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Abstract Clinicians and public health experts make evi-

dence-based decisions for individual patients, patient groups and

even whole populations. In addition to the principles of internal

and external validity (evidence), patient preferences must also

influence decision making. Great Britain, Australia and Ger-

many are currently discussing methods and procedures for

valuing patient preferences in regulatory (authorization and

pricing) and in health policy decision making. However, many

questions remain on how to best balance patient and public

preferences with physicians’ judgement in healthcare and health

policy decision making. For example, how to define evaluation

criteria regarding the perceived value from a patient’s per-

spective? How do physicians’ fact-based opinions also reflect

patients’ preferences based on personal values? Can empirically

grounded theories explain differences between patients and

experts—and, if so, how? This article aims to identify and

compare studies that used different preference elicitation

methods and to highlight differences between patient and phy-

sician preferences. Therefore, studies comparing patient pref-

erences and physician judgements were analysed in a review.

This review shows a limited amount of literature analysing and

comparing patient and physician preferences for healthcare

interventions and outcomes. Moreover, it shows that method-

ology used to compare preferences is diverse. A total of 46

studies used the following methods—discrete-choice experi-

ments, conjoint analyses, standard gamble, time trade-offs and

paired comparisons—to compare patient preferences with

doctor judgements. All studies were published between 1985

and 2011. Most studies reveal a disparity between the prefer-

ences of actual patients and those of physicians. For most con-

ditions, physicians underestimated the impact of intervention

characteristics on patients’ decision making. Differentiated

perceptions may reflect ineffective communication between the

provider and the patient. This in turn may keep physicians from

fully appreciating the impact of certain medical conditions on

patient preferences. Because differences exist between physi-

cians’ judgement and patient preferences, it is important to

incorporate the needs and wants of the patient into treatment

decisions.

Key Points For Decision Makers

• When doctors make decisions for their patients, they

need to respect patients’ expectations and priorities.

They also need to understand that doctors and patients

differ in understanding medical issues because of

existing information asymmetries

• Even with the growing importance of patient-centred

healthcare in health policy decision making, the

question of the congruence between patient prefer-

ences and physicians’ judgement remains unclear

• Patient as well as the public’s preferences should

influence healthcare decision making, particularly

when decision makers face the problem of prioriti-

zation of alternative treatment options

1 Background and Research Interest

Against the background of the consideration of patient and

public preferences in health politics, the question of the
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congruence of patient preferences and doctor judgement

remains unclear. This article provides a literature review on

the state of agreement between patient preferences and

physician judgement. To better promote patient-centred

care, policy makers, experts and physicians need to

understand patient priorities. Accordingly, this study

intends to evaluate where there is agreement and where

there are differences between patient preferences and

physician judgement.

We are interested in whether different methods and

techniques for eliciting patient preferences as well as

attributes used in these studies show systematic disparities

in agreement between patients and physicians.

Construal level theory describes the influence of psy-

chological distance on individual thinking about technol-

ogies or interventions. The theory assumes that people’s

decision making is abstract or concrete depending on

psychological distance [1]. Preferences for healthcare or

health technologies might change depending on psycho-

logical distance from a disease or illness. Psychological

distance can be defined on several dimensions: temporal,

spatial, social and hypothetical distance [2, 3]. Individuals’

decision making on more distant objects evokes more

abstract thinking, while the opposite relation, decision

making on close objects evokes more concrete thinking, is

true as well.

An example of construal level effects in healthcare

decision making would be that making decisions on one’s

healthcare intervention 1 year in advance will result in

rather abstract thoughts about the therapy characteristics

or attributes (e.g., better life expectancy, reducing burden

of disease, side effects), the very same interventions

planned to occur in the next days or weeks will evoke

more concrete expectations (e.g., mode of administration,

like having an injection or oral treatment, reducing side

effects).

The further away an event (treatment or disease) is,

the easier it is for a person to make (abstract) decisions

rationally and reasonably. The more concrete the event

becomes, the more emotional the decision-making pro-

cess. Peoples’ psychological distance depends on the

experiences (hypothetical distance), whereby patients’

psychological distance depends on the time to interven-

tion (temporal distance). The closer an event, the more

concrete patients’ healthcare decision making gets. Due

to social distance, we assume that doctors’ decision

making will be more abstract and therefore rational and

reasonable [1, 4–6]. We assume that the more concrete

decision situations become (e.g., in acute conditions),

the greater the differences between patients and doctors

will be.

Following these assumptions, three research questions

have been defined that should be answered:

1) Do different elicitation techniques and methods cause

different results concerning the congruence between

patient preferences and physician judgements?

2) Do different types of diseases (classifications) result in

varying degrees of agreement concerning preferences

and judgements?

3) Does the congruence of preferences and judgements

depend on the attributes? Is there a higher difference

between patients and doctors in terms of quality of

life?

2 Why Should Patient and Public Preferences

Be Considered?

The goal of providing an adequate level of quality

healthcare to all people [2] has many healthcare systems in

western countries facing difficult decisions on reforming

the systems. It is important that public and patient prefer-

ences are considered in decision making about how to

allocate scarce resources [7]. If patient needs, values, pri-

orities and preferences are taken into account, a healthcare

system can be called patient-centred [8, 9].

2.1 International Developments

In recent years, consideration of public and patient prefer-

ences has increasingly been discussed. This has resulted in

an agenda for public involvement in healthcare, not only in

Australia [10] and Great Britain but also in Germany. Recent

reforms promise a positive climate for a public engagement

in the discussion about comparative efficiency, safety and

cost effectiveness/efficacy [11]. Some countries routinely

consider public as well as patient opinions in the process of

health technology assessment and prioritization [12].

