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Decision makers’ and scientists’
opinion about contingent
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for measuring willingness to pay
in health care: Results from a
survey in Germany
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Objectives: Assessment of willingness to pay (WTP) by contingent valuation (CV) and
choice experiments (CE) is increasingly performed in economic evaluation of health care.
However, the question of whether the methods for measuring WTP are acceptable to
decision makers and scientists has remained largely unacknowledged. The aim of this
study was to learn more about decision makers’ and scientists’ opinion concerning these
methods.
Methods: An expert group developed a questionnaire consisting of key items that may
influence the opinion about CV and CE according to the constructs “attitude toward
behavior,” “subjective norm,” and “behavioral intention” as defined by the Theory of
Reasoned Action by Ajzen and Fishbein. In a survey, seventy-seven decision makers
representing key institutions in the German healthcare system and forty-two scientists in
health economics completed the questionnaire.
Results: Scientists and decision makers in particular did not show a high intention to use
methods for measuring WTP. Skepticism regarding precision of the methods and subjects’
capability to imagine paying an amount of money for a certain health commodity were
stated along with the assertion that the hypothetical decision-making scenario was rather
a distant reality. Nevertheless, the majority of scientists and decision makers did not state
rejection of the methods.
Conclusions: Increasing the probability of using methods for measuring WTP in health
care, the hypothetical scenarios should be made more realistic and payment vehicles
should be used to help patients relate payment to a real health benefit. Moreover, an
intensive discussion on the potential usefulness of CV/CE without excluding ethical
concerns in comparison to existing alternatives has to be resumed.

Keywords: Willingness to pay, Choice experiments, Contingent valuation, Cost-benefit
analysis

Economic evaluation of healthcare programs aims to aid deci-
sion makers with their difficult choices in allocating health-
care resources, setting priorities, and implementing health

This study was funded by the German Federal Ministry of Education and
Research (grant number 01ZZ0106).

policy. Drummond et al. (7) define economic evaluation as
the “comparative analysis of alternative courses of action in
terms of both their costs and consequences.” Whereas costs
are always measured in monetary terms, consequences can
be analyzed in three different ways, reflecting the different
types of economic evaluation.
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First: in cost-effectiveness analysis (CEA), conse-
quences are assessed in terms of the immediate effects on
health. These are usually clinically defined units appropri-
ate to the area of study, such as “life-years saved,” “cases
detected,” and so on.

Second: in cost-utility analysis (CUA), consequences
are assessed in more generic terms such as quality-adjusted
life-years (QALYs). QALYs are supposed to simultaneously
capture gains from reduced morbidity and reduced mortality
and to integrate these into a single measure. They are cal-
culated by weighting the duration of health states with an
index score of health-related quality of life ranging from 0
for death to 1 for perfect health.

Third: in cost-benefit analysis (CBA), consequences are
measured in the same way as costs, i.e., in monetary terms.
The challenging question with CBA in health care is obvi-
ous: How can we measure or convert benefits from health
programs into monetary values? Two frequently used ap-
proaches for the monetary valuation of benefits are the con-
tingent valuation (CV) method and the choice experiments
(CE). Both are preference-based methods, which infer the
value (i.e., willingness to pay) of healthcare programs by an-
alyzing the stated choices of respondents from hypothetical
prespecified choice sets.

In a CV study, participants are presented with a sce-
nario representing an improvement over the current state.
Participants are then directly asked to indicate their maxi-
mum willingness to pay for this improvement either as an
open-ended estimate or by some form of forced choice. The
value indicated by each respondent is assumed to reflect the
value of the program for the individual (15).

A typical CE application extends the “single shot” CV
approach by presenting a respondent with a choice between
two or more alternatives, each described by the relevant levels
of their attributes. This choice process is then iterated so as to
build up a set of choices for each respondent. Repeating this
process with a sample group permits the efficient collection
of a substantial data set concerning underlying preferences.
If price is included as an attribute, it is possible to indirectly
estimate willingness to pay for the provision of a specified
good (21).

