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Abstract

Background: Alternative options to hospital care like home care or local health centers (LHCs)
are being advocated. However, no study has measured citizens’ preferences (who will finance
these services via taxation) for these options.
Objectives: We measured (i) citizens’ preferences for these services, that is, respondents stated
where they would like to get the treatment; (ii) the strength of their preference.
Methods:Acomputerized survey composed of (i) a decision aid to inform respondents about the
three options; (ii) three scenarios, from light-to-heavy care, that respondents should rank from
the most to the least preferred option of care. (iii) a contingent valuation survey (CVS) to assess
how much respondents were willing to pay for their preferred option (except for hospital care if
chosen, because it is the default option and free). (iv) a socio-demographic questionnaire.
Results: Data were collected from a representative sample of citizens living in the Rhône–Alps
Region (n = 800). The heavier the care was, the more respondents preferred hospital care.
Willingness to pay for additional taxation per household/month varied from €13.9 for light care
in LHC to €19.1 for heavy home care. The small number of protesting respondents and outliers,
and the close correlation between preferences, income, and WTP supports the validity of
the CVS.
Conclusion: In France, for cancer, not all citizens would prefer to be treated at home rather than
in a hospital. Only less than a quarter would prefer LHC. These results show the mismatch
between public health policies and the citizens’ preferences.

Introduction

Cancer is one of the leading causes of death and disability worldwide (1). Cancer treatment has
received additional attention in the last decade because of the very high costs associated with new
targeted therapies (type of cancer treatment that targets proteins that control how cancer cells
grow, divide, and spread, for example, bevacizumab an angiogenesis inhibitors nivolumab, anti-
PD1 antibody). In France like in many other developed countries (England, Japan, Canada,
Australia, Spain, Denmark), (2–4) the debate has also focused on where patients should receive
and would prefer to receive their treatment, that is, in hospital, home or in local health centers
(LHC) (2;5;6).

A large variety of treatments can now be provided at home (e.g., antibiotics, parenteral
feeding, pain treatments, dressing changes, chemotherapy, and palliative care), 24 h a day, 7 days
a week through a hotline with the same level of safety and effectiveness as in the hospital (7).
However, even though its use is growing, home care is still under-used (8;9) representing less than
0.7 percent of cancer care (2).

LHCs are ambulatory facilities usually run by teams of GPs, nurses, and/or physiotherapists
and are found in large cities, suburbs, small towns, and rural areas. The number of LHCs is
increasing in France since 2000. However, they do not currently offer cancer treatments, but
healthcare decision makers (DMs) think that they represent a potential option for cancer care.
They are assumed to have the advantages of safety and effectiveness of treatment and closer
proximity to home without the perceived drawbacks of home care (e.g., intrusion of care into
daily life) and hospital (e.g., the stress of hospitalization, proximity to other patients).

In response to the increasing demand for care in cancer as well as more generally in chronic
care, DM wish to develop these alternative options to hospital care, hoping they could be both
cost-saving and preferred by patients. Nonetheless, reality ismore complex. A survey showed that
cancer patientsmay prefer hospital as compared to home care, especially for complicated care (8).
In this survey, the vast majority of cancer patients in the Rhone–Alps region wanted to separate
home life from the place of care and wanted to avoid becoming a burden on their relatives. A
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quarter of the patients (24 percent) preferred home care mainly to
avoid traveling, maintain their lifestyle, and because they found
hospitals frightening. Only 5 percent of participants preferred to
receive treatment in LHCs. Based on these findings, we wanted to
explore French citizens’ preferences for place of care for cancer
(i.e., a respondent states where they would like to get the service if
needed, between home care, LHC, or hospital in the same region
that our survey on patient’s preferences was done (10)) and their
strength of preference for their chosen alternative. We decided to
study the general public (i.e., citizens) preferences because their
preferences matter re what will be funded or not (e.g., via taxation).
Indeed, French healthcare system is collectively and publicly
funded.