2.2 The Patient as an Expert

It is the patient who best knows his or her preferences

regarding specific treatments as well as their preferences

for outcomes [13]. After all, it is the patient who has to live

with the consequences of treatment decisions [14]. So, it is

important for the physician to be aware of patient prefer-

ences and to respect them [15]. Patient or public prefer-

ences should also be considered on the macro level and

should help support decisions on the design of healthcare

systems and the allocation of limited resources [16].

2.3 Healthcare Decision Making

The role of patients has changed significantly in recent

years. Patients are encouraged to get involved in healthcare
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decision making and patient preferences are increasingly

given weight [17]. Knowledge asymmetries between

patient and physician can affect treatment planning and

design. Importantly, information about consumer (patient)

and provider preferences is essential to implementing evi-

dence-based healthcare decision making [18]. Designing

services that are sensitive to patient preferences in the

context of limited resources may require policy and deci-

sion makers to choose between specific attributes and

treatments with different features. Aligning clinical prac-

tice and health policy with patient preferences will improve

the effectiveness/efficacy of health interventions [8].

2.4 Patient-Centred Healthcare Systems

Patient-centred healthcare systems should enable more

effective interventions that also recognize patient expec-

tations and needs. Patient priorities must factor into

development of products and services. Healthcare provid-

ers can better inform and motivate patients, especially if

they better understand patient thinking about perceived

benefits. This will help change long-term patient behav-

iour. Care services and treatment processes should better

align with patient preferences and expectations [8].

2.5 Shared Decision Making

Achieving this goal will require substantial reorganization

of current practices and procedures related to the patient-

physician relationship. According to Charles et al. [19], the

traditional paternalistic model has to be redirected toward a

model oriented to informed decision making. This model

would be based on physicians actively educating patients

by providing them with sufficient and reliable information

about diseases and treatment options. This will enable

patients to better make informed decisions on their own

[20].

Shared decision making is a widely accepted feature of

good healthcare delivery systems. It is a concept that

respects the autonomous choices of a patient [13], and so

can be called a major feature of patient-centred care.

Patient-centredness and patient autonomy can be

strengthened, while the responsibility for clinical decisions

clearly remains with the attending physician [21]. Shared

decision making consists of the simultaneous participation

of physician and patient in all phases of the decision-

making process. This includes giving equal consideration

to patient preferences and physician responsibilities for

providing reliable and easy to understand recommenda-

tions and guidance [20, 22]. Although research shows that

shared decision making improves healthcare outcomes [1]

by increasing patient satisfaction, compliance as well as

adherence in terms of an improved psychological

adjustment to the condition [23–26], the concept is not

instituted comprehensively [27].

2.6 Physicians’ Preferences Versus Physicians’

Judgement

Doctors make decisions on behalf of their clients. In doing

so, they need to safeguard the interests of their patients.

The objective is maximum benefit for the affected indi-

viduals. This implies that doctors – regardless of discipline

and belief—must act and decide in the sense of the best

overall benefit to their patients. In addition to impact on

mortality and morbidity (evaluated patient benefit), the

perceived benefit for patients must play an important role

in healthcare decision making. Healthcare services and

products can be evaluated in three dimensions: perceived

health, evaluated health and satisfaction [28]. Perceived

benefit for patients (patient subjective evaluation) and

evaluated patient benefit (doctor judgement) will be iden-

tical only in rare cases. It can rather be assumed that dif-

ferent assessment criteria are applied, depending on who

assesses. Further, it is likely that doctors and patients show

diverse assessment results because of information asym-

metries. In comparing the opinion of patients and health-

care professionals, the latter are asked to decide for

patients, not for themselves. In other words, they are

making decisions for other people. Evaluations doctors

make (an expert decides what is best for a patient or a

group of patients) should not be called preferences but

judgements. While differences between doctor judgements

and patient preferences are inherent in the system, patient

experience and satisfaction should not be ignored [29].

In general, decision making in healthcare takes place on

three different levels and consequently may impact three

different groups of stakeholders.

• Micro-level decision making (shared decision mak-

ing) The micro-level includes the treatment decisions

for individual patients. Decisions on this level are built

on relevance of the therapy for the disease or illness and

the subsequent impact on patients’ quality of life. In

most cases, these decisions are influenced by the

individual circumstances and the patient’s life condi-

tions [30] and directly impact care [31].

• Meso-level decision making (evidence-based medi-

cine) The meso-level describes the treatment decisions

for specific patient populations. The main focus of

decision making on this level is defining evidence-based

medicine/nursing through evidence-based (clinical)

guidelines. Here, it is important to consider patient or

public preferences as well as doctor judgements [17, 22].

• Macro-level decision making (public preferences

and regulatory decisions) In evidence-based
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healthcare, the principles of evidence-based medicine

are communicated to the organizational or institutional

levels. This means that treatment decisions are not

made for a single patient or a group of patients, but for

a whole population [31]. The main objectives on this

level are risk-benefit or cost-benefit assessments.

