The 11" Meeting of the International Academy of
Health Preference Research

Workshop & Symposium Networking Dinner Scientific Meeting
Monday, 2 December 2019 Monday, 2 December 2019 Tuesday, 3 December 2019
from 08:00 17:30 from 18:00 to 22:00 from 08:00 17:30

Chaired by Richard De Abreu Lourenco and Elisabeth Huynh,
the 11" Meeting will be held at the Clifton Auckland as a forum to present
and discuss innovative developments in health preference research.

On Monday, 2 December 2019, the Academy will host a Workshop, “Good
practices in health preference research” led by Benjamin M. Craig. Starting at
8:00 in the morning (below), this workshop will describe the basics on how to
conduct a health preference study. After the mid-morning break, attendees
will be broken into groups and asked to assess an example study as a hands-
on exercise. Richard De Abreu Lourenco and Elisabeth Huynh will then
review examples of challenges faced while assessing preferences in Cliftons Auckland
marginalised groups. The workshop builds directly from the textbook under  Level 4, 45 Queen Street, Auckland, New Zealand
development by IAHPR members and incorporates the experiences of

scientists working with the region.

After lunch, the Academy will host a Symposium, “Giving a voice to marginalised groups for health care reform.” This
symposium (next page) will be on the priorities of groups that are difficult to reach/neglected/outside of the mainstream
in health policy. Specifically, it will focus on the preference evidence of four marginalised groups (adolescents and young
adults [AYA]; lesbian, gay, bisexual, transgender, intersex and questioning [LGBTIQ]; members of indigenous populations;
and persons with disabilities) and its implications for health care reform. In complement to advocacy and developing
health policies that matter, having an understanding of their perspectives is an essential precursor to reforms that may
better serve their social and health care needs. After the presentations by invited speakers, the panel will discuss key
topics defined in advance by the co-chairs followed by a question and answer session.

After the symposium, the Academy will host a Networking Dinner at Culprit (12 Wyndham Street,
around the corner from Cliftons; < 5 minute walk), including a brief welcome from Emily Lancsar on
behalf of the IAHPR Foundation Board. We were able to book the entire restaurant and the dinner is
included with registration for either the symposium, meeting or both (no guests, please).

On Tuesday, 3 December 2019, the Academy will host its full-day Scientific Meeting including peer-
reviewed podium presentations, lunch (with poster session), and a business session.

MONDAY, 2 DECEMBER 2019

Workshop, “Good practices in health preference research.”
Cliftons Auckland, Level 4, 45 Queen Street, Auckland, New Zealand
Instructor: Benjamin M. Craig,® Richard De Abreu Lourengo® and Elisabeth Huynh?

8:00-8:15 Arrival and Light Breakfast

8:15-9:45 Lecture

9:45-10:00 Morning Break

10:00-11:00  Hands-on exercise

11:00-12:00  Case discussion on symposium topic and regional issues
12:00-13:00  Workshop Lunch (Workshop attendees only)
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Symposium, “Giving a voice to marginalised groups for health care reform.” ' 4
Cliftons Auckland, Level 4, 45 Queen Street, Auckland, New Zealand eh
Meeting Chairs: Richard De Abreu Louren¢o® and Elisabeth Huynh® \,J #
HPR

13:00-13:15  Welcome L
13:15-14:30  Session 1 - Working with Indigenous Populations :
Different cultural perspectives in measuring and valuing health: a challenge for preference-weighted PROs, Nancy Devlin
What Matters: Development of a measure of Aboriginal and Torres Strait Islander Wellbeing, Kirsten Howard ©
Interview discussion — Esther Willing
14:30-14:45 Afternoon Break
14:45-16:00 Session 2 - Working with Marginalised Groups
Whose values in health? A comparison of adult and adolescent health state preferences for informing economic
evaluation and policy in adolescent health, Julie Ratcliffe *
The Russian doll experience: recruiting subpopulations of "hidden" populations for discrete choice experiments in
Australia, Hong Kong and Nigeria, Jason Ong ®
Interview discussion — Jo Watson, Chris Carswell *
16:00-17:15  Session 3 — Panel Discussion
A panel of eight contributors will discuss their experiences on incorporating consumers in health preference research
with insights on what has worked well, what doesn’t work well, where there is scope for more and how they would like
things to evolve. The discussion will conclude with an open question and answer session.
17:15-17:30  Concluding Remarks

Networking Dinner, 18:00-22:00
Culprit, 12 Wyndham Street, Auckland, New Zealand (1 block from Cliftons)
Chefs: Kyle Street, Jordan Macdonald

