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a b s t r a c t
A deliberative citizens panel was held to obtain insight into criteria considered relevant for healthcare
priority setting in the Netherlands. Our aim was to examine whether and how panel participation inﬂuenced participants’ views on this topic. Participants (n = 24) deliberated on eight reimbursement cases
in September and October, 2017. Using Q methodology, we identiﬁed three distinct viewpoints before
(T0 ) and after (T1 ) panel participation. At T0 , viewpoint 1 emphasised that access to healthcare is a right
and that prioritisation should be based solely on patients’ needs. Viewpoint 2 acknowledged scarcity
of resources and emphasised the importance of treatment-related health gains. Viewpoint 3 focused on
helping those in need, favouring younger patients, patients with a family, and treating diseases that heavily burden the families of patients. At T1 , viewpoint 1 had become less opposed to prioritisation and more
considerate of costs. Viewpoint 2 supported out-of-pocket payments more strongly. A new viewpoint 3
emerged that emphasised the importance of cost-effectiveness and that prioritisation should consider
patient characteristics, such as their age. Participants’ views partly remained stable, speciﬁcally regarding equal access and prioritisation based on need and health gains. Notable changes concerned increased
support for prioritisation, consideration of costs, and cost-effectiveness. Further research into the effects
of deliberative methods is required to better understand how they may contribute to the legitimacy of
and public support for allocation decisions in healthcare.
© 2019 The Author(s). Published by Elsevier B.V. This is an open access article under the CC
BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction
Priority setting in the allocation of healthcare resources is
inevitable due to the increasing demand for healthcare and resulting pressure on limited budgets. Different principles have been
proposed for informing allocation decisions, including the principles of maximising health and prioritising those who are worse off
in terms of health [1,2]. The proposed principles to some extent
all reﬂect a shared understanding of distributive justice; however,
none addresses completely the complex and value-laden problems
that arise from the need to set priorities [1,3–5]. For example, some
have argued that these principles insufﬁciently reﬂect public views
and preferences concerning the allocation of scarce resources [6–9].
A considerable part of the public even opposes priority setting alto-
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gether and considers access to healthcare a right to which patients
are entitled without exception or restriction [10–12]. Those who
do support priority setting hold different, sometimes conﬂicting,
views about the criteria that should be taken into account when setting priorities [6–9]. This heterogeneity of public views may partly
explain why the outcomes of allocation decisions at times lead to
public debate and controversy [12].
In a time when the public demands greater transparency and
accountability from their governments and increasingly seeks
opportunities to actively participate in shaping the policies that
affect their lives [13], it has been argued that allocation decisions in
healthcare could be improved by considering preferences from the
public that are evidence-informed and elicited by means of rational
democratic deliberations [3,13–15]. Such deliberative methods aim
to meet the demand for a fair, legitimate, and publically transparent
way of decision making and may increase support for the outcomes
of such decisions as they are more informed [3,15–17]. Examples
of deliberative methods include deliberative focus groups, citizens juries, and citizens panels [17–20] that all share the following
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characteristics: (i) the formation of a small group of citizens who
represent a larger population based on predeﬁned characteristics,
(ii) one or more meetings about the issue of interest, (iii) the preparation and dissemination of background information concerning
the issue of interest, (iv) the involvement of experts to either inform
the citizens or answer their questions about the issue of interest,
and (v) the formulation of a set of recommendations or proposals
based on the participants’ deliberations [17].
Deliberative methods are increasingly applied to inform allocation decisions in healthcare, even though they are generally
more time-consuming, labour-intensive, and expensive than nondeliberative methods (e.g. preference elicitation by means of
surveys) [21], and very little is known about their effect. For
example, empirical evidence concerning their effect on allocation
decisions and the views and preferences of participants is scarce
[17–22].
In the autumn of 2017, a deliberative citizens panel was held
to obtain insight into participants’ views and preferences concerning healthcare priority setting and identify the criteria they
considered relevant for decisions concerning the composition of
the basic beneﬁts package of the health-insurance system in the
Netherlands [23,24]. Health insurance is mandatory for all inhabitants of the Netherlands and the basic beneﬁts package covers a
broad range of curative and preventive treatments to protect citizens against catastrophic healthcare spending. Although in some
countries deliberative citizens panels are more frequently applied,
e.g. the citizens council applied by the National Institute for Health
and Care Excellence in the United Kingdom (UK) [25], this panel was
the ﬁrst to be applied in the Netherlands in the context of healthcare
priority setting. A detailed description of the applied deliberative
approach and results of the panel can be found in Bijlmakers et al.
[24]. The aim of the current study was to examine whether and
how panel participation inﬂuenced participants’ views on healthcare priority setting. To meet this aim, we used Q methodology to
investigate the views among participants before and after they participated in the panel. This methodology is increasingly applied in
health services research [7,26] and to identify and describe public
views on healthcare priority setting [e.g. 6–9]. In the current study,
we extended previous applications of this methodology to examine changes in participants’ views over time. The application of Q
methodology enabled us to combine aspects of quantitative and
qualitative methods to systematically examine whether and how
views changed at the group level as well as the extent to which
individual participants still identiﬁed with their initial viewpoints
after the panel. With this study, we aim to contribute to the existing
literature on the effect of applying deliberative methods for informing allocation decisions in healthcare. The approach and results of
this study may be of interest to public authorities and organisations in the healthcare sector as well as in other sectors that apply,
or consider applying, deliberative methods in the context of policy development and evaluation. Furthermore, the results of this
study provide insight into the possible additional value of applying
deliberative methods in the context of healthcare priority setting.