Within the framework of CBA, there has been an in-
tensive discussion, especially in health economics, about the
attractiveness of CV and, more recently, about CE. One of
the attractive features of CE is that—in comparison with
CV—they provide the decision maker with greater informa-
tion concerning preferences for a wide range of provision
permutations. CE have not yet been exposed to the volume
of explicit research that has been applied to the CV method.
As shown by O’Brien and Gafni (17) and by Lancsar and
Savage (16), both CV and CE are directly grounded in wel-
fare economic theory. This finding helps decision makers and
scientists reveal the net economic impact of any health pro-
gram. Moreover, the analysis is not restricted to comparing
programs within health care. In particular, choices presented

in CE seem to reflect what people do in real life situations:
Mandy Ryan and colleagues (20;22;23) revealed in some of
their studies that CE is able to model nondemanding behav-
ior, and account for context effects, and further results indi-
cated that, even when subjects were presented with choices
for unfamiliar goods, they developed a consistent pattern of
preferences.

Despite these advantages, CBA using CV or CE has only
rarely been performed in the economic evaluation of health
care in comparison to CEA and CUA. There has been concern
that measuring WTP by CV or CE may pose a cognitive task
too difficult for many respondents and that results may be
biased and lack precision (2;4).

The purpose of the present study was to highlight the
issue that, despite these advantages of CV and CE within the
framework of CBA, their application in economic evaluation
is rather rare. In particular, this study aimed to understand the
opinions held by decision makers’ and scientists’ regarding
the methodology used to elicit WTP. An additional aim was to
predict the possible factors influencing future usage by these
professionals. The following aspects were analyzed in detail:
(i) What opinion do decision makers and scientists in health
care express concerning methods for measuring WTP? (ii)
Which factors influence their opinion about the use of WTP
measurement in health care? (iii) How strong is the influence
of such factors?

METHODS

The study was conducted in two consecutive steps: In the
first step, an expert group developed a questionnaire consist-
ing of key items that might influence decision makers’ and
scientists’ opinion about CV and CE for measuring WTP. In
the second step, the questionnaire was used in a survey of de-
cision makers in the German healthcare system and scientists
working in the field of health economics in Germany.

The Theory of Reasoned Action by Ajzen and Fishbein
(1) served as the conceptual framework guiding the devel-
opment of the questionnaire. It was designed to explain and
predict behavior with a small number of variables. The basic
assumption underlying this theory is that people do things
for more or less rational reasons and can be summarized as
follows:

� Behavior is determined by the “behavioral intention.”
� “Behavioral intention” is determined by “attitudes” and “subjec-

tive norms,” and the relative importance of each depends on the
relative size of weights assigned to them.

� “Attitudes” are determined by their behavioral beliefs (beliefs
about the consequences of a behavior) and evaluations of those
beliefs.

� “Subjective norms” are determined by normative beliefs (percep-
tion of significant referents’ belief of the behavior) and motiva-
tions to comply.
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Thus, the Theory of Reasoned Action provides a simple
framework to analyze behavior. It has been used widely in
behavioral science and could easily be applied to the present
study: According to the Theory of Reasoned Action, the best
predictor of decision makers’ and scientists’ use of CV or
CE is their behavioral intention that comprises two major
factors: the belief that the use of CV or CE is right or wrong
(attitude) and the belief regarding social pressure to either
use or not use CV or CE (subjective norm). Therefore, in fur-
ther analysis, “behavioral intention” is seen as the dependent
variable explained by specific attitudes and subjective norms
about measuring WTP with CV or CE.

Development of Questionnaire

The group of experts involved in the development of the
questionnaire consisted of sixteen scientists from psychol-
ogy, economics, and mathematics, whose research work had
a focus on measuring preferences, and of four decision mak-
ers from various medical insurers. Their participation was
voluntary.

At the first stage of the questionnaire’s development,
key notions concerning methods for measuring WTP were
collected by the experts during individual brainstorming ses-
sions. The underlying idea was to identify all factors that
might influence the opinion of decision makers and scien-
tists about methods for measuring WTP. At the next stage,
the frequency of the mentioned various notions was counted.
Notions mentioned by two or more experts were used in the
questionnaire.

