Supplementary materials
Explanation of attributes for respondents.

The treatments as described have the following elements:

· The national additional medical costs per year when the treatment is introduced on a national scale instead of usual care; 

· The national saving in costs of absence from work per year when the treatment is introduced on a national scale instead of usual care; 

· The disease severity of the patient before treatment: a low disease severity is, e.g.,  eczema or non chronic, mild low back pain (with an estimated quality of life score of 0.94 on a scale of 0-1); a moderate disease severity is, e.g., heart failure or moderate rheumatoid arthritis (estimated quality of life score 0.65); a high disease severity is e.g., progressive multiple sclerosis (estimated quality of life score 0.33);

· The incremental cost-effectiveness ratio of the new treatment compared to usual care in euros per QALY (Quality Adjusted Life Year) gained;

· The amount of the health gain in number of QALYs gained per patient during the rest of their lives as a result of the new treatment;

· The composition of the health gain: (a) a longer life, (b) an improvement in health status, (c) a combination of a and b;

· The degree of uncertainty with respect to the mentioned cost-effectiveness ratio. What is the probability that after introduction the costs per QALY will be much higher? In economic evaluation studies, this type of uncertainty is often depicted with an acceptability curve. The uncertainty may derive from costs, health effects, or both. We will present a probability that the costs per QALY will be at least doubled as compared to the cost-effectiveness ratio mentioned above. 

Please indicate which treatment (compared to usual care) you would prefer to reimburse or introduce on a national scale: A or B.
Experimental design 

Our design of 27 pair wise comparisons of two hypothetical treatments was meant to be orthogonal, based on an orthogonal main effects plan from the catalogue of Kocur (9), using department plan 20b (master plan 8), which allowed estimating the main effects and, for three of the attributes (budget impact, cost-effectiveness, uncertainty), orthogonal 2-factor interactions. 

Each alternative defined on basis of the OMEP was paired to an alternative in such a way that the minimal overlap criterion was satisfied. We adapted the choice set in one respect: we disallowed the seemingly implausible combination of a low disease severity (pre-treatment) with the highest number of Qalys (4) gained per patient. 


The resulting design was not completely orthogonal, but 94% efficient (17). Prior to our study, we inspected the correlation matrix of the seven attributes: the mean of the absolute values of the correlation coefficients was 0.0416; the maximum value was 0.21. On basis of these figures we did not expect estimation problems related to multicollinearity. 
Regression model


Respondent choices were analysed using a multinomial logistic regression model. Given that all respondents had the same choice sets, we conditioned on the set rather than individual respondent choice. We tested for incidental parameter bias by comparing the obtained marginal rates of substitution from two models: a conditional or fixed-effect logistic regression and a dummy variable logistic regression with a dummy for each choice set, minus one for the default choice set. Both models presented comparable results in terms of policy implications. This study’s results are based on the dummy variable model as it allowed estimating marginal effects. 
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