3 Literature Review

This article reviews studies that have elicited patient

preferences and physician judgements. A literature search

was conducted by the research team between October and

December 2011 in the databases of PubMed/Medline and

the Cochrane Library. Within the search, the following

keywords and combinations led to useful hits: ‘provider

preferences’, ‘experts preferences’, ‘doctors preferences’,

‘patient preferences’, ‘priorities’, ‘perspective’. Concern-

ing the methods used for eliciting preferences, the literature

research was narrowed by using the keywords ‘Discrete

Choice Experiment’ or ‘DCE’, ‘Conjoint Analysis’, ‘Rat-

ing’, ‘Ranking’, ‘Time Trade Off’, ‘Visual Analog Scale’

as well as ‘Standard Gamble’. The keyword ‘preference’ or

‘preferences’ was also included as an unaccompanied

search term. However, given the high number of hits in

both databases, the focus was laid on the combined search

terms. Moreover, an ‘all fields’ search in PubMed was

applied which ensures that all key words of the combined

search terms are displayed in the results.

Finally, 1284 articles were found. After exclusion of

duplicates, 836 were transferred to an abstract and title

analysis. All studies reviewed were published between

1985 and 2011. This date range was set to encompass a full

period of 25 years.

When combined with desk research (e.g., studies out of

reference lists of already included articles), 102 articles

met the inclusion criteria (language: German or English,

elicitation and comparison of preferences and/or judge-

ments). They reported on patient or public preferences as

well as stakeholder judgements concerning a certain topic

of healthcare intervention, treatment or general decision

making and physician attitude. These studies underwent

full text analysis. In conducting this analysis, it became

clear that 22 studies had to be excluded again as the full

text revealed that there was no comparison of patient/

public and physician preferences.

4 Findings

The literature review shows that the methodology

employed to compare preferences was diverse. Numerous

methods are used to elicit preferences for a given health-

care condition, treatment procedure or for the design of a

healthcare system or policy reform. The conducted litera-

ture research shows that the most common methods used in

preferences studies are conjoint analyses (CA), discrete

choice experiments (DCEs), standard gamble (SG), time

trade-offs (TTO), and paired comparisons. In addition to

these, several other quantitative and qualitative techniques

are also available, including rankings, ratings, visual ana-

logue scales as well as interviews, focus groups and card

sorts. Although all of these instruments can measure needs

or relevance in a certain way, researchers have concluded

that preferences are best ascertained with studies that

require the respondents to make decisions among different

options [32].

For this reason, this review was focused on the methods

of DCE, CA, SG, TTO and paired comparisons, which

accounted for 46 studies. All provided a comparison of

patient preferences and physicians’ judgement (see

Table 1).

In the studies reviewed, the groups of stakeholders

involved varied. Along with a comparison of patient and

physician preferences, there were also studies comparing

the views of other interest groups, including family care-

givers, policy makers and representatives of the general

public. Since we were focusing on the congruence of

preferences and expert judgement, we included only stud-

ies that made quantifiable and comparable estimates of

preferences and judgements for at least two of the stake-

holder groups of interest: patients, physicians, family

caregivers, policy makers or the general public.

4.1 Conjoint Analyses

CA, a form of stated preferences, is a decompositional

method for estimating the structure of consumer prefer-

ences based on an evaluation of a set of alternatives defined

by levels and attributes [7]. CA is a broad term covering

various stated-preference methods. Stated-preference

methods are specifically designed to provide information

about individuals’ willingness to accept trade-offs among

attributes of multi-attribute products or services. It is based

on the principle that products are composed of a set of

various characteristics and that the value of a product to an

individual is a function of these characteristics. Patients’

relative preferences among treatments attributes and levels

vary, and thus, they are willing to accept trade-offs among

them. Preferences can be elicited through ranking, rating

and choice between alternatives [14]. In this review, the

literature research has shown 13 studies that facilitated a

CA for the assessment of patient and doctor preferences

[33–45]. The studies were all published between 1985 and

2010. To elicit preferences, the authors of the reviewed
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studies used between three and twelve attributes each. One

adaptive CA was web-based (see Appendix I, Online

Resource 1).

4.2 Discrete Choice Experiments

While the previous category focused generally on rating

and ranking of different alternatives (covering various CA

methods), this category limits its attention specifically to

choice-based conjoint analysis (CBCA), also commonly

referred to as discrete-choice experiments (DCEs). The

DCE is a commonly used method for eliciting preferences

of citizens, the insured or patients [46–51]. It is a choice-

based variant of CA and a method for surveying prefer-

ences for tangible or intangible goods. The method is based

on the theoretic work of McFadden [52]. The random

utility theory assumes that the benefits of a good or service

consist of a systematic or observable component and a

random, unobservable, component [52–54]. DCEs are also

based on the demand theory of Lancaster, which states that

the overall benefits of a product or service can be viewed as

the aggregate of the partial utility of the various properties

or characteristics [55]. The respondent is asked to choose

one of at least two presented alternatives (choice sets) by

making trade-offs between the characteristics. Based on

this discrete information, preferences (utility weights) can

be estimated [56]. The theoretical foundation of DCEs in

welfare economics, demand theory and utility theory has

led to the increasing popularity of this method [47].

Overall, ten studies that used DCEs to elicit preferences

were analysed in this review [18, 46, 57–64]. These studies

were published between 2005 and 2011 and included four

to seven attributes each. DCEs were used to elicit patient

preferences and physician judgements in diverse conditions

including psoriasis, osteoporosis, pap tests (cervical

screening), Crohn’s disease, chemotherapy-related anae-

mia, haemophilia, multiple myeloma, relapsed follicular

lymphoma and surgery for oesophagogastric cancer. One

DCE was conducted exclusively online. Most other studies

used a mix of online as well as paper-based questionnaires.

In terms of triplet versus pairs, most studies used choice

sets based on pairs of alternatives (see Appendix II, Online

Resource 1).