TUESDAY, 3 DECEMBER 2019

Scientific Meeting
Cliftons Auckland, Level 4, 45 Queen Street, Auckland, New Zealand
Meeting Chairs: Richard De Abreu Louren¢o® and Elisabeth Huynh®

8:00-8:15 Arrival and Light Breakfast
8:15-8:30 Welcome and Acknowledgement of Sponsors
8:30-10:00 Session 1
Patient preferences for approaches to cancer treatment - trading between
quality of life and survival, Alison Pearce®
Community preferences for care at the end of life: the final three weeks with
cancer, Deborah Street®
Exploring heterogeneity in moral terminology used by patients in palliative
care consultations, Eline van den Broek-Altenburg
10:00-10:30  Morning Break
10:30-12:00  Session 2
Eliciting quality-adjusted life years using the time trade off method for Prader-
Willi syndrome, John F. P. Bridges®
Valuing EQ-5D-5L: comparing the time trade off and discrete choice experiment valuation methods, Brendan Mulhern®
Peruvian valuation of the EQ-5D-5L: a direct comparison of TTO and DCE, Benjamin M. Craig®
12:00-13:15  Lunch and Group Photo
13:15-14:45  Session 3
Does combining data from the laboratory with a DCE improve our understanding of decision-making? Emily Lancsar®
Whose priorities matter? comparing patient and societal preferences for type 2 diabetes outcomes, Sarah Janse
Eliciting relative importance of subjective wellbeing dimensions: empirical comparisons of 4 methods, Gang Chen®
14:45-15:00  Afternoon Break
15:00-16:30  Session 4
Patient preferences for provider choice: a discrete choice experiment, Adam Atherly
Does the price premium for branded medicines reflect preferences? A case study from Australia, Elena Mechcheriakova
Pharmacist preferences for prescribing models in primary care in NZ: a discrete choice experiment, Rakhee Raghunandan
16:30-17:30  Business Session (All attendees are welcome)

%indicates an IAHPR member
IAHPR Foundation 2019
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IAHPR

International Academy of
Health Preference Research

11TH MEETING OF THE INTERNATIONALACADEMY OF HEALTH PREFERENCE
RESEARCH

Emily Lancsar
Australian National University, Canberra, Australia

Established on 15 April 2014, the International Academy of Health Preference Research (IAHPR) is a member-driven, inter-generational organization that
promotes educational activities and research with respect to health and health-related preferences. Our aim is to improve decisions about health and
healthcare throughout the world by developing, promoting, and supporting health preference research with the widest possible applicability.

The 11th Meeting will be held on Monday and Tuesday, 2-3 December 2019, and chaired by Richard De Abreu Lourengo and Elisabeth Huynh. The
workshop, symposium and scientific meeting will be held at Cliftons, Auckland, New Zealand.

Starting at 8:00 on Monday, 2 December 2019, the Academy will host a workshop on “Good practices for health preference research” led by Benjamin M.
Craig. The morning workshop will start by describing the basics on how to conduct a health preference study. After the mid-morning break, attendees will
be broken into groups and asked to assess an example study as a hands-on exercise. Richard De Abreu Lourengo and Elisabeth Huynh will then review
examples of challenges faced while assessing preferences in marginalised groups. The workshop builds directly from the textbook under development by
TAHPR members and incorporates the experiences of scientists working with the region.

After lunch, the Academy will host a symposium on “Giving a voice to marginalised groups for health care reform.” This symposium will be on the
priorities of groups that are difficult to reach/neglected/outside of the mainstream in health policy. Specifically, it will focus on the preference evidence of
four marginalised groups (adolescents and young adults [AYA]; lesbian, gay, bisexual, transgender, intersex and questioning [LGBTIQ]; members of
indigenous populations; and persons with disabilities) and its implications for health care reform. In complement to advocacy and developing health
policies that matter, having an understanding of their perspectives is an essential precursor to reforms that may better serve their social and health care
needs. After the presentations by invited speakers, the panel will discuss key topics defined in advance by the co-chairs followed by a question and answer
session. After the symposium, the Academy will host a networking dinner, including a brief welcome speech from the IAHPR Foundation, which is
handling all meeting arrangements.

Starting at 8:00 on Tuesday, 3 December 2019, the Academy will host the scientific meeting including peer-reviewed podium presentations, lunch (with
poster session), and a business session. The abstract submission system opened in April 2019 and closed on 25 September 2019.