2. Methods
2.1. Citizens panel
Twenty-four citizens were recruited for panel participation by
Motivaction; an independent research and consultancy agency in
the Netherlands. The sampling was aimed at composing a varied,
yet balanced, panel regarding age, gender, geographical spread, and
eight ‘mentality groups’. Each of these groups represents a different set of shared values regarding work, leisure, and politics and
has a distinct lifestyle and consumption pattern [24,27]. For more

information on the recruitment of participants and a description of
the ‘mentality groups’, we refer the interested reader to Bijlmakers
et al. [24] and Motivaction [27].
The panel met during three full weekends between September
16 and October 29, 2017. Two experienced moderators, who were
employed by Motivaction, lead the panel’s deliberations on eight
reimbursement cases: dental (orthodontic) braces for children,
medicines for patients with Alzheimer’s disease, for patients with
heartburn (pyrosis), and for children with Attention Deﬁcit Hyperactivity Disorder, the orphan drug eculizumab for patients with
atypical Hemolytic Uremic Syndrome (aHUS), a total body scan,
bariatric surgery and prevention for patients with obesity, and a hip
replacement for elderly patients [24]. These cases concern a broad
range of health technologies and patient populations and were
selected to represent the variety of criteria, arguments, dilemmas,
and societal values that the panel could deem relevant for setting
priorities [23,24]. The ﬁrst four cases were discussed during the ﬁrst
weekend and the latter four during the second weekend. Each case
was introduced with a short video in which information was provided about the prevalence, symptoms, and course of the disease as
well as the available treatment options. After watching the video,
participants read written case descriptions individually and deliberated on them in small groups, followed by plenary deliberations.
During the third weekend, participants were asked to prioritise the
eight cases for reimbursement and discuss the trade-off between
the criteria they deemed relevant for setting these priorities. In
three separate plenary sessions that were held during the second and third weekend, participants were given the opportunity
to discuss their questions about medical, ethical, and economic
aspects of healthcare priority setting with three experts on these
topics who also had expertise on the reimbursement process in the
Netherlands. These experts were instructed to answer participants’
questions based on their professional knowledge and experience,
but not divulge their personal views on this topic. More information on the selection of the reimbursement cases and a detailed
overview of the programme of the panel can be found in Bijlmakers
et al. [24].
On September 4, i.e. two weeks before the panel commenced,
an information meeting was held during which the participants
received general information about the topic, objective, and procedure of the panel. The provided information was kept sparse to
avoid inﬂuencing the participants before the start of the panel [24].
After the ﬁrst weekend, the participants received a brochure with
information about increasing healthcare expenditures, the organisation and ﬁnancial structure of the Dutch healthcare system, and
how healthcare priorities are currently set in the Netherlands. This
information was provided to facilitate more in-depth deliberations
during the second and third weekend of the panel [24].
2.2. Approach
Our study was conducted in three consecutive steps common to
Q methodology studies [26]. First, we developed a comprehensive
set of statements relating to the topic of healthcare priority setting in the Netherlands. Second, we collected data by administering
the same statement-ranking exercise twice: before the participants
received the information package during the information meeting
and directly after the ﬁnal panel meeting. Third, we analysed the
collected data to examine possible changes in participants’ views
during the course of the panel. We describe the steps in more detail
below.
2.3. Statement set
We developed a structured statement set that was broadly representative of our topic of interest, and hence aimed to cover
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all issues that participants could deem relevant for healthcare
priority setting in the Netherlands. For this, we adopted the conceptual framework of the most recently conducted Q methodology
study on healthcare priority setting in the Netherlands [9]. This
study focused speciﬁcally on prioritising end-of-life care in the
Netherlands [9] and its framework distinguished 20 characteristics
that are categorised into six domains: characteristics of the patient,
characteristics of the illness, characteristics of the treatment, health
effects of treatment, broader effects of treatment, and moral principles. To better align this framework with our—more general—topic
of interest, we additionally inspected the framework of a Q methodology study that focused more generally on healthcare priority
setting in ten European countries, among which the Netherlands
[7]. After considering the relevance of the characteristics included
in these two frameworks for the current study, we removed
statements concerning ‘prior health consumption/previous health
proﬁle’, ‘distribution of ﬁxed health gains/threshold effect’, and
‘capacity to beneﬁt’ from the ﬁrst framework [9] and included statements concerning ‘rarity of the disease’, ‘costs/budget impact of the
treatment’, and ‘supplier-induced demand’ from the second framework [7]. We then selected 25 statements from the ﬁrst framework
[9] and one statement from the second framework [7], and supplemented these with two statements from related Q methodology
studies that were conducted in the UK [6,8]. In order to achieve a
balanced statement set that covered all issues of interest to this
study, we formulated seven additional statements based on criteria and considerations that policy makers in the Netherlands deem
relevant in allocation decisions that were not yet reﬂected in the
statement set [23,24,28,29]. Finally, we translated the statements
into the Dutch language. Because the set was based on four previous
carefully designed and piloted studies, no pilot test was conducted.
Table 3 in the results section includes the ﬁnal set of 35 statements and their origin. The 20 characteristics in six domains and
the associated statement numbers are presented in Appendix A.