The key notions identified were put into questions and
assigned to the constructs “attitude toward behavior,” “sub-
jective norm,” and “behavioral intention” of the Theory of
Reasoned Action. The experts checked the questions for am-
biguous or unclear wording, which may have influenced the
semantic content of the questionnaire concerning the con-
struct to be measured. For this purpose, probing questions
were used (5). Moreover, the experts were asked to assess the
level of difficulty of each question using a five-point Likert
scale. Consequently, questions with lack of discriminative
ability or ambiguous wording were removed. The final ques-
tionnaire consisted of eighteen questions (items), beginning
with a simple and short description of CV and CE as methods
for measuring WTP.

“Attitude toward behavior” was assessed by seven ques-
tions on the respondent’s opinion regarding: the validity and
reliability of methods for measuring WTP, the required me-
thodical knowledge of the investigator and appropriateness,
practical aspects and costs of measuring WTP. “Subjective
norm” was assessed by two questions: the first question re-
ferred to talking with colleagues about methods for mea-
suring WTP, the second question assessed the respondent’s
degree of rejection of methods measuring WTP in health
care. “Behavioral intention” was assessed by five questions
referring to the intention to use WTP measurement in health

care and to promote the respective methods. Each item of “at-
titude toward behavior,” “subjective norm,” and “behavioral
intention” was measured by a four-point semantic differential
scale, ranging from 1 (negative) to 4 (positive). Additionally,
four questions were included to assess the frequency of use of
WTP measurement in the past, the level of knowledge about
methods for measuring WTP, decision makers’ and scien-
tists’ years of experience in the health system, and their age.

Survey

For the survey, a sample of 221 subjects consisting of 163
decision makers in the German healthcare system and 58
scientists working in the field of health economics were se-
lected. To identify the most important decision makers in the
German healthcare system, one has to be aware of its orga-
nizational structure (8). It has a decentralized organization,
characterized by federalism and delegation to nongovern-
mental corporatist bodies who are, in turn, the main players
in the social health insurance system. Hence, all players in-
volved are organized at the federal as well as at the state level.
There are sixteen states (“Länder”) within each of which
there are the physicians’ (and dentists’) associations on the
providers’ side and the sickness funds and their associations
on the purchasers’ side.

Decision makers were selected based on a database pro-
vided by the German Federal Ministry of Health, which con-
tained a list of all purchasers and providers of the statutory
health insurance (SHI) program (3). Decision-makers’ names
and addresses were identified by a search in the Internet view-
ing the organizational charts of sickness funds, the Hospital
Federation, the Association of SHI-Accredited Physicians,
and Ministries of Health on federal and state levels. In detail,
the sample contained seventeen state secretaries represent-
ing the government level, fifty-nine chairmen of the Hospital
Federation and the Association of SHI-Accredited Physi-
cians on the provider side, and eighty-seven chairmen of
medical funds on the purchaser side. Scientists were selected
based on a listing provided by the German Coordinating
Agency for Public Health (Deutsche Koordinierungsstelle
für Gesundheitswissenschaften) from which experts in the
field of health economics were identified (6).

Questionnaires were sent to the subjects by mail in June
2004, asking them to answer the questionnaire personally.
A reminder was sent out after 14 days. All subjects who
did not return the questionnaire after the announced deadline
of 1 month received a fax, asking for possible reasons for
nonparticipation. Four possible reasons were presented in
form of a forced choice task: (i) I found the questionnaire
incomprehensible; (ii) I refuse to answer questions about
WTP in health care; (iii) I refuse to answer any questionnaire;
(iv) I have no time to answer the questionnaire.

Statistical Methods

Descriptive statistics such as mean score and standard de-
viation (SD) were used to give an overview of the decision
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makers’ and scientists’ opinion on the various aspects of
methods for measuring WTP assessed by individual ques-
tions. Differences in means were tested by Student’s t-test.

To assess the tendency of the respondents’ opinion, the
four-point semantic differential scale was dichotomized. An-
swers scoring 1 or 2 were considered to reflect a rather neg-
ative opinion, and answers scoring 3 or 4 were considered to
reflect a rather positive opinion; the proportion of negative
and positive opinions was calculated for each item.