Disclaimer

TIAHPR in general requests that a high standard of science is followed concerning publications and presentations at all its workshops, symposia and
meetings. However, IAHPR as a whole or its Foundation, or its members, do not take any responsibility for the completeness or correctness of data or
references given by authors in publications and presentations at IAHPR events.

It is not within the remit of IAHPR or its Foundation, in particular, to seek clarification or detailed information from authors about data in submitted
abstracts. Moreover, it is not within the scope of IAHPR and its committees to monitor compliance with any legal obligations, e.g., reporting requirements
or regulatory actions.
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Patient Preferences for Approaches to Cancer
Treatment: Trading Between Quality of Life
and Survival

Alison Pearce!, Deborah Jane Street?, Deme Karikios®, Rosalie
Viney?

lSydney School of Public Health, University of Sydney, Australia;
2Centre for Health Economics Research and Evaluation, University
of Technology Sydney, Australia;

*Nepean Cancer Care Centre and Nepean Clinical School, University
of Sydney, Australia

Background: Clinicians and patients with cancer are increasingly faced
with making trade-offs between the (possibly small) benefits of treatment
and potential side effects that reduce quality of life. Our research aimed to
determine what and how people trade-off between quality of life and
survival when choosing an approach to cancer treatment.

Methods: A discrete choice experiment (DCE) was conducted with an
online panel sample of 300 adults with a previous diagnosis of cancer.
Attributes included treatment duration and efficacy, side effect duration,
and quality of life (based on the QLU-C10D, a cancer-specific utility
instrument). Each participant completed 16 choice sets. We used mixed
logit models to analyse preferences and heterogeneity of preferences for
each attribute.

Results: The sample was older and reported poorer health than the general
population. Melanoma, prostate and breast were the most commonly
reported cancers. Additional survival was associated with a significant
increase in the chance of a treatment being selected (p < 0.01), and most
side effects needed to be severe to influence treatment selection. There
was heterogeneity in all attributes, but nausea, pain, and reduced mobility
were the side effects participants were most willing to trade survival to
avoid (willing to trade 10, 11, and 16 weeks respectively).

Conclusions: People with cancer are reluctant to trade survival for quality
of life, although the type and severity of side effects influences their
choice. Heterogeneity of preferences highlights the importance of patient-
centred decision making about approaches to and goals of cancer
treatment.

Community Preferences for Care at the End of Life:
The Final Three Weeks with Cancer

Deborah Jane Street!, Patricia Kennyl, Jane Hall!, Jane Phillipsz,
Meera Agar2

! Centre for Health Economics Research and Evaluation, University
of Technology Sydney, Australia;

2Improving Palliative, Aged and Chronic Care through Clinical
Research and Translation (IMPACCT), University of Technology
Sydney, Australia

Background: Demographic change in Australia and elsewhere means that
more people than ever before are living to older ages and dying from
progressive, life limiting conditions. Previous research finds that the
majority of Australians prefer to die at home, although most die in hos-
pital. This paper assesses the strength of preferences for end of life care,
focusing on location of care and of death in the final 3 weeks of life for
elderly cancer patients while including other contextual information.

Methods: A discrete choice experiment asked respondents to choose
which of two care trajectories they considered to be better. By asking

about completed trajectories we avoid the need for the probabilistic
information involved in a prospective decision and of having an opt-out
option. We included 12 attributes and, both to make the task less
demanding and to stop decisions that focused on only one attribute, we
presented respondents with choice sets in which only about half of the
attributes differed between the two options. We used an Australian pop-
ulation sample aged 45 or more from an online panel, with age-gender
quotas to match the Australian population aged 45 or over. We used a
mixed logit model to explore preference heterogeneity.

Results: Care that is predominately provided in hospital is the least
favoured care option and although there is significant variability about the
estimated mean, almost no respondents perceive it to be better than care
that is predominantly provided at home. Care predominantly provided in a
specialised palliative care unit was not significantly different from care
that is predominantly provided at home. On average, the place of death is
not important to respondents, although there is significant variability
around death in hospital compared to at home. Overall, a greater emphasis
was placed on pain control, cost and patient and carer well-being relative
to location of care or death.

Conclusions: Using a DCE to give context about the death means that
people can make a more informed decision about various aspects of care at
the end of life. In particular, with the context information provided, people
find that there are other aspects of care that are more important than dying
at home.