2.4. Data collection
All 24 participants in the citizens panel also participated in this
study. This sample size was sufﬁcient for the purpose of this analysis [26,30]. The participants completed the ﬁrst statement-ranking
exercise during the information meeting on September 4, 2017 (T0 )
and the second directly after the ﬁnal panel meeting on October 29,
2017 (T1 ). Before performing the exercise, participants received an
oral group instruction on how to perform the exercise from one
of the researchers (MJ). They received a copy of these instructions
on paper (see Appendix B), for reference. This researcher remained
present during the exercise in case participants had any questions
about the procedure. Subsequently, participants received a set of
the 35 statements printed on cards, a sorting grid (see Appendix
C), and a response sheet. Participants ﬁrst read all statements and
divided them into three piles (‘agree’, ‘disagree’, and ‘neutral’).
Then, they re-read the statements in the ‘agree’ pile, selected the
two they agreed with most, and placed them in column 9 of the
sorting grid, followed by placing the next three statements they
then agreed with most in column 8 and so on until they ﬁnished
this pile. Next, they followed the same procedure for the ‘disagree’
pile, starting with column 1, and ﬁnally placed the statements in the
‘neutral’ pile in the remaining open spots in the middle of the grid.
After ﬁnishing the exercise, participants used the response sheet
to explain in writing their motivation for placing the statements in
the extreme positions of the grid, i.e. columns 1 and 9. The columns
were presented to participants as being from 1 to 9 on the sorting
grid to avoid imposing connotations of negative, neutral or positive
to columns of the grid; however, we recoded the columns to -4 to
+4 for the analysis of the data and interpretation of the viewpoints.
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2.5. Data analysis
We conducted a principal component analysis followed by
oblimin rotation to identify groups of participants with highly
(Pearson) correlated statement rankings at both time points separately. This type of oblique rotation method is typically used to
allow for a non-orthogonal rotation. We selected the best number
of factors from all possible factor solutions that were supported
by the data by applying the criteria: (i) eigenvalues of factors > 1
and (ii) a minimum of two non-confounded ‘exemplars’ per factor.
Exemplars are those participants with (i) a factor loading above
√
the signiﬁcance threshold of 0.33 (p < 0.05; calculated as 1.96/ 35,
where 35 is the number of statements) and (ii) for whom the square
of the loading for a factor is larger than the sum of the square
loadings for all other factors [30,31]. Based on inspections of the
correlations between factors and the interpretation of the factors
in each factor solution, we selected the factor solution that lead to
the most intelligible reduction of the data. Subsequently, we computed factor arrays for each factor. These arrays represent how a
participant with a correlation of 1 with a factor would have ranked
the statements. We used the factor arrays, including the characterising and distinguishing statements, for interpreting the factors
as viewpoints. Characterising statements are those that hold the
positions -4, -3, +3, and +4 in the factor arrays, and as such represent the statements that participants with a speciﬁc viewpoint least
and most agreed with. Distinguishing statements are those with a
statistically signiﬁcantly different position in a factor array from
their position in the array of at least one other factor (p < 0.05; calculated based on the absolute difference in z-scores of statements
between the factor arrays). We used the verbatim quotes of exemplars that we obtained from the response sheets to help describe
the viewpoints in the wording of the participants.
We examined changes in viewpoints in multiple ways. At the
level of the viewpoints, we examined the correlations and the main
similarities and differences between the viewpoints at T0 and T1 .
At the level of the participants, we examined the extent to which
participants associated themselves with the initial viewpoints, i.e.
the viewpoints identiﬁed at T0 , after they participated in the panel
(at T1 ). For this, we combined the data of T1 with the factor arrays of
T0 and calculated the mean (SD) difference in correlation with the
initial viewpoints between T0 and T1 . Furthermore, we examined
the transitions between viewpoints made by exemplars over time
and the extent to which the views of participants converged after
the panel. We did this by examining the mean (SD) correlations
of the statement rankings between participants at T0 and T1 and
applying an F-test for small sample sizes to examine the difference
in the associated variances.
We used Cohen’s classiﬁcation system for interpreting the
obtained correlation coefﬁcients [30]. In line with this system, we
interpreted correlations below 0.30 as low, between 0.30 and 0.50
as moderate, and above 0.50 as high [32]. We used the ‘qmethod’
package in Rstudio 1.0.143 (Rstudio, Inc., Boston, MA, USA) for conducting the analyses [31].
2.6. Ethics
The Committee on Research Involving Human Subjects of the
Radboud University Medical Center reviewed and waived ethical
approval for this study (reference 2017-3444).
3. Results
Tables 1 and 2 present the socio-demographic characteristics of
participants and their factor loadings with the viewpoints at T0 and
T1 , respectively.
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Table 1
Panel characteristics (n = 24).a
n (%)
Age (Years)
Sex (Female)
Education levelb
Middle
High

Mean (SD)

Min

Max

44.5 (17.4)

20.0

72.0

12 (50.0)
9 (37.5)
15 (62.5)

a
Participants were distributed equally across the eight mentality groups and,
therefore, this characteristic is omitted from the table.
b
Middle = middle vocational and secondary school, High = higher vocational and
academic education.