The constructs “attitude toward behavior,” “subjective
norm,” and “behavioral intention” were formed by calcu-
lating the mean score over all items representing one con-
struct. To assess internal consistency of items measuring the
constructs, Cronbach’s alpha was calculated. Cronbach’s al-
pha measures how well a set of items records a single one-
dimensional latent construct, ranging from 1 for perfect in-
ternal consistency to 0 for no consistency at all (11).

Pearson’s correlation coefficient was calculated to as-
sess the correlation between the constructs “behavioral in-
tention,” “subjective norm,” “attitude toward behavior” as
well as sociodemographic variables and expertise (years of
professional experience, level of knowledge about methods
for measuring WTP, age, and a dummy variable for being a
decision maker or scientists). Significant correlations greater
than .5 were viewed as large, .5–.3 as moderate, and anything
smaller than .3 as small (11). Ordinary least square regres-
sion analysis was used to estimate quantitative functional re-
lationships between “behavioral intention” as the dependent
variable and “attitude toward behavior,” “subjective norm,”
as well as sociodemographic variables and expertise as inde-
pendent variables (11). A normal probability plot was used
to check for normal distribution of residuals in regression
analysis. For statistical testing, the level of significance was
set at α = .05.

RESULTS

Of the 221 subjects contacted, 138 (62 percent) responded
to the questionnaire. Two of the respondents found the ques-
tionnaire incomprehensible and, thus, did not complete it.
Seven respondents stated that they had no time to complete
the questionnaire, and ten respondents indicated that they
would not participate in a survey about WTP in health care.
In total, 119 questionnaires were completed (77 by decision
makers and 42 by scientists), equaling an overall response
rate of 54 percent (decision makers 47 percent, scientists
72 percent). The proportions reported in the following refer
to the 119 scientists and decision makers who completed the
questionnaire.

Sociodemographic Variables
and Expertise

The mean age of responding decision makers (48.7 years,
SD 7.7) and scientists (50.2 years, SD 11.0) was very sim-
ilar. Of all respondents, 75.6 percent reported more than

10 years of professional experience. The level of knowledge
of methods for measuring WTP was higher among scientists:
80.5 percent of the scientists compared with 45.5 percent of
the decision makers indicated a level of knowledge of 3 or
more on a five-point Likert scale, with 1 reflecting low and
5 reflecting high level of knowledge. Four decision makers
and eight scientists reported that they had already conducted
measurements of WTP in health care.

Attitude Toward Methods for Measuring
WTP

A total of 96.1 percent of the decision makers (mean score,
3.53; SD .660) and 97.6 percent of the scientists (mean score,
3.74.; SD .497) believed that investigators who conduct mea-
surements of WTP must have a high level of methodological
and statistical knowledge (Figure 1). There were 54.8 per-
cent of the decision makers (mean score, 2.36; SD .634) and
47.4 percent of the scientists (mean score, 2.50; SD .647) who
thought that the hypothetical scenarios presented to subjects
when measuring WTP resembled decision-making situations
in a more distant than realistic way.

A total of 53.3 percent of the decision makers (mean
score, 2.33; SD .741) and 52.4 percent of the scientists (mean
score, 2.38; SD .660) believed that subjects would not be
capable of imagining payment of a defined sum of money
for a specific healthcare service. A total of 74.7 percent of
the decision makers (mean score, 2.21; SD .501) and 81.0
percent of the scientists (mean score, 2.12; SD .504) thought
that the costs of measuring WTP were rather high. A total
of 74.7 percent of the decision makers (mean score, 2.17;
SD .554) and 70.7 percent of the scientists (mean score,
2.27; SD .593) thought that the methods for measuring WTP
were rather imprecise.

Nevertheless, 46.7 percent of the decision makers (mean
score, 2.39; SD .634) and 65.0 percent of the scientists (mean
score, 2.65; SD .662) believed that CE were an appropriate
method for supporting decisions about the allocation of col-
lective resources in health care; these mean scores were sig-
nificantly different (p = .04). CV was considered an appro-
priate method by 48.7 percent of the decision makers (mean
score, 2.34; SD .758) and 51.2 percent of the scientists (mean
score, 2.46; SD .745).