Exploring Heterogeneity in Moral Terminology Used
by Patients in Palliative Care Consultations

Eline van den Broek-Altenburg', Robert Gramling', Kelly
Gothard?, Maarten Kroesen®, Caspar Chorus®

! University of Vermont, College of Medicine, Burlington, USA;
ZUniversity of Vermont, Department of Computer Science,
Burlington, USA;

Delft University of Technology, Engineering Systems & Services
department, The Netherlands

Background: Optimizing end-of-life (EOL) care involves integrating
decisions at various levels for patients and palliative care (PC) physicians.
Measuring “quality” in PC delivery is therefore challenging and often not
assessed. One focus of quality is to measure features of communication
that help us understand patients’ personal values and beliefs that influence
choices fostering patient-centered treatment. These can be derived from
the vocabulary patients use and we can use this knowledge to differentiate
and respond more accurately to the needs of patients. The objective of this
study was to specifically identify “moral” words that patients use in PC
consultations and analyze if religion, self-reported EOL preferences,
spiritual needs, uncertainty and emotional feelings are related to differ-
ences in moral lexicon of PC consultations.

Methods: We used text data from 240 audio-recorded and transcribed
inpatient PC consultations and data from patient questionnaires at two
large academic medical centers in the United States. We used the Moral
Foundations Dictionary, an established list of moral words in the English
language, to extract moral words from the text using Natural Language
Processing. With a latent class analysis we explored if there were quali-
tatively different underlying patterns in the PC patient population. We
used count models to analyze different types of morality in the conver-
sations and explore if heterogeneous patterns of morality terms in patients
exist.

Results: We found two latent classes: class one in which patients did not
use many expressions of morality (about two thirds) in their PC
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consultations and class two in which patients did (one third). Age, race,
education, spiritual needs, and whether a patient was affiliated with
Christianity or another religion were all associated with class membership.
Gender, financial hardship and preference for longevity-focused over
comfort focused treatment near EOL did not affect class membership. In
our count models, we also found that some patient characteristics were
associated with the use of different moral terminology.

Conclusions: This study is among the first to use text data from a real-
world situation to extract information regarding individual moral expres-
sions and the relation with patient characteristics, attitudes and emotions.
The results of this study are relevant to those who seek to improve the
quality of communication in order to achieve better values-concordant
treatment at EO

References:

Graham J, Haidt J, Koleva S, Motyl M, Iyer R, Wojcik SP, Ditto PH.
Moral foundations theory: The pragmatic validity of moral pluralism. In
Advances in experimental social psychology 2013 Jan 1 (Vol. 47,
pp. 55-130). Academic Press.

Eliciting Quality Adjusted Life Years using the Time
Trade Off Method for Prader—Willi syndrome

Tara A. Lavelle!, Norah L. Crossnohere?, John F. P. Bridges3

lTufts University School of Medicine;
2Johns Hopkins Bloomberg School of Public Health;
*The Ohio State University Wexner Medical Center

Background: Prader-Willi syndrome (PWS) is a rare disease character-
ized by obesity and insatiable hunger (hyperphagia). There is no cure and
it is unknown whether symptom improvement from potential treatments
would improve quality-adjusted life years (QALYs) measured with direct
elicitation methods. The goal of this study was to examine the acceptance
and face validity of using a novel time trade off (TTO) method to value
PWS health states, and derive QALY for these health states.

Methods: We developed and fielded an online U.S. national survey to
PWS caregivers. We asked caregivers to answer TTO questions to value
three health states for a hypothetical 18-year-old with PWS: (1) Untreated
PWS, (2) PWS without obesity, (3) PWS without obesity or hyperplasia.
In novel TTO questions developed with input from PWS stakeholders, we
asked whether it would be better for the hypothetical PWS individual to
live 20 additional years in the health state described, or live fewer years
completely healthy. We calculated QALYs from TTO values, excluding
respondents without answers or with repetitive answers to all TTO ques-
tions. We used negative binomial regression analyses to examine how the
health state symptoms influenced TTO amounts.

Results: Among 458 survey participants, 226 (49%) completed the TTO
questions and met eligibility criteria (respondents). Characteristics of
respondents were similar to non-respondents. Respondents valued
untreated PWS at 0.69 QALYs, PWS with controlled obesity at 0.79
QALYs, and controlled hyperphagia/obesity at 0.92 QALYs. In adjusted
analyses, PWS with controlled obesity, and controlled obesity and
hyperphagia were associated with significantly higher health state values
compared to untreated PWS (p < 0.01).

Conclusions: Despite low response rates, using these novel TTO methods
to elicit QALYs for PWS demonstrated good face validity, and respon-
dents were similar to non-respondents. PWS health states with controlled
symptoms are associated with significantly higher QALYs compared to
untreated PWS.