Table 3 presents the factor arrays, including the characterising
and distinguishing statements. Below, we describe the viewpoints
before and after the panel and discuss the changes in viewpoints.
We present the numbers of the most relevant statements within
parenthesis with a hashtag (#), followed by their position in a factor
array, e.g. (#1,+4). Distinguishing statements are presented with an
additional asterisk, e.g. (#1,+4*). Verbatim quotes of exemplars are
presented within quotation marks, followed by their identiﬁcation
number, e.g. (id2).

3.1. Viewpoints before the panel
At T0 , we identiﬁed three factors that together explained 61.6 %
of the variance in the statement rankings. The correlations between
the factors were low to moderate ( = 0.14 for 1 vs. 2,  = −0.01
for 1 vs. 3,  = −0.30 for 2 vs. 3). The factors had 12, eight, and
three exemplars, respectively. Factor 3 had two positive exemplars
(id9 and id10) and one negative exemplar (id8) and was, therefore,
interpreted as being bipolar. One participant (id6) was statistically
signiﬁcantly associated with factor 1; however, did not meet the
second criterion for being identiﬁed as an exemplar.

3.1.1. Viewpoint 1
People with viewpoint 1 considered access to healthcare as
a right and believed that everyone should have equal access to
healthcare. According to people with this view access should solely
be based on patients’ need for care and not on their personal characteristics, such as their gender, age, ethnicity (#16,+3; #18,−3),
lifestyle (#19,−4*; #28,−4*), or socio-economic status (#13,−3).
“Everyone has a right to healthcare [and] personal characteristics
are not important at all” (id7). As prioritisation in healthcare should
be based on patients’ need for care, “there should be no discrimination [between patients]” (id24). People with this view believed
that healthcare costs should play no role in priority setting as “you
cannot regard a life in an economic way” (id4). If there is a way of
helping patients, it is morally wrong to deny them this treatment
(#14,+3*). People holding this view did not believe that a treatment
should receive less priority if the total costs of treating a disease (for
all patients) are high (#31,−3). Rather, if a treatment is costly in
relation to its beneﬁts, but is the only treatment available, it should
still be provided (#21,+3*). People with this view also believed that
patients’ choice for treatment should be supported, even if it is very
costly in relation to its beneﬁts (#11,+2*). “Everyone has a right to
healthcare; even when there is no or little treatment beneﬁt you
cannot deny treatment [to patients]!” (id13). They emphasised that
you cannot put a price on life (#17,+4) and if it is possible to save
a life, every effort should be made to do so (#29,+4). “Regardless of
money, if it is possible, a life has to be saved” (id18).

3.1.2. Viewpoint 2
People with viewpoint 2 believed that everyone has a right to
healthcare, but that this does not mean that everything can always
be reimbursed (#25,+3*). “Everyone is insured and has [. . .] a right
to healthcare, but not everything can always be covered by the
[public health] insurance” (id15). As “healthcare costs keep rising, there should be restricting measures” (id21). People with this
view emphasised the importance of the effectiveness of treatments.

Table 2
Factor loadings at T0 and T1 (n = 24).
Views at T0

Views at T1

id

1

2

3

1

2

3

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
Explained variance (%)
Exemplarsa (n)

0.74*
0.72*
0.50
0.58*
0.94*
0.37
0.77*
0.31
−0.13
−0.01
−0.16
−0.09
0.81*
0.62*
0.20
0.91*
0.75*
0.84*
0.47
0.25
−0.28
0.78*
0.05
0.72*
33.6
12

0.02
0.00
0.55*
0.46
−0.20
0.28
0.21
0.28
0.03
−0.01
0.89*
0.79*
−0.04
−0.31
0.76*
−0.01
−0.13
0.06
0.63*
0.48*
0.78*
−0.01
0.68*
0.22
19.2
8

−0.28
0.19
−0.06
0.25
−0.01
0.28
−0.15
−0.52*
0.71*
0.82*
0.10
−0.18
0.21
0.39
0.02
−0.17
0.04
0.00
0.07
0.11
−0.25
−0.14
0.01
0.13
8.8
3

0.85*
0.32
0.16
0.80*
0.66*
0.03
0.42
0.21
0.12
0.14
0.13
−0.38
0.62*
0.30
0.59*
0.60*
0.40
0.86*
0.18
−0.02
−0.13
0.85*
0.15
0.47
22.6
8

−0.17
0.37
0.67*
0.14
0.14
0.69*
0.47
0.49*
0.14
−0.13
0.73*
0.85*
−0.03
0.11
0.42
0.36
0.05
−0.08
0.83*
0.78*
0.73*
−0.05
0.54
0.26
22.5
8