Subjective Norm

A total of 32.9 percent of the decision makers (mean score,
2.21; SD .789) and 69.0 percent of the scientists (mean
score, 2.95; SD .882) reported talking with colleagues about
measuring WTP in health care; these mean scores were sig-
nificantly different (p < .001; Figure 2). Only 22.1 percent
of the decision makers (mean score, 2.90; SD .771) and
27.5 percent of the scientists (mean score, 3.18; SD 1.010)
stated rejection of the methods for measuring WTP.
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Figure 1. Frequency distribution and mean score of responses to items of the construct “attitude toward behavior” (DM, Decision Makers; S, Scientists). An asterisks
indicates that a mean score was significantly different between decision makers and scientists (p < .05). Due to missing values for some variables, the sample size
was 73 ≤ n ≤ 77 for decision makers and 38 ≤ n ≤ 42 for scientists.
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Table 1. Correlation Analysis of the Constructs of the Theory of Reasoned Action and Sociodemographic Variables (Total
Sample)a

Level of Profession (0 =
Behavioral Subjective Attitude toward Working knowledge for decision maker;

Correlation intention norm behavior experience (yr) measuring WTP 1 = scientist) Age (yr)

Behavioral intention 1 .639b .288b −.098 .362b .222c −.220c

Subjective norm 1 .467b −.052 .375b .324b −.093
Attitude toward behavior 1 .023 .041 .066 −.030
Working experience (yr) 1 −.016 −.062 .408b

Level of knowledge for 1 .362b −.247b

measuring WTP
Profession (0 = decision 1 −.075

maker; 1 = scientist
Age (yr) 1

a Due to missing values for some variables, the sample size used for calculations was 103 ≤ n≤ 119.
b p < .01.
c p < .05.

WTP, willingness to pay.

Behavioral Intention

A total of 19.7 percent of the decision makers (mean score,
1.83; SD .737) and 31.0 percent of the scientists (mean score,
2.17; SD .908) stated their intention to use methods for mea-
suring WTP; these mean scores were significantly different
(p = .03; Figure 3). The intention to promote the establish-
ment of the methods for measuring WTP in health economics
was stated by 17.3 percent of the decision makers (mean
score, 1.81; SD .711) and 41.5 percent of the scientists (mean
score, 2.29; SD 1.031); these mean scores were significantly
different (p = .01).

A total of 13.3 percent of the decision makers (mean
score, 1.65; SD .707) and 38.1 percent of the scientists (mean
score, 2.19; SD 1.018) intended to further optimize the meth-
ods for measuring WTP; these mean scores were signifi-
cantly different (p < .01). The intention to use measurement
of WTP for supporting decisions about the allocation of col-
lective resources in health care was stated by 32.9 percent
of the decision makers (mean score, 2.24; SD .798) and
31.7 percent of the scientists (mean score, 2.17; SD .972).
There were 46.1 percent of the decision makers (mean score,
2.41; SD .786) and 73.8 percent of the scientists (mean score,
2.79; SD .976) who reported the intention to learn more about
the methods for measuring WTP; these mean scores were
significantly different (p = .02).

Table 2. Results of Regression Analysis Using “Behavioral Intention” as the Dependent Variable (Total Sample)a

Independent variables Beta Standard error T value p value

Intercept 1.123 .506 2.22 .029
Subjective norm .537 .085 6.32 <.001
Attitude toward behavior −.014 .150 −.09 .927
Working experience (yr) −.021 .061 −.35 .728
Level of knowledge for measuring WTP .074 .049 1.50 .137
Profession (0 = decision maker; 1 = scientist .075 .112 .67 .503
Age (yr) −.009 .006 −1.52 .131

a Due to missing values for some variables, the sample size used for the calculations was n = 97; R2 = .51.
WTP, willingness to pay.