4.3 Paired Comparisons

The method of paired comparisons was first introduced by

Thurstone [65]. In a paired comparison, objects or condi-

tions are presented in pairs. The respondents are asked to

state which one they prefer. The method of paired com-

parisons is mostly used when the objects to be compared

can only be judged subjectively [66]. Paired comparisons

were the chosen methods of preference elicitation in fourT
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studies that analysed preferences and judgement for urinary

incontinence [67], schizophrenia [68], T3-laryngeal cancer

[69] and diabetes mellitus [70]. These studies were pub-

lished between 1995 and 2008 (see Appendix III, Online

Resource 1).

4.4 Time Trade-Offs, Probability Trade-Offs

The use of the TTO method in healthcare is based on the

work by Torrance et al [71]. TTOs are used to value health

states and determine the quality of life of a patient. Like the

SG, the TTO has generally a theoretical foundation in

utility theory. Both ask people to trade one thing they value

in order to gain another thing they place a higher value on.

TTO and SG offer an estimation of quality-adjusted life

years (QALYs) [8].

Eight studies, published between 1995 and 2010, elic-

ited preferences using the TTO as well as resource or

probability trade-offs [69, 72–78]. Conditions of interest

included T3-laryngeal cancer, arthritis, physical disabili-

ties, surgery for colorectal cancer, laryngectomy, hyper-

tension, breast cancer chemotherapy and head and neck

cancer (see Appendix IV, Online Resource 1).

4.5 Standard Gamble

The SG method was developed by von Neumann and

Morgenstern in 1944 [79] and is based directly on their

expected utility theory. It is a classical model of measuring

preferences under uncertainty and cardinal utility [79]. In

an SG, quality weights for health states are generated by

comparing a certain number of years in a given health state

with a treatment (gamble) that can lead to two outcomes:

either full health or immediate death [15].

Conditions studied to elicit preferences of patients and

judgements of doctors using an SG included chorionic villus

sampling (CVS) to amniocentesis, open tibial fracture,

chronic bronchitis, schizophrenia, hepatitis C, surgery for

colorectal cancer, arthritis, musculoskeletal diseases, T3-

laryngeal cancer and valuation of birth outcomes. Together,

ten studies published between 1989 and 2011 [68, 69, 76, 78,

80–85] were found (see Appendix V, Online Resource 1).

4.6 Controlled Preference Scale and Prospective

Preference Measure

Next to the five classical methods of preference elicitation,

the literature research revealed two studies using the con-

trolled preference scale. The controlled preference scale

encompasses five cards that each portray a different role in

treatment decision making, from which the patient has

to choose [86]. The analysed studies included paired

comparisons and they assessed patient involvement in

breast cancer treatment decisions [87] as well as rectal

cancer treatment [88]. The method of prospective measure

of preference (PMP) presents a modification of the TTO

and the SG methods [89]. The PMP includes willingness to

gamble/willingness to trade as well as a prospective mea-

sure of preferences (standard) gamble. This method was

used for Crohn’s disease [89] and colorectal cancer [90]

(Appendix VI, Online Resource 1).

We also considered two reviews by Stein [16] and

Montgomery and Fahey [30] to evaluate our findings. Both

provided a review of studies comparing patient preferences

and physician judgements using different methodological

approaches.

Montgomery and Fahey [30] provided a review of sci-

entific articles published between 1994 and 2001, analysing

concordance between patients and physicians. They con-

cluded that there are clear differences in treatment prefer-

ences between patients and health professionals. However,

magnitude and direction may vary with the clinical con-

dition of interest. Similarly, Stein [16] concluded in his

review of ten studies using the TTO method that there are

significant differences between patients and physicians.

5 Does Congruence of Preferences and Judgements

Depend on Elicitation Techniques?

The review of the studies in terms of the elicitation tech-

nique was based on the research question of whether dif-

ferent techniques can lead to different results concerning

the consistency between patients and doctors, or not.

However, it cannot be concluded that one certain method

or technique always results in a disagreement while another

method always results in agreement.

5.1 Discrete Choice Experiment

Looking at the DCE studies, it is obvious that the research

question cannot be clearly answered. The DCE does not

always result in a higher degree of agreement or dis-

agreement than other techniques used. However, it can be

stated that out of the ten studies involving a DCE, eight

resulted in a high degree of commonality among patients,

healthcare professionals and other stakeholder groups [18,

57, 60–62, 64]. The rankings by the diverse groups are

quite similar. One study resulted in disagreement between

patients and physicians about how much risk is tolerable

for improvement in efficacy. However, this study also

showed that there are no statistically significant differences

in physician judgements for different patient profiles/situ-

ations [59].
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Finally, two studies using the DCE resulted in a high

degree of disagreement [46, 58]. Both studies revealed that

doctors tend to overestimate effectiveness/efficacy and

underestimate side effects. Physicians often underestimated

the importance of the preferences of those affected, espe-

cially in terms of quality of life.

5.2 Conjoint Analyses

Similar to DCEs, studies employing CA do not show a

common result. As with DCEs, there are several studies

supporting the assumption that patient preferences and

doctors’ judgement differ constantly. Contrary to DCEs,

CAs more often support the assumption of differences. Out

of the 13 studies, we found nine that resulted in a certain

rate of disagreement, while only four resulted in similar

rankings [34, 37, 38, 45]. As with all other techniques,

some studies resulted in similar rankings, but different

strengths of preferences [37].

5.3 Time Trade-Off, Probability Trade-Off, Resource

Trade-Off

The group of studies that used the TTO or any other trade-

off showed differences in preferences and judgements

between patients and physicians. All studies that were

included in the review showed statistically significant dif-

ferences between the two groups [72, 74, 75, 77, 78].