We conducted a willingness to pay (WTP) survey in the
Rhone–Alps region of France among the general population on
the topic of hospitals versus alternative places of care for cancer.
Contrary to other measures of preference, WTP has the advan-
tage to allow capturing the opportunity cost of the type of service
chosen if additional resources are required to develop it (11). In
other words, it forces the respondent to think where the add-
itional money will come from. It is especially interesting in our
context where the development of the alternative places of care
will be funded by citizens. To the best of our knowledge, the
questions asked in this study have not been studied for hypo-
thetical options related to service use (and not a specific treat-
ment). Also, contingent valuation surveys in healthcare are also
typically used to study use value, that is, actual users WTP in a ex
post context or at the point of consumption (12). Our goals were
twofold:

1) To elicit from a representative sample of citizens their prefer-
ences for the three options: home care, LHC, and hospital.

2) To conduct a contingent valuation survey among the partici-
pants to measure how much they are willing to pay for their
preferred option.

The results obtained could help DM to prioritize the alternative
places of care that are respectful of the general population’s pref-
erences in the Rhone–Alps Region. The methodology described in
this study can help DM in other regions.

Survey design and data collection

Participants

Participants were adults over 18 years old recruited by the national
survey institute “Research Now.” Ethics approval for the study was
obtained (Leon Bérard cancer center Ethics committee, Advisory
Committee on Information Processing in Material Research in the
Field of Health).

CV survey

Because clear and understandable information about the options is
an important prerequisite for the CV method (13), we decided to
integrate a decision aid in our CV survey. Decision aids have been
shown to increase patients’ understanding and improve the quality
of the information conveyed (14;15). The web CV survey was
divided into four sections:

1) Questionnaires on citizens’ sociodemographic and experience
of care. There was also a question on the respondent’s per-
ception of their cancer risk because our hypothesis was that the

more the respondent worried about cancer, the higher would
be their WTP.

2) A computerized decision aid that provided information on the
three options of care (hospital care, home care, LHC) devel-
oped in a previous study of our team (10).

3) Preferencemeasures for different scenarios of cancer care. To be
as realistic as possible in representing the diversity and com-
plexity of the cancer context, we developed three scenarios, in
collaboration with clinicians. To validate the scenarios devel-
oped, a pre-test was done among a convenient sample of clin-
icians (n = 6) not involved in the development on the survey,
belonging to four different structures managing cancer patients
at home or at hospital to test the neutrality of information and
the plausibility of the scenarios. The three scenarios are ranging
from light (curative) cancer care to heavy (e.g., palliative) care:

1) Scenario 1: short chemotherapy (<1 h) every month for
6–12 months.

2) Scenario 2: medium or long chemotherapy (2–6 h) over
5 consecutive days for 6–2 months.

3) Scenario 3 (e.g., palliative care): patient can have different
types of care (chemotherapy, treatment against pain in infu-
sion, an antibiotic in infusion, enteral or parenteral feeding, a
blood transfusion) as needed. For each scenario, the respond-
ent had first to rank the options (hospital, home care or LHC)
from the most to the least preferred and then to indicate using
visual analog scales (VAS) the strength of their preference for
their preferred option. To study preference determinants,
attitudinal questions related to cancer management were also
added. These questions were developed from reasons given by
cancer patients to explain their own preferences for a place of
care collected in our research team’s previous studies (6;10;16)
(Supplementary Material S1).

4) The CV question: WTP for home care and for LHC. For each
scenario, the WTP question was: “How much is the maximum
are you willing to pay per month per household to use [the
respondent’s preferred option: home care /LHC] if needed? Please
bear in mind that your payment would reduce the amount of
money you have to pay for other goods/services.” Only respond-
ents who declared they preferred home care or LHC to the
hospital were asked to respond to this question. For example, if
a respondent preferred home care in scenario 1, LHC in scenario
2 and hospital in scenario 3, twoWTP questions were asked, one
about home care in scenario 1 and the other one about LHC in
scenario 2. If a respondent preferred a hospital for each scenario,
no WTP question was asked since in the French healthcare
systemcancermanagement in ahospital is considered the default
option andprovided free of charge, thus the question is irrelevant
and can be confusing to respondents.

WTP elicitation format: payment card

The respondents were asked to indicate their maximumWTPusing
a payment card where payment bids ranged from 0 to 25 Euros,
with the possibility of giving another amount. These amounts were
determined in a pre-test of the whole survey, which was adminis-
trated online to a sample of 100 individuals from the general
population (Supplementary Material S2).

