, http://hdl.handle.net/1765/1819 

Vlist, P. van der, Synchronizing the Retail Supply Chain, Promotors: Prof.dr.ir. J.A.E.E. van 

Nunen & Prof.dr. A.G. de Kok, EPS-2007-110-LIS, ISBN: 90-5892-142-0, 

http://hdl.handle.net/1765/10418 

Vries-van Ketel E. de, How Assortment Variety Affects Assortment Attractiveness: 

A Consumer Perspective, Promotors: Prof.dr. G.H. van Bruggen & Prof.dr.ir. A. Smidts, 

EPS-2006-072-MKT, ISBN: 90-5892-101-8, http://hdl.handle.net/1765/7193 

Vromans, M.J.C.M., Reliability of Railway Systems, Promotors: Prof.dr. L.G. Kroon, 

Prof.dr.ir. R. Dekker & Prof.dr.ir. J.A.E.E. van Nunen, EPS-2005-062-LIS, ISBN: 90-5892-

089-5, http://hdl.handle.net/1765/6773 

Vroomen, B.L.K., The Effects of the Internet, Recommendation Quality and Decision 

Strategies on Consumer Choice, Promotor: Prof.dr. Ph.H.B.F. Franses, EPS-2006-090-MKT, 

ISBN: 90-5892-122-0, http://hdl.handle.net/1765/8067 

Waal, T. de, Processing of Erroneous and Unsafe Data, Promotor: Prof.dr.ir. R. Dekker, 

EPS-2003-024-LIS, ISBN: 90-5892-045-3, http://hdl.handle.net/1765/870 



ERIM PhD Series 
 

126

Waard, E.J. de, Engaging Environmental Turbulence: Organizational Determinants for 

Repetitive Quick and Adequate Responses, Promotors: Prof.dr. H.W. Volberda & Prof.dr. J. 

Soeters, EPS-2010-189-STR, ISBN: 978-90-5892-229-8, http://hdl.handle.net/1765/18012 

Wall, R.S., Netscape: Cities and Global Corporate Networks, Promotor: Prof.dr. G.A. van 

der Knaap, EPS-2009-169-ORG, ISBN: 978-90-5892-207-6, 

http://hdl.handle.net/1765/16013 

Watkins Fassler, K., Macroeconomic Crisis and Firm Performance, Promotors: Prof.dr. J. 

Spronk & Prof.dr. D.J. van Dijk, EPS-2007-103-F&A, ISBN: 90-5892-138-3, 

http://hdl.handle.net/1765/10065 

Weerdt, N.P. van der, Organizational Flexibility for Hypercompetitive Markets: Empirical 

Evidence of the Composition and Context Specificity of Dynamic Capabilities and 

Organization Design Parameters, Promotor: Prof.dr. H.W. Volberda, EPS-2009-173-STR, 

ISBN: 978-90-5892-215-1, http://hdl.handle.net/1765/16182 

Wennekers, A.R.M., Entrepreneurship at Country Level: Economic and Non-Economic 

Determinants, Promotor: Prof.dr. A.R. Thurik, EPS-2006-81-ORG, ISBN: 90-5892-115-8, 

http://hdl.handle.net/1765/7982 

Wielemaker, M.W., Managing Initiatives: A Synthesis of the Conditioning and Knowledge-

Creating View, Promotors: Prof.dr. H.W. Volberda & Prof.dr. C.W.F. Baden-Fuller, EPS-

2003-28-STR, ISBN: 90-5892-050-X, http://hdl.handle.net/1765/1042 

Wijk, R.A.J.L. van, Organizing Knowledge in Internal Networks: A Multilevel Study, 

Promotor: Prof.dr.ir. F.A.J. van den Bosch, EPS-2003-021-STR, ISBN: 90-5892-039-9, 

http://hdl.handle.net/1765/347 

Wolters, M.J.J., The Business of Modularity and the Modularity of Business, Promotors: 

Prof. mr. dr. P.H.M. Vervest & Prof.dr.ir. H.W.G.M. van Heck, EPS-2002-011-LIS, ISBN: 

90-5892-020-8, http://hdl.handle.net/1765/920 

Wubben, M.J.J., Social Functions of Emotions in Social Dilemmas, Promotors: Prof.dr. D. 