0.10
−0.33
−0.35
0.27
−0.39
−0.23
0.25
0.10
0.54*
−0.22
0.02
0.01
−0.37
−0.73*
0.13
−0.01
0.63*
−0.22
−0.03
−0.03
0.38
0.03
0.53
−0.42
11.1
3

a
The factor loadings of exemplars are indicated with an asterisk (*). These loadings meet the following two criteria: (i) the loading is above the signiﬁcance threshold of
√
0.33 (p < 0.05, calculated as 1.96/ 35, where 35 is the number of statements) and (ii) the square of the loading for a factor is larger than the sum of the square loadings for
all other factors [28,29].
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Table 3
Factor arrays at T0 and T1 .
Views at T0
Statement
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35

Younger people should be given priority over older people, because they haven’t had their fair share of health yet.a
Children’s health should be given priority over adults’ health.a
Individual responsibility should not be taken into account because people don’t always have control over their way of
living.a
The health system should be about looking after those patients in greatest need.a
Priority should be given to those treatments that generate the most health.a
Priority should be given to restoring health to a level that is sufﬁcient for people to participate in their usual activities.a
Priority should be given to preventive healthcare.c
Patients with a family should be prioritised because their treatments will beneﬁt others as well as the patient
themselves.a
Treatments that are very costly in relation to their health beneﬁts should not be reimbursed.a
The health system should restrict itself to treatments that have proven to bring about health gains.e
We should support patients’ choice for treatment, even if it is very costly in relation to its health beneﬁts.a
It’s important to respect the wishes of patients who feel they should take every opportunity to extend their life.a
Poorer people should be given priority because they don’t have the same opportunities in life.a
If there is a way of helping patients, it is morally wrong to deny them this treatment.a
If you choose to spend a lot of money on a speciﬁc patient group, you have to realise that there will be less money left
for other patient groups.e
Access to healthcare should be based on need for care, not on patient characteristics, such as their gender, age, or
ethnicity.a
You can’t put a price on life.a
Priority should be given to younger people, because they may beneﬁt from treatment for longer.a
People who live a healthy life should be prioritised over people with an unhealthy lifestyle.a
People with a severe condition should be treated with priority over people with a non-severe condition.a
If a treatment is costly in relation to its health beneﬁts, but the only treatment available, it should still be provided.a
There is no sense in saving lives if the quality of those lives will be really bad.a
There is no point in providing treatments that do not generate considerable health beneﬁts.e
Treatment of illnesses that put a high burden on patients’ families should receive priority.a
Everyone has a right to healthcare, but this doesn’t mean that everything can always be reimbursed.a
At the end of life it is more important to provide a death with dignity than treatments that will only extend life for a
short period of time.a
The health system should be about getting the greatest health beneﬁt overall for the population.a
People who are ill through no fault of their own should receive priority over people who in some way are responsible
for their own illness.a
If it is possible to save a life, every effort should be made to do so.a
People can pay for inexpensive treatments out of pocket.e
If the total costs of treating a disease (for all patients) are high, this treatment should receive less priority.e
A treatment may cost more if it is not only beneﬁcial for the patient but also for society.e
Priority should be given to people with rare diseases, even when these diseases do not necessarily cause more health
damage than more common ones.b
Medical tests for the early detection of diseases that often lead to unnecessary treatments should not be reimbursed.e
If a treatment is the only available treatment for a disease, it should be reimbursed.d

Views at T1

1

2

3

1

2

3

−2*
−2*
+1*

−3
−2
0*

+1
+4
−4*

−2
−1*
+1*

−3
−3*
−2

+2*
+2*
−2

0
0*
+1
+1
−1

0
+2*
+2
+4*
−2

−1
−2*
+1
0
+3*

+1
+1
+1
+2
−4

0
0
+2
+1
−4

+1
+3*
0*
0*
0*

−2
−1*
+2*
+2*
−3
+3*
+1

+1*
+1*
−2
−3*
−4
0
+1

−1
−4*
−2
0*
+1*
0
+2

−2*
0
0*
+1*
−4*
+4*
+2

−1*
+1
−2
−2
−4*
0*
+3

+3*
+3*
−2
−2
−1*
−3*
+1

+3

+2

0*

+4

+3

−3*

+4
−3
−4*
+2*
+3*
0*
0*
−1
0
0*

+1*
−4
+1
−1
−1
+2*
+3*
−1
+3*
+4*

+4
+2*
+1
−1
0
−3*
−2*
+3*
0
−3*

+2*
−3
−1*
+2
+3*
0*
0*
−2
0
0*

0*
−3
0
−1*
0**
+2*
+1*
−1
+3*
+4*

−4*
+2*
+1
+2
−2*
+4*
+4*
−1
+1
+1*

+1*
−4*

+3*
0*

−1*
+2*

−1
−2

+2*
+1*

0
−1

+4
−1
−3
−1*
0*

−3*
−1
−1
0*
−2

+3
−1
−2
+2*
−3

+3*
0
−1
−3
−3

−1
+4*
−1
+1*
−2

0
0
0
−3
−1

−2*
+2*

0
0

0
+1

−1*
+3*

+2*
0*

−4*
−2*

a

Statement from Wouters et al. [9].
Statement from Van Exel et al. [7].
Statement from Baker et al. [6].
d
Statement from McHugh et al. [8].
e
Based on considerations that the Dutch Health Care Institute deemed relevant in the reimbursement cases.
*
Distinguishing statement, i.e. statement with a statistically signiﬁcantly different position in a factor array from their position in the array of at least one other factor
(p < 0.05).
b
c