“Cheap talk” and follow-up question

Tomitigate the divergence between real and hypothetical payments
called hypothetical bias (16) a “cheap talk” that is, a statement that
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emphasizes the importance of the respondent’s answers to incite
them to devote more effort, attention, to the preference elicitation
task (17–19) has been added. Moreover, after the WTP questions,
respondents were asked to indicate in a follow-up question, how
sure they were about the amount chosen on a scale from 1 to
10 (where 1 is very uncertain and 10 is very certain).

Payment method

Themethod of payment can impact theWTP and the proportion of
protest zeros (20–22). The choice of payment method has to be
realistic and neutral with respect to the context (23). Even if a tax is
generally associated with a high rate of protest responses (24), we
decided to use it as a payment method because in France more than
75 percent of healthcare spending is publicly funded. Moreover,
there were no protest responses about this type of payment method
in the pre-test results.

Statistical analysis

There are several ways to estimate mean and median WTP. The
first is to consider the selected bid amount on the payment card as
an exact expression of the respondent’s maximumWTP (25). The
second method is based on the interval regression model which is
particularly relevant when the payment card is used. This model
is a reparameterization of the random utility model developed by
Hanemann (26). The trueWTP value is considered to be between
the amount selected and the next higher amount on the payment
card, that is, the WTP was within this range. The interval regres-
sion model can be estimated with the intercept only to estimate
the median and the mean WTP for the sample. (27). We used the
log of the WTP to produce a near-normal distribution because
the WTP values were not normally distributed. Moreover, the
estimate with the interval regression model is presented with the
non-parametric bootstrap estimate of the 95 percent confidence
interval with 1,000 replications. We also estimated separately the
WTP in the sub-group of respondents who were sure of their
WTP. For the recoding method, the threshold used for consid-
ering a response as certain was seven, as recommended by some
authors (28;29).

The interval datamodel has also been used to study the variables
affecting theWTP and to test its internal validity. Variables used in
the WTP analyses and the associated hypothesis are described in
Supplementary Material S3. The models were compared with AIC
(i.e., Akaike’s InformationCriteria), BIC (i.e., Bayesian Information
Criteria) log-likelihood and the Cox–Snell pseudo-R2 in which the
ratio of the likelihoods reflects the improvement of the full model
over the intercept-only model. The coefficients estimated can be
interpreted like in the OLS model: if we change x by 1 (unit), we
expect our y variable to change by approximately 100�β1 percent.
The exact value is: percentΔy= 100�(exp(β1)�1). In addition, two-
way ANOVA or mixed model and non-parametric tests had been
used to compare continuous variables across groups.

Finally, to classify the protest respondents (i.e., respondents
indicating zero WTP for their preferred option) they were asked
to explain why they were unwilling to pay by ticking the most
important reason from a list of possible explanations provided.
According to the literature (30), a zeroWTP can be reclassified as a
true zero WTP or as a protest response. We classified here a zero
value as a protest response if the respondent checked “I did not
understand the question”, “There was not enough information for
me to choose”, “I refuse to pay for care”, “Other.” After controlling

with binary logit regression to ensure that the protest respondents
were not different from respondents who provided a positive or a
true zero WTP, we excluded the protesters from the analysis of the
WTP (Supplementary Material S4).

Results

Sample characteristics

We aimed to recruit a sample that is representative of the popula-
tion of the Rhone–Alps Region. It was developed with the quota
method regarding sex, age, socioprofessional category, and admin-
istrative department sub-regions criteria.

A total of 1,046 individuals were invited to participate to the
web-based survey and 95.7 percent accepted, corresponding to a
sample of 1,001 respondents. We focus here on a random sub-
sample of 800 respondents, who responded with a payment card,
the other 201 individuals were given an alternative elicitation
method for their WTP that we do not present in this paper.