@ Springer

Valuing EQ-5D-5L: Comparing the Time Trade Off
and Discrete Choice Experiment Valuation Methods

Brendan Mulhern'!, Richard Norman?, Deborah Street!, Koonal
Shah?, Emily Lancsar*, Julie Ratcliffe’, Rosalie Viney1

!University of Technology Sydney;
2Curtin University; SPHMR London;
*Australian National University; *Flinders University

Background: Two elicitation approaches used to develop EQ-5D-5L
value sets are the Time Trade Off (TTO) and Discrete Choice Experiment
(DCE). The recommended international valuation protocol (the EQ-VT)
includes both TTO and DCE without duration. However, DCE with
duration (DCETTO) has also been used. The methods may lead to dif-
ferences in value set characteristics, and it is important to compare the
values generated. The aim of this study was to compare the EQ-VT and an
online DCETTO protocol.

Methods: Data were collected from 302 Australians. Sample A (n = 151)
completed the EQ-VT followed by the DCETTO, and Sample B (n = 151)
completed the DCETTO followed by the EQ-VT. The EQ-VT included 15
TTO and 14 DCE tasks, and the DCETTO included 15 tasks. Value sets
were modelled using hybrid, conditional logit and preference hetero-
geneity models and the characteristics were compared. We also compared
the DCETTO estimates to the actual TTO values. Self-reported accept-
ability questions were also assessed.

Results: The methods led to differences in the value sets produced. The
DCETTO value set had a wider range than TTO (where the worst health
state had values of — 0.923 and — 0.342 respectively). The relative
magnitude of values for the mildest health states differed between
approaches. Pain/discomfort and anxiety/depression consistently had the
largest decrement, but the order of the other dimensions varied. For the 86
states included in the TTO, the actual TTO value differed from the esti-
mated DCETTO value by between 0.003 and 0.622. Both the TTO and
DCE were acceptable to respondents.

Discussion: This is the first study directly comparing three health state
valuation methods using a within-person study design and accounting for
potential ordering effects. Insights from the results will add to the evi-
dence regarding similarities and differences between the methods. This
will inform the future development of EQ-5D valuation protocols.

Peruvian Valuation of the EQ-5D-5L: A Direct
Comparison of ¢cTTO and DCE

Federico Augustovskil, Marfa Belizan', Luz Gibbons', Nora
Reyes?, Elly Stolk®, Benjamin M Craig®, Romina A. Tejada’

! Institute for Clinical Effectiveness and Health Policy (IECS), Buenos
Aires, Argentina;

2Unidad de Andlisis vy Generacion de Evidencias en Salud Publica,
Instituto Nacional de la Salud, Lima, Peru;

‘?EuroQol Research Foundation, Rotterdam, The Netherlands;
4University of South Florida, Tampa, Florida, USA

Background: Under the EuroQol Valuation Technology (EQVT) proto-
col, the composite time trade-off (cTTO) asks subjects to choose
iteratively between health problems and reduced lifespan until indifferent,
interpreted on a scale from 1 to — 1 QALY. In its discrete-choice
experiment (DCE), subjects choose simply between two outcomes (paired
comparison). Objectives: Our aims were to (1) produce EQ-5D-5L values
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from the perspective of Peruvian general population; (2) demonstrate the
feasibility of a “Lite” protocol that relies on fewer subjects, and (2)
directly compare cTTO and DCE value sets.

Methods: A random sample of adults (N = 1000) was recruited in Lima,
Arequipa and Iquitos for an interview survey. Some subjects (300) were
randomly selected to first complete 11 cTTOs. All respondents were asked
to complete 10 pairs with five EQ-5D-5L attributes and 12 matched pairs
(A vs. B and B vs. C) with EQ-5D-5L and lifespan attributes. We esti-
mated a ¢cTTO heteroskedastic tobit (N = 300) model [1] and three DCE
Zermelo-Bradley-Terry (ZBT) models (300, 700, and 1000) [2], each with
the same 20 incremental parameters.

Results: Each model produced a suitable value set (i.e., 20 positive
parameters); however, their lowest values differed greatly (cTTO: — 1.076
[N = 300]; DCE: — 0.984 [300]; 0.048 [700], — 0.213 [1000]). Compared
to the cTTO, the DCE (N = 300) produced different parameters (Pearson’s
correlation = 0.541), fewer insignificant parameters (0 vs 8) and fewer
QALY values less than zero (26% vs 44%). The DCE values (n = 700)
were higher, but similar (Pearson’s correlation = 0.800).

