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Impossible de financer 

tous les services

Décisions concernant 

l’allocation des 

ressources

Information au sujet des 

“préférences”

Pourquoi?
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Méthodes de révélation de préférences

Methods of 

benefit valuation

Economic 

methods

Non-economic 

methods

Stated 

preferences

Revealed 

preferences

Discrete choice 

experiment (DCE)

Standard gamble 

(SG)

Time trade-off 

(TTO)
Ranking tasks (Best-

worst scaling)

Satisfaction 

survey

Opinion poll

Visual 

analogue 

scale (VAS)

!

Opportunity cost

!

Incentive compatibility
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Stated vs. Revealed preferences (SP/RP)

 RP est base sur les choix réels (e.g. supermarché)

 SP est base sur les choix hypothétiques (e.g. questionnaire)

« once we give up the assumption that observing choices is
the only source of data on welfare, a whole new world opens
up, liberating us from the informational shackles of the
traditional approach » (A. Sen, 1977)
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Contingent valuation (Payment card)

Characteristics of the screening

Place of screening Family Planning Clinic

Type of Screening Urine test

Chance of developing Pelvic 

Inflammatory Disease (PID) if 

you are not screened

10% (1 in 10)

If there is support and further 

information when results are 

received

Yes – a trained Health

advisor
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Contingent valuation (Payment card)
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Time trade-off (TTO)
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Standard gamble (SG)
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Evolution historique
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De nos jours

• QALYs still dominate health policy making (e.g. NICE)

• Recognition QALYs don’t work in some areas (e.g. end-
of-life)

• Patient preferences widely recognised as important

- Shared medical decision making

- Person-centered care

- Personalised medicine

- Realistic medicine

• DCE is now accepted => Risk-Benefit trade-offs (e.g. 
FDA, iQWIG, EMA)

13



Discrete choice experiment (DCE)

Key information

 Survey (also called stated choice survey)

 Choice-based

 Attribute-oriented
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“Fathers of DCE”

 Based on 3 theories of human behaviour

1. Random utility theory (Thurstone, 1927)

U = V + e

2. Characteristics demand theory (Lancaster, 1966)

V = f(X,b)

3. Revealed preference theory (Samuelson, 1938)

A > B then U(A) > U(B)

 Random Utility Maximisation (McFadden, 1974)
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Différentes étapes

1. Identifying attributes and their values

2. Creating the choice sets

3. Collecting data

4. Analysing data
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Etape #1: Identifier les attributs
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Etape #2: Générer les épreuves de choix
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Etape #4: Analyser les données

Primary outcomes

 Does it matter? (yes/no)

 Which influence? (positive/negative)

Secondary outcomes

 Ranking of the attributes in terms of influence/importance

 Marginal rates of substitution (e.g. WTP values)

 Uptake probabilities (“Market share”)

 Welfare analysis / compensating variation
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Applications en sante

 ~ 1,000 études (PubMed; Nov 2017)

 Rapide augmentation (~250 études on 2012)

 Principalement préférences des patients pour des traitements 

médicaux, mais pas que …

 Patient experiences

 Health state valuation

 Going beyond QALYs in RCTs

 Preferences for health system changes

 Determining workforce decisions

 Priority setting

 Behavioural change

 Preference-based weights for index measures 20



Example #1:  Health-state valuation
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Exemple #2: Going beyond QALY in RCT 

22



Exemple #3: Healthcare system organisation
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Exemple #4: Worforce
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Exemple #5: Healthcare priority setting 
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Exemple #6: Behavioural change
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DCE conclusion

Pros Cons

• Very powerful

• Elegant approach

• External validity

• Cognitive difficulty

• Limited #attributes

• Results transferability

• Analytical skills
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