Respondents’ characteristics are presented in Table 1. Respond-
ents were 46 � 14.7 years old on average. More than a half had a

Table 1. General population sample characteristics

Characteristic (N = 800)
Mean (sd)
or n (%)

Gender Male 377 (47.1%)

Age years mean (sd) 46.0 (14.7)

Education degree

Primary 38 (4.8%)

Secondary 310 (38.8%)

University 452 (56.5%)

Employed(Yes) 481 (60.1%)

Socio-professional category

High 238 (29.8%)

Low 260 (32.5%)

Inactive/Not employed 302 (37.8%)

Employment status

Full-time 424 (53.0%)

Part-time 57 (7.1%)

Retired 161 (20.1%)

Unemployed 120 (15.0%)

Student 38 (4.8%)

Living with a partner Yes 569 (71.1%)

Children (<18 yr) at home(Yes) 271 (33.9%)

Annual household income

<€21,000 204 (25.5%)

€21,000–<€36.000 243 (30.4%)

>€36,000 296 (37.0%)

Missing 57 (7.1%)

Public health insurance Yes 129 (16.1%)

Private additional health insurance Yes 738 (92.2%)

(Continued)

International Journal of Technology Assessment in Health Care 3

https://doi.org/10.1017/S0266462322000599 Published online by Cambridge University Press

https://doi.org/10.1017/S0266462322000599


university degree andwere fully employed. A quarter had a post-tax
net annual household income under €21,000. A large majority, 92.2
percent, had additional private health insurance as well as public
health insurance.

Table 2 shows respondents’ experience of care, 73.1 percent had
already been hospitalized and 35.6 percent had already experienced
home care. Concerning cancer, 55.1 percent knew a relative who
had already had cancer. Only 5.2 percent of the respondents had
already been treated for cancer and 1.2 percent were still under
treatment.

Ranking of scenarios

As shown in Figure 1, the preferred option for scenario 1 (light care)
was home care for 46.1 percent of the respondents, hospital for 35.1
percent and LHC for 18.7 percent. For medium care, hospital and
home care were closely ranked with respectively 37.0 percent and
38.1 percent of respondents choosing these options as the first
choice. For heavy care, hospital was the first choice for a large

Table 1. (Continued)

Characteristic (N = 800)
Mean (sd)
or n (%)

What is the price of this? (month/person)

<€30 125 (16.9%)

€30–€50 180 (24.4%)

€50–€70 105 (14.2%)

€70€–€100 125 (16.9%)

>€100 115 (15.6%)

Do not know 88 (11.9%)

Distance from home to hospital

<5 km 274 (34.2%)

5–15 km 280 (35.0%)

15–30 km 196 (24.5%)

>30 km 50 (6.2%)

Do you have a local health centre close to your home?

Yes 201 (25.1%)

No 189 (23.6%)

Do not know 410 (51.2%)

Distance from home to local health centre (n = 200) km

<5 km 81 (40.3%)

5–15 km 86 (42.8%)

15–30 km 25 (12.4%)

>30 km 9 (4.5%)

Mental quality of life: sadness during last 2 wk

Not at all 437 (54.6%)

Several days 267 (33.4%)

More than the half of the days 60 (7.5%)

Almost every day 36 (4.5%)

Quality of life on VAS from 0 to 10 mean (sd) 8.5 (1.7)

VAS, visual analog scale.

Table 2. General population’s experience of care

n (%)

Personal experience

Hospital

Yes 585 (73.1)

No 215 (26.9)

Hospital with length of stay >5 days

Yes 358 (61.2)

No 227 (38.8)

Cancer

Yes 42 (5.2)

Yes under treatment 10 (1.2)

No 739 (92.4)

I do not wish to answer this question 9 (1.1)

Individual perception of cancer risk at 10 yr

High or very high 158 (19.8)

Moderately high 251 (31.4)

Low or very low 161 (20.1)

Do not know 230 (28.8)

Home care

No 515 (64.4)

Yes 285 (35.6)

Home care for heavy cancer care

No 790 (98.8)

Yes 10 (1.2)

Home care for heavy care

No 753 (94.1)

Yes 47 (5.9)

Local health centre for cancer

No 796 (99.5)

Yes 4 (0.5)

Local health centre for heavy cancer care carescancer

No 796 (99.5)

Yes 4 (0.5)

Respondent’s relatives’ experience

Relatives who have already had cancer

Yes 441 (55.1)

No 350 (43.8)

I do not wish to answer this question 9 (1.1)