Conclusions: Apart from an EQ-5D-5L value set for Peru, the results
demonstrate that the “Lite” protocol was feasible and illustrate funda-
mental differences between ¢cTTO and DCE values. Because the values
disagree, both methods may not be valid. Do Peruvian adults prefer
“immediate death” (DCE) over almost half of the EQ-5D-5L outcomes
(cTTO) or just a handful of extreme problems (DCE)?

References:

1. Pickard AS, Law EH, Jiang R, Pullenayegum E, Shaw JW, Xie F, Oppe
M, Boye KS, Chapman RH, Gong CL, Balch A, Busschbach JJV. United
States Valuation of EQ-5D-5L Health States Using an International Pro-
tocol. Value Health. 2019 Aug;22(8): 931-941. doi: 10.1016/
j-jval.2019.02.009. Epub 2019 May 25.

2. Craig BM, Rand K. Choice Defines QALYs: A US Valuation of the EQ-
SD-5L. Med Care. 2018 Jun;56(6): 529-536. doi: 10.1097/
MLR.0000000000000912.

Does Combining Data from the Laboratory with a DCE
Improve Our Understanding of Decision-Making?

Emily Lancsar', Jemimah Ride?, Zack Dorner’

! Australian National University;
2University of Melbourne; >University of Waikato

Background: There is growing interest in the possibilities offered by
experimental economics to improve methods used in health economics.
Here we study the application of methods from the experimental eco-
nomics laboratory to health-related discrete choice experiments (DCEs).
The hypothesis is that we can improve our understanding of participants’
preferences by estimating novel, more comprehensive, preference models,
now accounting for or making fewer assumptions about factors usually not
captured in a DCE.

Methods: The setting for this study is a DCE examining preferences for
programs designed to improve nutrition and/or physical activity. These
lifestyle choices are highly relevant to the pervasive problem of obesity,
and carry significant health impacts. The DCE examines preferences for
type of program, cost, program goals, and financial incentives for
achievement of weight loss goals. We use laboratory methods to measure
respondents’ time preferences, intrinsic motivation, and physical stature,
incorporating each into the preference model. Using mixed logit estima-
tion we compared a model with attributes and covariates to the same

model with the addition of the variables from the laboratory. We test
whether harnessing additional variables from the laboratory has any sig-
nificant effect on our estimates of preference by examining the impact on
model coefficients and on willingness-to-pay for program attributes.
Results and conclusions: Measures of time preference and physical sta-
ture are statistically significant explanatory variables in our model. Adding
these to the model did not change preferences in relation to the attributes
of the nutrition and exercise programs nor other covariates, improved the
statistical properties of the models (AIC and BIC) and impacted the
estimated willingness-to-pay for program attributes. We discuss policy
insights, implications for DCE practice and methodological questions
raised by these findings.

Whose Priorities Matter? Comparing Patient
and Societal Preferences for Type 2 Diabetes Outcomes

Norah L Crossnohere', Ellen M Janssen?, Sarah Janse®, John F.
P. Bridges®

! Johns Hopkins Bloomberg School of Public Health;
2Center for Medical Technology Policy;
*The Ohio State University Wexner Medical Center

Background: There is a growing movement to consider patient priorities
alongside societal values in healthcare decision making. We compared
Likert-rating and best-worst scaling (BWS) methods for the prioritization
of type 2 diabetes (T2D) treatment outcomes among patients and the
general public.

Methods: Members of the American public and patients with T2D from a
nationally representative panel participated in an online, cross-sectional
survey. Participants evaluated seven T2D treatment outcomes (hypo-
glycemic events, Alc, weight loss, mental health, functioning, glycemic
stability, and cardiovascular health) using a Likert-type scale (not
important = 0, somewhat important = 5, very important = 10), and BWS
case 1. Sample-stratified mean Likert-scores were calculated for out-
comes, and BWS data were analyzed using mixed logistic regression
(probability re-scaled to sum to 100). Respondents indicated whether each
method was ‘relevant to them’ and ‘easy to understand’ (agree/disagree).
Acceptability of each method was defined as > 75% agreement with these
items.

Results: 314 members of the public and 313 patients participated in the
survey. Likert scores for attributes ranged from 7.1-9.1 across samples,
while BWS prioritization weights ranged from 2.5-37.5. Both samples
rated glycemic stability, cardiovascular health, and Alc among the three
outcomes in both Likert-rating and BWS. In Likert, patients more highly
rated Alc than the public (9.1 vs 7.9, P < 0.001). In BWS, patients more
highly valued Alc (37.5 vs 21.4, P < 0.001), and functioning (4.8 vs 7.6,
P =0.04) than the public. Patients met/exceeded 75% acceptability
benchmarks for both methods, however the public meet benchmarks for
neither method.