The health system should be about getting the greatest beneﬁt
overall for society (#27,+3*) and there is no point in providing treatments that do not generate considerable health beneﬁts (#23,+3*).
Accordingly, they support prioritisation based on treatment characteristics, such as the type and size of health gains from treatment,
but like viewpoint 1, they oppose prioritisation based on patient
characteristics, such as their age (#18,−4). They further emphasised that, at the end of life, it is more important to provide a death
with dignity than treatments that may extend life only for a short
period of time (#26,+4*). They neither believed that, if it is possible
to save a life, every effort should be made to do so (#29,−3*) nor
that it is important to respect the wishes of patients who feel they
should take every opportunity to extend their life (#12,−3*). They
do believe that priority should be given to preventive healthcare
(#7,+4*), because “this can save a lot of money” (id12).
3.1.3. Viewpoint 3
People with viewpoint 3 were positively oriented towards prioritisation based on patient characteristics, such as their age. They

believed that children should be given priority over adults (#2,+4),
because they may beneﬁt from treatment longer (#18,+2*). “Children hold the future and, if [...] a choice has to be made, the child
is the ﬁrst one entitled to receiving care” (id9). However, they
opposed prioritisation based on lifestyle (#3,−4*). People holding this view also found that broader treatment effects should
be taken into consideration. They believed that treatment of illnesses that put a high burden on families of patients should
receive priority (#24,+3*), because treating these patients beneﬁts them as well as others (#8,+3*). Consequently, treatments
that are beneﬁcial for both the patient and society should be
allowed to cost more (#32,+2*). Although being positively oriented towards prioritisation in healthcare, they emphasised that
you cannot put a price on life (#17,+4) and that, if it is possible to save a life, every effort should be made to do so
(#29,+3). They believed there is a sense in saving lives, even if
the quality of those lives will be really bad (#22,−3*), and in providing treatments that do not generate considerable health gains
(#23,−2*).
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In contrast, people who opposed this viewpoint were in favour of
priority setting based on lifestyle (#3,−4*). They also believed that
priority should be given to those treatments that generate the most
health #5,−2*) and that the health system should restrict itself to
treatments that have proven to bring about health gains (#10,−4*).
“If there is evidence that a treatment is effective, it should always
be reimbursed” (id8).
3.2. Viewpoints after the panel
At T1 , we identiﬁed three factors that together explained 56.3
% of the variance. The correlations between viewpoints were again
low to moderate ( = 0.30 for 1 vs. 2,  = −0.18 for 1 vs. 3,  = 0.06 for
2 vs. 3). The factors had eight, eight, and three exemplars, respectively. Factor 3 had two positive exemplars (id9 and id17) and one
negative exemplar (id14) and was, therefore, interpreted as being
bipolar. Four participants (id2, id7, id23, and id24) were ‘mixed
loaders’ as they were statistically signiﬁcantly associated with more
than one factor. They did not meet the second criterion for being
identiﬁed as exemplars. One participant (id10) was a ‘null loader’
as s/he was not statistically signiﬁcantly associated with any of the
factors.
Factors 1 and 2 at T1 strongly resembled factors 1 and 2 at T0,
with  = 0.84 and  = 0.78, and hence can be regarded as slightly
different manifestations of their corresponding viewpoints at T0 .
Therefore, we describe only the main similarities and differences
between these viewpoints at T0 and T1 . The correlation between
factors 3 at T0 and T1 was  = 0.32 and, therefore, we regard and
describe factor 3 at T1 as a newly emerged viewpoint.
3.2.1. Viewpoint 1
Before the panel, people with viewpoint 1 emphasised equal
access to care and that all treatments should be available for
patients. Like people with this view before the panel, people with
viewpoint 1 at T1 believed that it is morally wrong to deny patients
treatment, if there is a way of helping them (#14,+4*) or if a
treatment is the only one available (#35,+3*). They also believed
that access to care should be based on need and not on patient
characteristics, such as their gender, age, ethnicity (#16,+4), or or
socio-economic status (#13,−4*). However, people with this view
less were strongly opposed to prioritisation based on lifestyle than
those with viewpoint 1 at T0 (#19,−1*; #28,−2) and more strongly
opposed to prioritisation based on characteristics of the illness,
such as its rarity (#33,−3). They were notably more considerate of
treatment costs. They believed less strongly that you cannot put a
price on life (#17,+2*) and that treatment should always be supported, even if it is very costly in relation to its health beneﬁts
(#11,0*). They also believed less strongly that a treatment may cost
more if it is not only beneﬁcial for a patient but also for society
(#32,−3).
3.2.2. Viewpoint 2
Before the panel, people with viewpoint 2 believed that
everyone has an equal right to healthcare and emphasised the
importance of treatment effectiveness and efﬁciency. Like people with this view before the panel, people with viewpoint 2 at
T1 believed that everyone has a right to healthcare, but that this
does not mean that everything can always be reimbursed (#25,+3*).
“There simply is a limited budget [and] choices have to be made”
(id19). People with this view believed that access to care should
be based on need for care and not on patient characteristics, such
as their gender, age, ethnicity (#16,+3; +18,−3), or socio-economic
status (#13,−4*). However, people with this view were less strongly
opposed to prioritisation based on lifestyle (#3,−2). They believed
more strongly than those with viewpoint 2 at T0 that inexpensive
treatments can be paid out of pocket (#30,+4) as “it is relatively