Home care for cancer

No 650 (81.2)

Yes 150 (18.8)

Local health centre for cancer

No 776 (97.0)

Yes 24 (3.0)

(Continued)
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majority of respondents (49.1 percent), followed by home care (29.5
percent). Whatever the scenario, LHC was the option with the
lowest proportion of respondents preferring it as a first choice.
The strength of preference (measured with VAS from 0 to 10) was
significantly higher for respondents who preferred home care
(whatever the scenario) (p < .001); scores were 8.5 � 1.5,
8.4 � 1.6, 8.3 � 1.7 for light, medium and heavy care respectively.
For hospital, scores were 8.1� 1.6, 8.0� 1.6, and 8.0� 1.6 for light,
medium and heavy care respectively; and for LHC, scores were
7.7 � 1.6, 7.6 � 1.4, 7.6 � 1.3 for light, medium and heavy care
respectively. LHC was the option with the weakest preferences.

WTP estimations for home care and LHC

Table 3 summarizes the results for the WTP questions. These
results demonstrate that there are significant differences in the
valuation of the WTP across scenarios. In the whole sample, for
home care, the meanWTP was €12.1/per month/per household for
light care, €13.3 for medium care, and €14.7 for heavy care
(p < .001). The mean WTP estimated with interval regressions
had the same trend, with €15.7, €17.0, and €19.1 for light, medium,
and heavy care respectively. For LCH, themeanWTPwas €10.6 per
month/household for light care, €14.7 for medium care, and €13.9
for heavy care. These differences too are significant (p < .001).

Finally, if we compare mean WTP between certain and uncer-
tain respondents, the mean WTP was higher for respondents who
were certain for all scenarios except for respondents who had a
preference for LHC for heavy care whatever the method used.
However, this difference is statistically significant only for respond-
ents who had a preference for medium care at home (p = .035) and
heavy care at home (p = .047). Analysis conducted among the
“certain” respondents sample provided more or less the same
results in terms of significant variables, but with different

Figure 1. Diagram of the general population study: whole sample n = 800.

Table 2. (Continued)

n (%)

Home care

No 391 (48.9)

Yes 409 (51.1)
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coefficients and a slightly better adjustment (R2 criteria)
(Supplementary Material S4).

As shown in Table 4, household income (except in the sub-
group of respondents who preferred LHC for heavy care) was a
strong predictor of the WTP.

Whatever the scenario, for respondents who preferred home
care, a higher strength of preference had a positive impact on
valuation, whereas for LHC, this relation was not significant
(p = .650).

Quality of life was a positive predictor of the WTP for S3home

(p= .055) and S3LHC (p= .023) (S3, scenario for heavy care) but was
not significant for other scenarios, the higher is the quality of life the
higher is theWTP. Finally, education level, number of people in the
household and experience of home care did not impact the mean
WTP whatever the scenario was. The proportion of respondents
who provided a zero valuation in response to the WTP questions
ranged from 13.1 percent for scenarios 1 and 2 to 15 percent for
scenario 3 (Supplementary Material S6). After the reclassification
process, the rate of protest responses varied from 6.5 to 8.5 percent
for scenarios 1 and 2 respectively.

Discussion

In this study, we elicited for the first time citizens’ preferences for
home care, LHCs and hospital in the context of cancermanagement.
We also assessed respondents’WTP for their preferred option (home
care or LHC) according to three different scenarios ranging from
light cancer management to heavy (e.g., palliative) care.

Our results showed that the heavier the care scenarios were, the
stronger were the preferences for hospital care. The mean WTP

tendency also increased as the care scenario became heavier, that is,
people were prepared to pay more for heavier care.

Concerning the acceptability and validity of the CVmethod, the
proportions of protest responses and outliers were very low. Indeed,
our proportion was never higher than 8.5 percent. A meta-analysis
of 254 studies indicated that the rate of protest responses is around
18 percent on average, sometimes reaching 50 percent (31). More-
over, as expected, using the whole sample, the interval regression
model indicated that income is a good predictor of the WTP.
Additionally, the relation betweenWTP and strength of preference
was significant and in the expected direction. These elements seem
to confirm the validity of the CV survey results.