Patients tended to place higher value on effectiveness/

efficacy [72], while physicians seemed to overestimate

(health-related) quality of life [75, 77] and underestimated

time of survival [75].

5.4 Standard Gamble

We found one study that facilitated a comparison of dif-

ferent elicitation techniques. Suarez-Almazor and Conner-

Spady compared TTO and SG [78]. They found statisti-

cally significant differences among patients, the public and

physicians. Moreover, their results showed significant dif-

ferences in both TTO and SG and among all three groups.

The SG method resulted in higher valuations of health

states by doctors compared with the public’s ratings.

Patient ratings fell in between.

Studies that used only the SG method to elicit prefer-

ences and judgements all resulted in significant differences

between the assessed stakeholder groups (patients, physi-

cians, general public). Like the TTO before, this group

strengthens the idea of a non-existing concordance among

the groups. All eight studies showed different ratings and

different utility values placed on the attributes [69, 76, 80,

81, 83–85]. While patients focus on quality of life [81],

doctors place higher value on outcome quality [81] and

underestimate survival rates [76]. However, another study

concluded that physicians overestimated survival and rated

their patients’ health status higher than the patients them-

selves did [84]. Surprisingly, the SG studies also showed

that the general public assessments are consistent with

clinician assessments [85].

5.5 Paired Comparison

The literature review also included one study that com-

pared SG and paired comparison as means of eliciting

preferences and judgements of patients, caregivers and

physicians. It found that correlations between physician-

rated, patient-rated and caregiver-rated health states were

uniformly high, regardless of the technique used [68]. Out

of the other three studies using paired comparison, all

resulted in reasonable agreement between patients, physi-

cians and public or family caregiver [67, 68, 70]. Overall,

patient preferences were mostly comparable with clinician

and caregiver preferences. When comparing the prefer-

ences and judgement of patients and their relatives, Pfi-

sterer et al. [67] found that next-of-kin showed almost

perfect agreement with patient preferences.

5.6 Control Preference Scale

Two studies used the control preference scale to elicit

patient preferences and attending physician judgements

concerning their role in the process of decision-making

during the treatment. Pieterse et al. [88] showed that there

is a certain consistency in that both patients and physicians

preferred treatment decisions to be a shared process. To the

contrary, Janz et al. [87] concluded that there are differ-

ences and robust disagreement between both groups.

5.7 Prospective Measure of Preferences

Two studies used the technique of PMP to elicit preferences

and judgements [89, 90]. Both studies revealed consistently

different results. Patients’ preferences often do not corre-

spond with the preferences of attending physicians.

6 Does Congruence of Preferences and Judgements

Depend on Conditions?

6.1 Chronic Conditions

Respondents tended to give similar statements whenever

the conditions or services of interest were not directly

linked to a potentially life-threatening condition or to

severe side effects. There is a higher concordance between

patients and experts (physicians, nurses, other healthcare
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professionals) when the condition is a chronic disease or

the service is preventative. Accordingly, the analysed

studies revealed a high degree of consistency in conditions

like psoriasis, diabetes, anaemia, haemophilia or services

including screenings during pregnancy (for Down’s Syn-

drome, Chorionic Villius Sampling/CVS), Pap tests, wound

dressing, supply of hearing aids and decision making dur-

ing treatment (see Table 2).

6.2 Acute Conditions

However, it became clear that patients and doctors tended

to show different preferences whenever the analysed con-

dition was more acute, potentially life threatening, or at

least connected with severe side effects or limitations to

daily life. Consequently, significant differences were

found, among others, for spinal surgery, open tibial frac-

ture, cardiovascular diseases, cardiac risk assessment,

cancer (colorectal cancer, rectal cancer, and laryngeal

cancer), acute respiratory illness, multiple myeloma, cata-

ract surgery, hepatitis C, physical disabilities or musculo-

skeletal diseases.

6.3 Construal Level Theory

The initial research question was whether agreement

between patients and experts depends on the psychological

distance of the decision maker, influenced by the time to

utilization of healthcare services or interventions. Follow-

ing the findings on acute and chronic conditions, the con-

strual level theory and especially the psychological and

(inter-)personal distances can be supported. The theory

states that the more abstract and further away a disease is,

the easier it is for a patient to make decisions rationally and

reasonably [1, 4–6]. This said, a patient confronted with a

chronic disease does not act as emotionally and irrationally

as a patient diagnosed with a life-threatening condition

(psychological distance). The (inter-)personal distance may

explain the differences concerning acute conditions. While

the physician always decided rationally, the patient is in a

‘hot state’. This indicates that he or she is making a deci-

sion on a more emotional and less rational basis.

7 Does Congruence of Preferences and Judgements

Depend on the Attributes?

To structure the several attributes used in the studies, we

decided to follow Donabedian [91]. He proposed the dif-

ferentiation based on structures, processes and outcomes of

healthcare. Figure 1 (see Appendix VII, Online Resource

1) displays the attributes and assessment criteria that were

used in the reviewed studies.

7.1 Attributes Focusing on Outcomes

Most of the reviewed studies focussed on outcome quality.

They included attributes such as pain, time to improve-

ment, risk of morbidity and mortality or overall effective-

ness/efficacy of treatment. Given the initial research

question on differences in terms of attributes, it has to be

stated that this cannot be supported in terms of outcome

quality. All analysed studies showed varying results. There

were several studies indicating that patients and physicians

value the same attributes when making a decision. How-

ever, there were as many studies showing huge differences

with regard to treatment outcomes. In between, there were

studies that indicated that the groups value the same

attributes when choosing a treatment and make the same

rankings, but with slightly different preferences strengths

[63].

