Societal preferences for the allocation of healthcare resources: a discrete choice experiment in a Canadian setting
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INTRODUCTION: Conventional quality-adjusted life year (QALY) maximisation assumes that the societal value of healthcare is a linear function of absolute quality gain, duration of benefit, and individuals treated.  An increase in any factor is associated with a proportional increase in value.  However, there is growing evidence of a reluctance to allocate resources solely on the basis of maximising expected QALYs, and a willingness to sacrifice efficiency for equity.  

OBJECTIVE: To elicit preferences of the Canadian public and decision-makers over the allocation of healthcare resources using discrete choice stated preference methods.

METHODS: An age, sex and geographically representative sample of the Canadian public was provided by a market research firm, and potential decision-makers were invited via targeted emails.  Questionnaires were administered online.  Respondents were asked to prioritise one patient group from each of 11 hypothetical, unlabelled pairs described in terms of age, quality-of-life and life expectancy without treatment, quality-of-life and individual life years gained with treatment, total patients treated, and aggregate QALYs gained.  Choices were modelled using a dummy-coded latent class multinomial logit.  Welfare effects were defined as the compensating variation associated with a move from the reference level of each attribute.  The number of QALY maximising choices per respondent was also tracked.

RESULTS: 612 public respondents and 44 self-identified decision-makers completed a questionnaire.  A 2-class model without aggregate QALYs had the best fit, and the combined results suggested that prioritising younger and larger patient groups was associated with the greatest welfare gains.  Unexpectedly, prioritising patients with the shortest untreated life expectancy had negative welfare effects.  Comparisons across latent classes revealed offsetting preferences over initial and final quality-of-life.  A ranking of scenarios by choice probability suggested that large aggregate QALY gains were associated with better rankings, but small QALY gains to the youngest patients were also ranked highly, and large QALY gains to patients in the best untreated health state were ranked lower.  The mean number of QALY maximising choices was not significantly different than chance, and only 3% of respondents maximised QALYs in every choice.  Decision-makers were no more likely than the public to maximise QALYs.

CONCLUSIONS: Although scenarios with larger aggregate QALY gains tended to have a higher likelihood of choice, respondents did not appear to have a systematic preference for maximising QALYs.  Instead, there appeared to be a willingness to forego some QALY gains to prioritise groups on the basis of factors such as age and initial quality-of-life.    
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