De Cremer & Prof.dr. E. van Dijk, EPS-2009-187-ORG, http://hdl.handle.net/1765/18228 

Xu, Y., Empirical Essays on the Stock Returns, Risk Management, and Liquidity Creation of 

Banks, Promotor: Prof.dr. M.J.C.M. Verbeek, EPS-2010-188-F&A, 

http://hdl.handle.net/1765/18125 



ERIM PhD Series 
 

127 

Yang, J., Towards the Restructuring and Co-ordination Mechanisms for the Architecture of 

Chinese Transport Logistics, Promotor: Prof.dr. H.E. Harlambides, EPS-2009-157-LIS, 

ISBN: 978-90-5892-198-7, http://hdl.handle.net/1765/14527 

Yu, M., Enhancing Warehouse Perfromance by Efficient Order Picking, Promotor: Prof.dr. 

M.B.M. de Koster, EPS-2008-139-LIS, ISBN: 978-90-5892-167-3, 

http://hdl.handle.net/1765/13691 

Zhang, X., Strategizing of Foreign Firms in China: An Institution-based Perspective, 

Promotor: Prof.dr. B. Krug, EPS-2007-114-ORG, ISBN: 90-5892-147-5, 

http://hdl.handle.net/1765/10721 

Zhang, X., Scheduling with Time Lags, Promotor: Prof.dr. S.L. van de Velde, EPS-2010-

206-LIS, ISBN: 978-90-5892-244-1, http://hdl.handle.net/1765/19928 

Zhou, H., Knowledge, Entrepreneurship and Performance: Evidence from Country-level and 

Firm-level Studies, Promotors: Prof.dr. A.R. Thurik & Prof.dr. L.M. Uhlaner, EPS-2010-

207-ORG, ISBN: 90-5892-248-9, http://hdl.handle.net/1765/20634 

Zhu, Z., Essays on China’s Tax System, Promotors: Prof.dr. B. Krug & Prof.dr. G.W.J. 

Hendrikse, EPS-2007-112-ORG, ISBN: 90-5892-144-4, http://hdl.handle.net/1765/10502 

Zwart, G.J. de, Empirical Studies on Financial Markets: Private Equity, Corporate Bonds 

and Emerging Markets, Promotors: Prof.dr. M.J.C.M. Verbeek & Prof.dr. D.J.C. van Dijk, 

EPS-2008-131-F&A, ISBN: 978-90-5892-163-5, http://hdl.handle.net/1765/12703 

 

 



TIM BENNING

A Consumer Perspective
on Flexibility in Health Care
Priority Access Pricing and Customized Care

T
IM

 B
E

N
N

IN
G

-  A
 C

o
n

su
m

e
r P

e
rsp

e
ctiv

e
 o

n
 Fle

x
ib

ility
 in

 H
e

a
lth

 C
a

re

ERIM PhD Series
Research in Management

E
ra

sm
u

s 
R

e
se

a
rc

h
 I

n
st

it
u

te
 o

f 
M

a
n

a
g

e
m

e
n

t
-

241

E
R

IM

D
e

si
g

n
 &

 l
a

yo
u

t:
 B

&
T

 O
n

tw
e

rp
 e

n
 a

d
vi

e
s 

 (
w

w
w

.b
-e

n
-t

.n
l)

  
  

P
ri

n
t:

 H
a

ve
k

a
  

 (
w

w
w

.h
a

ve
k

a
.n

l)A CONSUMER PERSPECTIVE ON FLEXIBILITY IN HEALTH CARE
PRIORITY ACCESS PRICING AND CUSTOMIZED CARE

The rise of consumerism and the increasing availability of information through the
Internet have increased patients’ demand for care that is more in line with their
preferences. Because of this trend the expectation that hospitals act according to each
individual patient’s preferences is becoming even more prominent. Hospitals could
respond by implementing flexible health care policies that offer patients more choice. 

In this dissertation we explore two types of flexible health care policies from the
consumer perspective: priority access pricing and customized care. We do this by (1)
investigating how consumers evaluate price-based priority access allocation policies (i.e.,
allocation policies in which patients are offered the option to pay extra for faster health
care access), and by (2) demonstrating how the collective costs and benefits of customized
health care policies (i.e., policies that offer individuals the possibility to “create” their own
health care program) can be used to evaluate customized care. Throughout, special
attention is given to the role of collective health outcomes.

Besides our scientific conclusions, our findings are also relevant for hospitals and policy
makers that consider implementing new allocation policies. They can be used to provide
assistance in future health care decision making.
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