Byrne et al. showed gastroenterologists were more likely

to be willing to gamble avoiding radical treatment com-

pared with surgeons and patients [89]. Additionally,

Johnson et al. concluded that physicians and patients dis-

agreed about how much risk is tolerable for improvements

in efficacy. Patients were less tolerant in trading risk than

were physicians who also placed high value on effective-

ness/efficacy [59].

Overall, experts tended to place higher value on clinical

outcomes than patients did [81]. The patients tended to

place much higher values on long-term side effects [76] as

well as on quality of life than doctors did [16, 33, 77]. One

study revealed that 88 % of patients and even 87 % of

healthcare professionals doubted that clinicians could

properly weigh the quality value of individual patient rights

when comparing that to length of life [87]. The only study

in which both respondent groups valued quality of life in

similar ways was Gregorian et al. [36]. This study assessed

pain relief and opioid side effects.

Two other studies revealed that physicians underesti-

mated time of survival [75, 76]. Suarez-Almazor et al. [78,

84] stated that physicians rated their patients’ health status

higher than the patients themselves did and overestimated

survival [84].

7.2 Attributes Focusing on Process and Outcomes

In 16 of 44 studies (reviews not included), the authors

decided to apply a mix of attributes focussing on both

process and outcome quality. All the studies analysed

revealed varying results. Casparie and van der Waal [70]

stated that patients valued attributes focussing on process

quality higher, while doctors paid higher attention to

outcomes.

Patients generally placed higher values than physicians

on side effects occurring during the treatment process [85].
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Healthcare professionals placed more importance on

treatment outcomes [37] and effectiveness/efficacy of

procedure during the treatment process [58] than patients

did. However, physicians as well as patients valued

effectiveness/efficacy higher than any other attribute when

selecting an erythropoietic agent to treat chemotherapy-

Table 2 Acute versus chronic conditions and method used

Indication Method for preference elicitation Level of congruence

Acute conditions

Spinal surgery CA [33, 97] MSD

Head and neck cancer TTO [72] MSD

Open tibial fracture SG [81] MSD

Relapsed lymphoma DCE [63] No MSD in ranking, but differences in strength

Cardiac risk assessment CA [44] MSD

Oesophagogastric cancer DCE [64] No significant differences in ranking, but

significant differences in strength

Laryngeal cancer SG, TTO, paired comparison [69] MSD

Rectal cancer Adaptive CA [40] MSD

Colorectal cancer PMP [90]; SG ? TTO [76] MSD

Multiple myeloma DCE [46] No significant differences in ranking, but

significant differences in strength

Cataract surgery CA [42] MSD

Hepatitis C SG [83] MSD

Physical disabilities Resource trade-off [77] MSD

Musculoskeletal diseases SG [84] MSD

Joint replacement CA [42, 43] MSD

Laryngectomy TTO [75] MSD

Postoperative nausea and vomiting CA [37] No MSD in ranking, but differences in strength

Birth outcomes SG [85] MSD

Scoliosis surgery CA [35] No MSD in ranking, but differences in strength

Osteoporosis DCE [58] MSD

Chronic conditions

Psoriasis DCE [57, 62] No MSD

Diabetes mellitus (type I/II) Pairwise comparison [70] No MSD in ranking, but differences in strength

Adaptive CA [41] MSD

Anaemia DCE [60] No MSD

Hypertension Probability trade-off [74] MSD

Crohn’s disease PMP [89]; DCE [59] MSD [59]

No MSD in ranking, but differences in strength

[89]

Haemophilia DCE [61] No MSD in ranking, but differences in strength

Screenings during pregnancy (CVS) SG [80] No MSD

Screenings during pregnancy (Down’s syndrome) CA [34, 38] No MSD

Pap tests DCE [18] No MSD

Wound dressing CA [45] No MSD

Supply of hearing aids CA [39] No MSD in ranking, but differences in strength

Decision making during treatment Controlled preference scale [88] No MSD

Pain relief Adaptive CA [36] No MSD

Chronic bronchitis SG [82] No MSD

Schizophrenia Paired comparison, SG [68] No MSD

Urinary incontinence Paired comparison [67] MSD

CA conjoint analysis, CVS chorionic villus sampling, DCE discrete choice experiment, MSD meaningful/significant differences, PMP pro-

spective measure of preferences, SG standard gamble, TTO time trade-off
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related anaemia [60]. With respect to wound dressing,

preferences related to time for procedure, pain, frequency

and required duration of hospitalization were similar for

doctors, nurses and patients. In this study, patients and

physicians also valued effectiveness/efficacy very highly

[45]. Hypertension patients were less likely to accept

antihypertensive therapy than physicians; they wanted

greater benefits prior to accepting treatment. Therefore, the

authors of the study concluded that patients place higher

value on effectiveness/efficacy [74].

As already shown with outcome quality, studies focus-

ing on process and outcomes additionally show that experts

overestimate clinical outcomes [41] and side effects [39].

Moreover, patients tended to prefer testing safety, while

physicians rated timeliness higher when asked to choose a

preventive screening [38].

On the other hand, Meister et al. [39] documented that

clinicians overestimated the importance of all process and

outcome quality-related attributes in terms of supply of

hearing aids (handling, cost, comfort, speech perception).