Conclusions: That the public did not find either prioritization method
relevant or understandable demonstrates the importance of including
patients’ priorities in healthcare decision making. BWS better distin-
guished between the relative importance of attributes in this study, but is
generally considered more burdensome to respondents. It is therefore
significant to preference researchers that patients found the more complex
BWS approach acceptable even after completing the simple Likert rating
task.
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Eliciting Relative Importance of Subjective Wellbeing
Dimensions: Empirical Comparisons of 4 Methods

Gang Chen', Angelo Iezzi!, Jeff Richardson'
'Monash University

Background: To understand the relative importance of different dimen-
sions of a subjective wellbeing (SWB) instrument, and to explore the
comparability of findings from different approaches.

Methods: The study focused on the five-item World Health Organization
Wellbeing Index (WHO-5). Four different methods were used in this
study. (1) Rating tasks, in which respondents were asked to directly rate
the importance of each SWB dimensions. (2) A profile case best-worst
scaling (BWS) method. By which, respondents were requested to indicate
the best and worst features of a series of SWB profiles derived from the
WHO-5 descriptive system. The BWS data were then analysed based on
random utility theory. (3) The experience-based method, i.e. the relative
importance was derived by regressing the overall life satisfaction on dif-
ferent SWB dimensions. (4) Data mining technique. In particular, a
multilayer perceptron feedforward artificial neural network technique was
adopted. An online survey was developed for the administration in Aus-
tralia, whilst respondents were recruited through an online panel company.
Results: A sample of 900 Australian adult respondents (51% female;
mean age: 45 years old, range 18—79 years old) were analysed. Relative
importance elicited based on four methods are not identical. Most methods
found that ‘felt cheerful and in good spirits’ and ‘felt calm and relaxed’ are
two most important dimensions, whilst there was not a clear conclusion on
the other three dimensions, ‘woke up feeling fresh and rested’, ‘daily life
has been filled with things that interest me’, and ‘felt active and vigorous’.
Potential reasons for the inconsistent rankings from different methods
were discussed.

Conclusions: This study demonstrated that depends on the methods been
applied, the elicited relative importance varied. The outputs of this study
also enriched our understanding of the association between population’s
characteristics and relative importance on different dimensions of an SWB
measure.

Patient Preferences for Provider Choice: A Discrete
Choice Experiment

Eline van den Broek-Altenburg', Adam Atherly'
!University of Vermont, College of Medicine, Burlington, USA

Background: Narrow network insurance plans, restricting provider
choice, are popular among patients buying health insurance in the United
States. However, it is unknown what aspects of provider choice matter the
most to them. This study uses a discrete choice experiment to estimate a
model of patient preferences regarding attribute(s) of the network of pri-
mary care providers and willingness to pay for open networks in health
insurance plans.

Methods: Data were collected from an online survey in December 2017.
Respondents were asked to complete 12 choice tasks differing in the levels
of the attributes of the provider network. Attributes included wait time to
see a primary care provider (in days), “breadth” of network (percentage of
primary care providers accepting the plan), travel time to the nearest
primary care provider (in minutes), whether the respondent’s personal
doctor is included and monthly premium. The levels were defined based
on the literature and focus groups with patients in three different U.S.

@ Springer

locations. We used mixed logit models to estimate preference-based
utilities for attributes of primary care provider networks and willingness to
pay.

Results: A nationally representative sample of 992 adults completed the
survey. Coverage of a personal doctor was the most important attribute
(B =0.8105, p < .001), followed by premium (f = — 0.0085, p <.001).
Although wait time to see a primary care provider (f = — 0.1315, p <
.001), the breadth of the network (f = 0.0206, p < .001) and travel time to
the closest doctor covered by the plan (B = — 0.0045, p < .001) were
statistically significant, the magnitude of the effect was smaller. On
average, respondents were willing to pay $94.86 more to get an insurance
plan that covers care for their personal primary care doctor, and $2.40
more for a plan with a broader network, controlling for coverage of the
personal primary care doctor. We also estimated the attribute weights in
terms of wait time: respondents were willing to wait 6 days more to see a
primary care doctor to have a plan that covers care with their personal
doctor. Some of the systematic differences could be explained by indi-
vidual characteristics, such as health status, gender and income. The
results were robust to various specifications, including a mixed logit model
allowing correlated random coefficients.