cheap” (id6) and “does not really affect patients’ disposable income”
(id12). They also believed more strongly that medical tests for the
early detection of diseases that often lead to unnecessary treatments, should not be reimbursed (#34,+2*) and that if you choose
to spend a lot of money on a speciﬁc patient group, you have to
realise there will be less money left for other groups (#15,+3). For
people with this viewpoint, it was “more important that patients
can die with dignity” (id20) than to extend life for a short period of
time (#26,+4*).
3.2.3. Viewpoint 3
People with viewpoint 3 at T1 believed that prioritisation should
be based on the health effect of treatment and patient characteristics such as their gender, age, and ethnicity (#1,+2*; #2,+2*;
#13,−1*; #16,−3*; #18,+2*), and lifestyle (#3,−2; #19,+1; #28,−1).
“People do have control over their lives, they cannot live recklessly
and still beneﬁt” (id9). According to people with this view, the
health system should restrict itself to treatments that have proven
to bring about health gains (#10,+3*). They considered treatments
that generate the most health to be the most important (#5,+3*) and
believed there is neither a point in providing treatments that do not
generate signiﬁcant health gains (#23,+4*), nor in saving lives if the
quality of those lives will be really bad (#22,+4*). People with this
view did not agree with the statements that you cannot put a price
on life (#17,−4*) and that it is morally wrong to deny patients treatment (#14,−3). They believed that treatments that are very costly
in relation to their health gain should not be reimbursed (#9,+3*).
Nonetheless, they disagreed that medical tests for the early detection of diseases, that often lead to unnecessary treatments, should
not be reimbursed (#34,−4*).
In contrast, people who opposed this viewpoint believed that
“costs are not the only thing that matters” (id14). If a treatment is
the only available treatment for a disease it should be reimbursed
and if it is not only beneﬁcial for the patient but also for society it
may cost more (#32,−3; #35,−2*). “If costs need to be taken into
account, people can pay for inexpensive treatments themselves in
order to reimburse expensive treatments [from public funding]”
(id14).
3.3. Association with initial viewpoints
The mean (SD) correlation between participants’ statement
rankings at T0 and T1 was 0.57 (0.17), ranging from 0.19 to 0.78
(see Appendix D). For 18 participants the correlation between T0
and T1 was strong, for three moderate, and for another three low.
Although none of the participants ranked the statements in exactly
the same way, these relatively high correlations indicate that the
views of most participants were largely similar before and after the
panel.
Table 4 presents the extent to which participants associated
themselves with the initial viewpoints, i.e. the viewpoints from
before the panel (at T0 ), after they participated in the panel (at
T1 ). These results show that most participants (n = 19) correlated
less strongly with the initial viewpoint 1 at T1 , with a mean (SD)
decrease in correlation of 0.08 (0.21). Of the participants, 17 correlated more strongly with the initial viewpoint 2 at T1 with a
mean (SD) increase in correlation of 0.07 (0.21) and 18 correlated
less strongly with the initial viewpoint 3 at T1 , with a mean (SD)
decrease in correlation of 0.15 (0.22).
Table 5 presents the transitions between viewpoints made by
exemplars over time. These results show that of the 12 exemplars
with viewpoint 1 at T0 , seven made no transition and still adhered
to this viewpoint, two changed their view to viewpoint 3, and three
were no longer associated with one of the viewpoints at T1 . Of the
eight exemplars with viewpoint 2, six made no transition and still
adhered to this viewpoint, one changed his/her view to viewpoint 1,
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Table 4
Factor loadings on the initial viewpoints (i.e. the views identiﬁed at T0 ) before (at T0 ) and after (at T1 ) the panel and the difference in factor loadings between the two time
points (n = 24).
View 1 at T0

View 2 at T0

View 3 at T0

id

T0 a

T1

T1 - T0

T0 a

T1

T1 - T0

T0 a

T1

T1 - T0

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
Mean (SD) difference

0.74
0.72
0.50
0.58
0.94
0.37
0.77
0.31
−0.13
−0.01
−0.16
−0.09
0.81
0.62
0.20
0.91
0.75
0.84
0.47
0.25
−0.28
0.78
0.05
0.72
NA

0.73
0.42
0.35
0.49
0.80
0.29
0.37
0.28
−0.09
0.11
0.26
−0.28
0.73
0.54
0.59
0.56
0.19
0.71
0.31
0.19
−0.15
0.68
0.04
0.57
NA

−0.02
−0.30
−0.15
−0.09
−0.14
−0.08
−0.41
−0.03
0.04
0.12
0.42
−0.19
−0.08
−0.08
0.39
−0.34
−0.55
−0.13
−0.16
−0.06
0.13
−0.11
−0.02
−0.16
−0.08 (0.21)