Complementary to these findings, Mühlbacher and Nübling

[46] concluded that there are different estimates between

patients and physicians. According to this study, physicians

underestimated the importance of aspects of medical

effectiveness/efficacy, side effects and quality of life from

the perspective of those affected. As shown before, the

analysis of outcome and process parameters also revealed

studies that indicated that patients and physicians value the

same attributes when choosing a treatment and make

similar rankings, but with slightly different strengths of

preferences [61].

7.3 Attributes Focusing on Process

We found six studies that focused solely on attributes or

assessment criteria for process quality. Two of these

studies showed either a slight agreement between

patients and other groups or nearly perfect agreement. In

the latter, the authors concluded that patients and

attending physicians placed the same preferences or

judgements on the role they want to play in decision

making for the treatment process [88]. In terms of pro-

cess quality, it becomes clear that patients’ preferences

often do not correspond with the preferences of physi-

cians. While patients seem to deny most forms of radical

treatment in cancer therapy, experts favour it [90].

Moreover, physicians underestimated side effects that

might occur during the treatment process [83]. In terms

of organizing aftercare, patients had a higher preference

value for process quality than did physicians [35].

Mantonavi et al. [61] concluded that preferences and

judgements diverged most on attributes related to the

process of care.

7.4 Attributes Focusing on Structure

In the literature review we found only one study that

applied attributes referring to structure quality. Thrumurthy

et al. [64] included the attribute ‘hospital type’ in their

DCE. Results showed similar ratings for patients and

physicians, with both groups placing the hospital type as

their lowest preference.

Overall, it can be stated that several common attributes

are used to elicit preferences and judgements, resulting in

diverse assessments by the two groups. Physicians gener-

ally overestimated the value that patients place on clinical

outcomes, safety and effectiveness/efficacy. On the other

hand, patients put much more importance on quality of life

and social values than physicians believed.

8 Does Congruence Vary Within Different Groups

of Respondents?

In addition to the three initial questions, we found certain

insights in concordance or disconcordance between

patients and family caregivers or between different medical

specialties [40, 89]. Four studies compared patients’ pref-

erences with the preferences of the general public.

Jalukar et al. [72] found that there are very similar per-

spectives between healthcare professionals and patients, but

significant differences between patients and medical stu-

dents. This implies the need to incorporate patient prefer-

ences and knowledge about diverging patient needs and

priorities into the medical training of future doctors. Sam-

pietro-Colom et al. [42] found a high consistency between

the general public and patients/relatives. In another CA, the

same authors reinforced these findings [43].

In terms of cardiac risk assessment, Sassi et al. [44]

found that the public attached at least three times more

importance to prognostic value than did general practitio-

ners. In contrast to this, van der Donk et al. [69] found

higher Quality-Adjusted Life Expectancy (QALE) scores

in clinicians and for the general public than in patients in

the assessment of T3-Laryngeal cancer. Moreover, the

general public was consistent with clinicians.

When comparing the preferences and judgements of

patients and their relatives, Pfisterer et al. [67] found that

next-of-kin showed almost perfect agreement with patients.

This indicates that it might be possible to involve relatives

speaking on behalf of patients in preference studies if the

patients are too ill or unable to answer properly.

9 Discussion

There has been a lot of discussion about which preferences

should be crucial for health policy decisions [92]. A major
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argument for the consideration of patient preferences is the

fact that the patients are affected by the consequences of a

disease and know the possible impact on their quality of

life through their own experience. According to Article IV

of the Declaration of Alma Ata (1978), the right, and even

the duty, to participate in the planning and implementation

of health services lies with the people [93]. Following this,

the public should be involved in healthcare decision mak-

ing, particularly when decision makers in politics and self-

government are faced with the difficult task of setting

priorities [94].

As the review has shown, preferences and judgements

by different stakeholders are not always congruent.

Therefore, a decision has to be made on when to consider

patients and when to take public preferences into account.

To our understanding this can be done based on two levels.

On a lower level, when concrete measures and procedures

have to be assessed, the assessment can only be done by

persons who are experienced in the particular disease.

Hence, patient’s preferences should be considered. When

decisions are made on a higher level, for example, in terms

of discussions of values and norms, the preferences of the

public should be considered.

While analysing the studies and the conclusions of the

authors, it became obvious that studies can be defined with

three different distinctions:

– A study that concludes that preferences and judgements

show no meaningful or significant difference.

– A study that concludes that preferences and judgements

show no meaningful or significant difference in the

ranking of attributes, but meaningful differences of

strengths.

– A study that concludes that preferences and judgements

show meaningful or significant differences.

Overall, we found 11 studies that stated a reasonable

agreement between patients and physicians [18, 34, 36,

38, 57, 60, 62, 68, 80, 82, 88] as well as 11 studies

supporting the second distinction [35, 37, 39, 45, 46, 59,

61, 63, 64, 70, 72]. In addition, there are 23 studies that

show poor concordance between actual patient prefer-

ences and physician judgement. This implies that many

experts do not know their patients’ preferences, and so

cannot give recommendations based on patients’ needs

and values. One study, Leu et al. [82], could not be

included in this analysis because the authors did not

provide a conclusion on agreement between patients and

physicians.

Because differences exist between physician judgement

and patient preferences, it is important to integrate the

needs and wants of the patient into treatment decisions.

Also, patient perceptions and experiences related to quality

(structure, process, outcome quality) during past treatments

might influence patient preferences or choices. This should

be considered in future research.

As these studies show, the preferences of physicians and

patients relating to diverse disease states or treatment

options can differ substantially. This observation reinforces

the importance of considering patient as well as public

perspectives and values when making significant health-

care decisions. Patient-centred outcomes will provide

objective information about the impact of patient

involvement—the experiences, as well as the needs and

wants of patients. Patient preference data will help insurers,

policy makers and others promote patient-centred coordi-

nated care as the new standard of primary care.