Concerning preferences, another French study (32) analyzed
patient and population preferences for home care and hospital
without focusing on a specific disease using the discrete choice
experiment method. They found that 50 percent of patients and
50 percent of citizens preferred home care. The strength of their
preference was also significantly higher for home care than for
hospital whatever the scenario. We obtained similar results but
the authors did not include LHC, which could explain a higher
proportion of respondents who prefer home care. In a previous
study about patients’ preferences, a large majority of patients
preferred hospital (70 percent), a quarter preferred home care
and only 5 percent LHC (10). This study showed that citizen’s
preference are slightly different. Indeed, a large number of citizens
preferred home care (between 30 and 46 percent depending on the
scenario) or LHC (between 19 and 25 percent according to scen-
ario). While the hospital is the preferred option for 35 to 49 percent
of citizens depending on the scenario. We did not expect that
patients and general public will have the same preferences. Our
results confirms our expectation but enable us to quantify the

Table 3. WTP Estimates on the whole sample and a sub-sample of “sure” respondents, according to scenario and preferred option

Home care Local health centre

WTP /month/household Scenario 1 (S1home) Scenario 2 (S2home) Scenario 3 (S3home) Scenario 1 (S1LHC) Scenario 2 (S2LHC) Scenario 3 (S3LHC)

Full sample n = 342 n = 279 n = 214 n = 142 n = 181 n = 157

mean (sd)a 12.1 (13.3) 13.3 (12.7) 14.7 (16.0) 10.6 (11.6) 14.7 (26.4) 13.9 (18.1)

median [IIQ] 10.0 [3.0–20.0] 10.0 [5.0–20.0] 10.0 [5.0–25.0] 8.0 [3.0–15.0] 10.0 [5.0–20.0] 10.0 [5.0–20.0]

intreg mean 95%ICb 15.7 (12.6–20.1) 17.0 (13.5–22.0) 19.1 (14.2–26.7) 13.92 (9.9–20.4) 16.05 (12.2–21.9) 17.6 (12.2–26.7)

intreg median 95% IC 8.1 (7.1–9.2) 9.8 (8.6–11.1) 9.8 (8.4–11.5) 7.3 (6.05–8.9) 9.2 (7.8–10.7) 8.7 (7.1–10.6)

Sure samplec n = 243 n = 202 n = 163 n = 95 n = 125 n = 115

mean (sd)a 13.2 (14.9) 14.2 (13.8) 15.8 (17.4) 11.5 (13.1) 13.1 (12.5) 13.2 (13.9)

median [IIQ] 10.0 [3.0–25.0] 10 [5.0–25.0] 15 [5.0–25.0] 10.0 [3.0–20.0] 10.0 [5.0–20.0] 10.0 [5.0–20.0]

intreg mean 95%ICb 17.3 (13.04–48.1) 18.19 (13.8–25.1) 20.3 (14.6–29.7) 14.8 (9.9–23.8) 17.1 (11.9–26.2) 17.7 (11.4–29.5)

intreg median 95% IC 8.3 (7.10–9.7) 10.3 (8.9–12.0) 10.6 (8.9–12.6) 7.8 (6.2–9.7) 9.0 (7.3–11.1) 8.5 (6.7–10.8)

Unsure samplec n = 99 n = 77 n = 51 n = 47 n = 56 n = 42

mean (sd)a 9.55 (7.5) 10.8 (8.9) 11.1 (9.4) 8.8 (7.4) 12.8 (20.2) 15.64 (26.5)

median [IIQ] 10 [3.0–10.0] 10 [5.0–15.0] 10 [3.0–20.0] 8 [3.0–10.0] 9 [5.0–15.0] 10 [5.0–15.0]

intreg mean 95%ICb 12.5 (8.9–18.4) 14.04 (9.4–22.4) 15.1 (8.3–32.8) 12.1 (6.7–26.2) 14.0 (9.7–22.0) 17.37 (9.4–38.9)

intreg median 95% IC 7.6 (6.2–9.4) 8.3 (6.6–10.6) 7.8 (5.6–10.9) 6.5 (4.6–9.2) 9.4 (7.5–11.8) 9.25 (6.5–13.1)