Conclusions: This study provides new insights to efforts to develop new
models or standards on provider network adequacy and access to care.

Does the Price Premium for Branded Medicines Reflect
Preferences? A Case Study from Australia

Elena Meshcheriakova', Stephen Goodall!, Deborah Jane Street’,
Rosalie Viney'

! Centre for Health Economics Research and Evaluation, University
of Technology Sydney, Australia

Background: Being the first prescription medicine to market provides an
advantage that persists even after patent expiry allows competition from
generics: brand becomes associated with the treatment and confers value.
Whether this arises from a doctor’s prescribing practice, familiarity,
advertisements, or word of mouth is difficult to disentangle. In Australia,
medicines are subsidised but manufacturers can charge the consumer a
brand premium (an amount above the fixed co-payment) for the branded
medicine. Despite higher prices for essentially the same product utilisation
of the medicine with a brand premium persists. We evaluated consumer
preferences for medicines with and without a brand premium.

Methods: We designed a DCE in which consumers were asked to choose
their preferred prescribed medicine - branded or generic - for a hypo-
thetical health condition. The DCE included a binary context attribute
reflecting whether the doctor wrote a brand name or the compound name
on the script. The attributes of each prescribed medicine included the
product name, cost, brand premium, collection time and pharmacist’s
recommendation. There were three arms providing different information
about cost. Arm 1: cost was described by one attribute representing the out
of pocket cost to the consumer; arm 2: cost was described by an attribute
representing price to the consumer and an additional binary attribute
indicating whether the price included a brand premium; arm 3: cost was
described by an attribute representing the price to the consumer and an
additional attribute indicating the amount that a brand premium con-
tributed to that price (zero if there is no brand premium). Respondents saw
6 examples of each script type. Respondents were recruited via an on-line
panel. Analysis was undertaken with mixed-logit and latent class models.
Results: 1203 respondents, randomly allocated to the three arms, com-
pleted the study. Consumers prefer branded medicine to other products at
lower prices but are indifferent to product type at higher prices. In arm 2
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consumers were willing to pay up to a $1 more for a product with a brand
premium but in arm 3 respondents showed an unwillingness to pay for a
product that included a brand premium.

Conclusions: When generic competition is available, pharmaceutical
prices should fall, however, this experiment shows that brand premiums
may inadvertently distort the market for pharmaceuticals.

Pharmacist Preferences for Prescribing Models
in primary Care in NZ: A Discrete Choice Experiment

Rakhee Raghunandanl, Carlo A Marra', June Tordoff", Alesha
Smith'

!School of Pharmacy, University of Otago, Dunedin, New Zealand

Background: The non-medical prescribing workforce in New Zealand
(NZ) is evolving as more health professionals gain prescribing rights.
Given the slow uptake of prescribing by pharmacists, a discrete choice
experiment was used to understand which prescribing models practising
community pharmacists would prefer in primary care.

Methods: The stated choice survey included attributes developed from the
literature and refined following qualitative feedback from pharmacists.
The four attributes were location of prescribing service, education
requirement for prescribing, professional service fee charge, and change in

pharmacist’s income. The labelled alternatives were five different pre-
scribing models proposed for community pharmacists: independent
prescribing, collaborative prescribing, delegated prescribing, minor ail-
ments prescribing, and ‘pharmacist only medicines’ prescribing. An
availability design was required to show three out of the five labelled
alternatives in each choice task. A D-efficient design was obtained using
Ngene design software and Excel, with 30 choice tasks in three blocks of
10 choice tasks each. The survey was distributed online and analyses
included multinomial logit and random parameters logit models.
Results: 264 practising community pharmacists fully completed the online
survey, resulting in 2640 observations. Random parameter logit model
estimation indicated stronger preferences for the minor ailments and
collaborative prescribing models, compared to the ‘pharmacist only
medicines’ prescribing model (p < 0.05). Random parameter logit anal-
ysis suggested evidence of preference heterogeneity for these prescribing
models (p < 0.01). A pharmacist prescribing service located at the com-
munity pharmacy was preferred compared to at a GP practice (p < 0.001).
The accredited learning modules option i.e. micro credentialing was the
strongest education requirement preference (p < 0.01).

Conclusions: This is the first discrete choice experiment used in pharmacy
in NZ to explore community pharmacist preferences for prescribing
models in primary care. The study offers insight into community phar-
macist preferences and has the potential to be used when developing
sustainable and well-utilised pharmacist prescribing services and
education.

@ Springer
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