Correlation Analysis of the Constructs
and Sociodemographic Variables

The internal consistency of the constructs “behavioral in-
tention,” “subjective norm,” and “attitude toward behavior”
were satisfactory with a Cronbach’s alpha of .88, .56, and .59,
respectively. For all subjects, the correlation matrix showed
a significant correlation between all constructs (Table 1).
“Behavioral intention” was more strongly correlated with
“subjective norm” (r = .639; p < .01) than with “attitude
toward behavior” (r = .288; p < .01). Correlation between
“subjective norm” and “attitude toward behavior” was mod-
erate (r = .467; p < .01). Furthermore, behavioral intention
was moderately correlated with level of knowledge (r = .362;
p < .01). Moderate correlation was also found between sub-
jective norm and level of knowledge (r = .375; p < .01) as
well as being a scientist (r = .324; p < .01).

Regression Analysis Explaining
Behavioral Intention

Multiple regression analysis showed that only “subjective
norm” (beta = .537; p < .01) had a significant influence on
“behavioral intention” (Table 2). The regression model was
able to explain more than 50 percent of the variance of the
dependent variable (R2 = .51). A normal probability plot
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Figure 3. Frequency distribution and mean score of responses to items of the construct “behavioral intention” (DM, Decision Makers; S, Scientists). An asterisks
indicates that a mean score was significantly different between decision makers and scientists (p < .05). Due to missing values for some variables, the sample size
was 75 ≤ n ≤ 76 for decision makers and 41 ≤ n ≤ 42 for scientists.
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indicated that residuals in regression analysis were normally
distributed.

DISCUSSION

The survey showed that both decision makers and scien-
tists believed that investigators measuring WTP must have
a high level of methodological and statistical knowledge. In
addition, they expected methods for measuring WTP to be
rather cost-intensive and imprecise. Neither decision mak-
ers nor scientists made a clear commitment as to whether
the hypothetical scenarios presented to subjects came close
to real decision-making situations. Moreover, both groups
were rather skeptical whether subjects were capable of imag-
ining that they should pay a certain amount of money for
a specific healthcare service. Decision makers were rather
noncommittal as to whether methods for measuring WTP
were either inappropriate or appropriate to support decisions
about allocating collective resources in health care. How-
ever, the majority of scientists considered CE in particular
to be an appropriate method for resource allocation. Fur-
thermore, decision makers reported to talk significantly less
about methods for measuring WTP with colleagues than sci-
entists did. Yet, both groups revealed a rather low level of
rejection of methods for measuring WTP. The majority of
both decision makers and scientists stated that they did not
intend to use, optimize, or establish methods for measuring
WTP. However, almost half of the decision makers and more
than half of the scientists showed the intention to learn more
about methods for measuring WTP.

These present results revealed that especially decision
makers did not have a high intention to use methods for mea-
suring WTP on the one hand but that they might consider
them as a support when allocating resources, although skep-
ticism regarding several issues concerning validity and costs
were stated on the other hand. That finding might support the
statement given by Olsen and Smith (18) that there seems to
be a “mismatch between the theoretical glory of WTP and
the usefulness for public health policy.”

As Hoffmann and Schulenburg (14) reported, 46 percent
of decision makers in Germany based their decision on some
sort of evaluation, mostly conducted by themselves, rather
than on formal economic evaluation concepts. Our study
indicated a low level of practical experience, but a relatively
high (self-) reported level of knowledge about the methods
of measuring WTP of decision makers. However, the latter
could be susceptible to social desirability, which leads to an
over-reported level of knowledge (9). As a result, one may
assume that decision makers reported spontaneous attitudes
rather than consolidated ones. This assumption means they
might be amenable to change their attitude, provided they
receive persuasive systematic scientific information about
methods for measuring WTP.

It would be appropriate to conceptualize the use of meth-
ods for measuring WTP within the framework of CBA as one

type of economic evaluation. There is some evidence in the
literature that most decision makers in Germany prefer to re-
fine CEA/CUA and particularly the cost per QALY analysis
than to use methods for measuring WTP within CBA (10;24).
The reason given for this reluctance is that very few measure-
ments of WTP have been conducted (and published) in the
field of health economics in Germany so far. Moreover, con-
sidering that 89 percent of the population were covered by
SHI, which directly pays the doctor’s costs, as well as reme-
dies, drugs, appliances, hospital treatment, and preventative
health care, it is not remarkable that the majority of decision
makers and scientists were rather skeptical whether subjects
are able to make a monetary trade-off for goods in health
care (7).