WTP, willingness to pay.
aThis estimation considered that the respondent’s chosen amount on the PC is their true WTP, the WTP is estimated with a classical mean calculation.
bThe mean is estimated with a bootstrap replication of the interval regression which considers that the amount is an interval.
cA respondent is considered sure if they have a score ≥7 on the VAS from 0 very uncertain to 10 very certain.
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Table 4. Interval regression analysis of WTP according to scenario and prefered option

Scenario 1 Home Scenario 1 LHC Scenario 2 Home Scenario 2 LHC Scenario 3 Home Scenario 3 LHC

Coef. sd pvalue Coef. Sd pvalue Coef. Sd pvalue Coef. Sd pvalue Coef. Sd pvalue Coef. Sd pvalue

Female sex (ref male) —0.274* 0.131 .036 —0.317 0.198 .109 —0.059 0.130 .648 —0.270 0.159 .089 —0.145 0.160 .366 �0.491* 0.192 .010

Age (years) —0.008 0.005 .091 —0.003 0.007 .621 —0.004 0.005 .456 0.002 0.005 .719 0.000 0.006 .962 �0.009 0.006 .181

Socio-professional
category (ref: high)

. . . . . . . . . . . . . . . . . .

Low 0.420* 0.171 .014 0.326 0.261 .212 0.215 0.164 .188 —0.110 0.215 .611 0.380 0.198 .055 �0.233 0.263 .376

Inactive/Not employed 0.255 0.165 .122 0.376 0.252 .137 0.260 0.163 .111 0.056 0.206 .787 0.175 0.206 .394 �0.023 0.256 .928

Annual household income (ref < €21.000) . . . . . . . . . . . . . . . . . .

€21,000 to < €36.000 0.401* 0.177 .024 0.493* 0.246 .046 0.352* 0.173 .042 0.183 0.211 .386 0.482* 0.207 .020 0.016 0.250 .950

> €36,000 0.717*** 0.195 .000 0.752** 0.263 .004 0.650*** 0.184 .000 0.489* 0.230 .033 0.813*** 0.222 .000 0.241 0.290 .406

Missing 0.774** 0.287 .007 0.779* 0.383 .042 0.578* 0.281 .040 0.422 0.296 .154 0.978** 0.340 .004 �0.124 0.384 .746

Perception of cancer risk (ref: High or very high) . . . . . . . . . . . . . . . . . .

Moderately high 0.247 0.177 .162 0.159 0.279 .568 0.199 0.177 .259 0.483* 0.243 .047 0.371 0.224 .098 0.004 0.273 .989

Low or very low 0.286 0.192 .137 0.404 0.295 .171 0.338 0.190 .075 0.729** 0.270 .007 0.178 0.245 .466 0.246 0.304 .418

Do not know —0.077 0.185 .678 0.785** 0.277 .005 —0.038 0.177 .829 0.855*** 0.251 .001 —0.074 0.209 .725 0.114 0.287 .692

Strength of preference VAS from 0 to 10 0.136** 0.043 .002 —0.030 0.066 .650 0.140*** 0.042 .001 0.130* 0.059 .027 0.101* 0.051 .049 0.196* 0.076 .010

Degree of certainty VAS from 0 to 10 —0.005 0.029 .856 0.060 0.048 .207 —0.005 0.031 .871 —0.054 0.043 .211 0.049 0.037 .180 �0.108* 0.047 .022

Quality of Life (VAS from 0 to 10) 0.090 0.047 .055 0.135* 0.060 .023

Constant lnsigma 0.679 0.457 .138 1.016 0.613 .097 0.669 0.427 .117 0.818 0.566 .148 —0.373 0.605 .538 0.998 0.737 .176

Constant 0.085* 0.041 .037 0.034 0.064 .598 —0.012 0.045 .785 —0.025 0.055 .647 0.035 0.052 .495 0.071 0.061 .239

No. of cases 342 142 279 181 214 157

AIC 1,463 646 1,204 796 930 708

BIC 1,517 687 1,255 841 980 754

Log likelihood —718 —309 —588 —384 —450 �339

R2 0.110 0.161 0.123 0.152 0.191 0.184

chi2 39.8* 24.9* 36.9*** 29.8** 45.5*** 31.9**

VAS, visual analog scales; WTP, willingness to pay.
*p < .05.
**p < .01.
***p < .001.
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differences in preferences for place of care (more details in Supple-
mentary Material S5).