Evidence-based decisions on the macro level encompass

all fields of healthcare delivery, from disease management,

quality improvement and performance measurement to

medical necessity, regulations and public policy [31]. This

is important for two reasons. First is the lack of informa-

tion, meaning that preferences can only be taken into

account when the required information is available. Second

is a lack of physician sensibility to the needs and prefer-

ences of their patients. Even if information on patient and

public preferences is available, doctors still need to be

aware of it to make lasting changes to the delivery system.

9.1 Future Research

As this review has shown, there are noticeable differences

between patient preferences and physician judgement. As

seen, there is a higher concordance with DCE and paired

comparisons than with CA. Our results indicate that there is

a higher concordance with chronic rather than with acute

conditions. Future research should evaluate whether results

are influenced by the type of treatment, certain lifestyle

changes or management options. Moreover, patient per-

ception and quality experience (structure, process, and

outcome) during past treatments may influence patient

preferences or choices. This should be considered in future

healthcare research. Finally, the influence of a particular

design of the preference study (e.g. presentation of tasks,

information given to respondents) could be addressed in

future studies.

9.2 Limitations

This review has several potential limitations. The greatest

limitation lies in the diversity of methods and techniques

used to elicit preferences. As each study uses different

scales and measures for statistical analysis, the compara-

bility of the results is limited. A universal statement is

hardly possible. Similarly, the means of assessing the

quality of the reviewed studies are rather limited. The

review had to rely on the data and description of the study
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design given in the publication. A conclusion on differ-

ences based on different designs or ways of elicitation is

difficult to draw. Additionally, the possibility of comparing

patient preferences and expert judgement within one study

is partly methodically limited. Sassi et al. [44] and Fiebig

et al. [18] used different questionnaires for the patient and

the expert population. So, a conclusion on the congruence

or disagreement between patients and experts is difficult to

make.

Moreover, it is not clear whether all the studies used the

same paradigm or context for the questions. The method of

introducing choices and the information the respondents had

(e.g., the personal situation or consequences of their choices)

is not always replicable. This problem was inherent in all

studies. Another important point to address is the fact that

differences between patient preferences and expert judge-

ment may also be due to the characteristics of respondents as

well as the methods themselves. Some methods are seen to

be more cognitively demanding than others. The same might

be true for attributes that can easily be too complex or mis-

leading, especially in the patient population.

Special interest in this review was paid to CA and

DCEs. However, these methods have limitations as well.

The primary critique is that DCE studies provide infor-

mation about hypothetical choices, which may differ from

real-world choices. Studies that have compared DCE

preferences to actual choices, such as the physical activity

studies and field experiments conducted by Brown et al.

[95] and Finkelstein et al. [96] found good agreement.

However, ‘revealed’ data on actual choices have numerous

limitations, and they provide no information about new or

emerging testing options; that is, DCEs provide the ability

to study objectives that would be infeasible or impossible

to actually observe. Further, DCEs are efficient tools for

exploratory research, since a wide range of policy options

can be considered without the expense of RCTs.

10 Conclusion

The role of patients has changed significantly in recent

years. Patients are encouraged to get involved in healthcare

decision making and patient preferences are increasingly

given weight. Patient or public preferences should also be

considered on the macro level and should help support

decisions on the design of healthcare systems and the

allocation of limited resources. Aligning clinical practice

and health policy with patient preferences will improve the

effectiveness/efficacy of health interventions.

This article has summarized the results of various

studies; most of them demonstrate a disparity between the

preferences of actual patients and the judgement of phy-

sicians. For most conditions, physicians overestimated

effectiveness/efficacy and underestimated the impact of

side effects or treatment effects on patients as well as their

quality of life. Differences in perceptions may be due, in

part, to ineffective communication between the provider

and the patient. This could be keeping physicians from

fully appreciating the impact of certain medical conditions

on patient preferences [16].
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180 A. C. Mühlbacher, C. Juhnke


	Patient Preferences Versus Physicians’ Judgement: Does it Make a Difference in Healthcare Decision Making?
	Abstract
	Background and Research Interest
	Why Should Patient and Public Preferences Be Considered?
	International Developments
	The Patient as an Expert
	Healthcare Decision Making
	Patient-Centred Healthcare Systems
	Shared Decision Making
	Physicians’ Preferences Versus Physicians’ Judgement

	Literature Review
	Findings
	Conjoint Analyses
	Discrete Choice Experiments
	Paired Comparisons
	Time Trade-Offs, Probability Trade-Offs
	Standard Gamble
	Controlled Preference Scale and Prospective Preference Measure

	Does Congruence of Preferences and Judgements Depend on Elicitation Techniques?
	Discrete Choice Experiment
	Conjoint Analyses
	Time Trade-Off, Probability Trade-Off, Resource Trade-Off
	Standard Gamble
	Paired Comparison
	Control Preference Scale
	Prospective Measure of Preferences

	Does Congruence of Preferences and Judgements Depend on Conditions?
	Chronic Conditions
	Acute Conditions
	Construal Level Theory

	Does Congruence of Preferences and Judgements Depend on the Attributes?
	Attributes Focusing on Outcomes
	Attributes Focusing on Process and Outcomes
	Attributes Focusing on Process
	Attributes Focusing on Structure

	Does Congruence Vary Within Different Groups of Respondents?
	Discussion
	Future Research
	Limitations

	Conclusion
	Acknowledgments
	References