This study suggests that the dissemination of methods for
measuring WTP may be dependent on the “subjective norm”
perceived by decision makers and scientists. Supported by
the results of regression analysis, it seems that the more
decision makers and scientists talked with their colleagues
about methods for measuring WTP and the less rejection of
the methods they expressed, the stronger the intention was
to use the methods for measuring WTP. According to Ajzen
and Fishbein (1) “subjective norm” is “. . . a specific behav-
ioral prescription attributed to a generalized social agent.”
This statement means that peer group opinion as perceived
by individuals who approve or disapprove the methods for
measuring WTP is an important factor influencing the “be-
havioral intention.” Because it is presumed that most of the
decision makers and scientists have only limited knowledge
and practical experience, it seems important to them how
their social environment values the methods for measuring
WTP. Personal attitude, therefore, might be replaced by so-
cial influence. As indicated by the opposition of a small num-
ber of decision makers refusing to answer questions about
WTP, the provision of health care is an emotive issue and
studies of measuring WTP are often viewed by the public (or
important reference persons) as being somehow supportive
of policies aimed at removing the provision of state-supplied
health services and may find echoes in ethical concerns.

One general limitation of this study is that CV and CE
were bundled together into “methods for measuring WTP,”
thereby not allowing differentiation between all the “pros”
and “cons” of CE and CV. Although a small pool of CE/CV
comparisons in agricultural economics report higher WTP
values with CE than CV derived values (13), there is, to our
knowledge, only one study of a direct CE/CV comparison
in health economics reporting no significant differences in
WTP estimates (19). In view of this result and to keep the
used questionnaire as short as possible (to enable an increase
in response rate), we bundled CV and CE as methods for
measuring WTP. The only exception allowing differentiation
between CV and CE, was one question about the appro-
priateness of resource allocation. Here, scientists preferred
CE to CV, whereas decision makers were rather noncommit-
tal as to whether methods for measuring WTP were either
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inappropriate or appropriate to support decisions about allo-
cating collective resources in health care. Thus, it could be
that scientists wish to overcome certain anomalies in CV by
using CE (12).

The response rate to this questionnaire almost certainly
was increased due to its brevity and the reminders that were
issued (nearly 10 percent of decision makers who did not
return the questionnaire cited lack of time). Although brevity
was achieved at the cost of eliciting additional “motivational
values”—as normally used by the “Theory of Reasoned Ac-
tion” for determining future use—this must be considered in
the light of the predictive power of the probably higher re-
sponse rate. However, despite these efforts, the overall non-
response rate was still 47 percent, being much higher among
decision makers than scientist. One reason for nonresponding
may have been ethical concerns, as indicated by ten decision
makers who refused to participate in any survey about WTP
in health care. Thus, nonparticipation may be motivated due
the perception that measuring WTP may support arguments
aimed at excluding services from the service package of the
SHI program.

CONCLUSIONS

Although currently the majority of decision makers and sci-
entists does not intend to use, optimize, or establish methods
for measuring WTP, most of them do not reject these methods
and many are willing to learn more about them. To increase
the likelihood of using these methods, decision-making sce-
narios should be made more realistic, for example, by using
qualitative methods to identify salient attributes of hypothet-
ical decisions. Adequate payment vehicles (such as percent-
age of income) should be used to help patients relate payment
to a health benefit. In addition, the complex statistical model
used to calculate WTP should be broken down into accessi-
ble parts, and various methods for measuring WTP should
be compared to test accuracy. Finally, taking into account the
strong influence of “subjective norm,” discussion not exclud-
ing ethical concerns within peer groups should be encouraged
to increase the level of acceptance regarding WTP measures.

POLICY IMPLICATIONS

Given the great share of scientists and decision makers not
rejecting methods for measuring WTP and being willing to
learn more about the methods, the likelihood of using these
methods for decision making may be increased by promoting
the development of more realistic decision scenarios and
adequate payment vehicles as well as encouraging discussion
of methodological and ethical concerns within peer groups.
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