Limitations

Although the number of LHC has been increasing since the early
2010s, LHCs do not offer cancer care and people do not see them
as potential place of care for cancer care. The LHC option may
thus have been more subject to hypothetical bias and framing
effect than the other options (33;34). The WTP question was
only asked of respondents who declared they preferred home
care or LHC. We decided to do so for two reasons: (i) WTP
questions can both elicit option value and externalities or altru-
ism value, that is, a respondent who prefers hospital could be
willing to pay for the development of home care or LHC for
others. We chose to isolate the altruism value because this value
could generate a “warm glow” effect (social desirability bias)
(35). We could have asked a WTA question to give us the
preferred option of all respondents who preferred hospital too,
but WTA is known to suffer from a bias due to the lack of budget
constraint and to loss aversion (36).

Additionally, we used a payment card (PC) because it is themost
common elicitation format in health surveys (37). Although PCs
can suffer from range and central value bias, we chose not to present
the amount randomly as suggested by some authors (38). Indeed,
random payment cards can increase cognitive burden (39). More-
over, there is no strong evidence that random PCs avoid this bias
and we thought that randomizing the PC might decrease the
credibility of the WTP questions (40).

Finally, the order of the WTP questions could influence the
meanWTP, even though we stressed that the three WTP questions
would be asked depending on the individual’s preferences (41;42).
However, the fact that the differences between WTPs across scen-
arios were significant could indicate that respondents considered
each scenario independently of their order.

Strengths

We measured citizens’ strength of preferences using two methods,
that is, VAS, but since they do not allow to take into account the
opportunity costs (i.e., howmuch an individual is willing to give up
to benefit from a service or a good in case it requires additional
resources to implement), we decided to add theWTPmeasure. This
method could help health policy DMs to determine if the develop-
ment of new modalities of care represents a good use of scarce
resources (e.g., use them in a cost-benefit analysis).

Health policy DMs are claiming, without any rigorous evidence
that, LHC and HC are cheaper than hospital care. This seems to be
their main reason to develop them. If this is not the case than the
additional resources to develop these options for care will have to
come from somewhere (i.e., one has to consider the opportunity
cost of investing in LHC and HC for cancer care instead of other
potential uses of these resources). Using the WTP approach our
study shows how to estimate the total WTP of the population for
such services.

We chose to use a direct measure of WTP (as suggested in CV
studies) and not a Discrete Choice Experiment (DCE) for several
reasons. In DCE, alternatives are described based on their attri-
butes (characteristics of the alternatives) and levels that are modi-
fied in different scenarios. Cost could be considered as an attribute
and thus an indirect WTP could be assessed. Even if some authors
argue that WTP in DCE survey is less sensitive to strategic or

protest bias (43), some others emphasize that cost attribute could
be neglected or even ignored by respondents in favor of other
attributes (44–46), thus leading DCE to provide a biasedWTP. To
our knowledge, there is no evidence showing the superiority of
DCE to CV inWTP estimation. In addition, our study was part of
a larger study that used a decision aid (DA) that provided realistic
alternatives (options), it made sense to use a direct measurement
of WTP which is based on the use of a DA as an important
component. To use a DCE to measure WTP would have required
to add a new study.

Conclusion

Although the CV method is more widely used (12;47–49), a large
number of CV surveys have been used to elicit only patient pref-
erences. We thus decided to conduct a CV survey among the
general population, to answer the question about their prospective
preferences for a place of care for a serious disease such as cancer.
We have conducted a similar study among cancer patients sample
of this same region. We realized that cancer patients’ preferences
might differ from those of the public. Each of these groups prefer-
ences have a role in policy decisions re services. The WTP of the
public (e.g., via additional taxation) gave us indication re what
services will be funded. Patients’ preferences gave us idea re how
likely are these services to be demanded.

There is a mismatch between what DM think will happen and
what both of our studies showed. DMmust work to converge both
patients and general public’ preferences and better inform them
about benefits and risks of each possible options including alterna-
tives (LHC and home care) to hospital.
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