0.02
0.00
0.55
0.46
−0.20
0.28
0.21
0.28
0.03
−0.01
0.89
0.79
−0.04
−0.31
0.76
−0.01
−0.13
0.06
0.63
0.48
0.78
−0.01
0.68
0.22
NA

0.24
0.12
0.57
0.28
0.22
0.49
0.51
0.44
0.11
−0.21
0.59
0.46
0.03
−0.13
0.53
0.28
0.14
0.08
0.71
0.70
0.59
0.24
0.79
0.19
NA

0.23
0.12
0.02
−0.18
0.42
0.22
0.30
0.17
0.08
−0.20
−0.30
−0.33
0.07
0.18
−0.23
0.29
0.28
0.02
0.08
0.22
−0.19
0.24
0.11
−0.02
0.07 (0.21)

−0.28
0.19
−0.06
0.25
−0.01
0.28
−0.15
−0.52
0.71
0.82
0.10
−0.18
0.21
0.39
0.02
−0.17
0.04
0.00
0.07
0.11
−0.25
−0.14
0.01
0.13
NA

−0.01
0.04
−0.11
0.01
−0.10
−0.16
−0.42
−0.18
0.11
0.77
−0.04
−0.25
0.14
0.40
−0.23
−0.31
−0.22
0.04
−0.26
−0.27
−0.24
−0.12
−0.28
−0.34
NA

0.27
−0.15
−0.05
−0.25
−0.09
−0.44
−0.27
0.34
−0.59
−0.05
−0.13
−0.07
−0.06
0.01
−0.24
−0.14
−0.26
0.04
−0.33
−0.38
0.01
0.02
−0.29
−0.47
−0.15 (0.22)

NA, Not Applicable.
a
These factor loadings correspond with the factor loadings at T0 presented in Table 2.
Table 5
Transition matrix of exemplars’ views.
Views at T1

Views at T0

1
2
3
No distinct
viewpoint
Total

1

2

3

No distinct
viewpoint

Total

7
1
NA
NA

NA
6
1
1

2
NA
1
NA

3
1
1
NA

12
8
3
1

8

8

3

5

24

NA, Not Applicable.

and one was no longer associated with one of the viewpoints at T1 .
Of the three exemplars with viewpoint 3, none still adhered to this
viewpoint at T1 . One exemplar changed his/her view to viewpoint
2, one changed his/her view to the new viewpoint 3, and one was
no longer associated with one of the viewpoints at T1 .
3.4. Convergence between views
At T0 , the mean (SD) correlation between participants’ statement rankings was 0.32 (0.28), ranging from −0.43 to 0.79. At T1 ,
this was 0.32 (0.25), ranging from −0.26 to 0.73. See Appendix
E for the correlation matrices of participants’ rankings at T0 and
T1. The difference in variance decreased marginally between the
rankings at both time points (p < 0.001), indicating some modest
convergence between the views of participants over time.
4. Discussion
In this study, we examined whether and how participation in a
deliberative panel inﬂuenced the views of participants on healthcare priority setting. Our main ﬁnding is that participants’ views
before and after the panel partly remained stable. There was a
strong resemblance between two of the three views identiﬁed

before and after the panel, while the third view was distinctly different at both time points and 18 participants showed high correlation
between their views at T0 and T1 . Equal access to healthcare, prioritisation based on patients’ needs, and the relevance of the size and
type of treatment beneﬁts remained important during the course
of the panel. We observed two notable changes. Firstly, support
for prioritisation in healthcare generally seems to have increased
after panel participation. Secondly, participants became more considerate of healthcare costs and of cost-effectiveness as a relevant
criterion for setting priorities in healthcare.
To our knowledge, this study is one of the few to examine
changes in views on healthcare priority setting through deliberation and the ﬁrst to do so in the Netherlands. This limits us in our
ability to compare our results with those of other studies. However,
we can compare our results to two other studies that examined the
effect of deliberation on views in the context of healthcare priority
setting and two Q methodology studies that examined views on this
topic in the Netherlands. Dolan et al. examined the effect of deliberation on views in a sample of 60 patients in the UK [21]. They
observed a trend towards treating different patient groups more
equally and participants who were initially unwilling to prioritise
between patient groups remained so after deliberation. Abelson
et al. examined the effect of deliberation in a sample of 46 participants in Canada, by using a controlled design [17]. They found that
participants’ views became more susceptible to change when more
deliberation was introduced. Participants who changed their view
did so in a similar direction, indicating that deliberation may lead
to increased consensus among participants. Like in these studies,
we found views opposing priority setting that remained relatively
stable and that deliberation can lead to changes in viewpoints as
well as to convergence between them. Van Exel et al. and Wouters
et al. applied Q methodology to examine views on healthcare priority setting in the Netherlands. Like in these studies, we found that
members of the public—before deliberation—generally hold a view
on priority setting that emphasises the importance of equal access
and disregards costs, while some recognise the scarcity of health-
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care resources and are willing to accept certain criteria for setting
priorities [7,9].
Before discussing the main strengths and limitations of our
study, we would like to reﬂect on the bipolar nature of viewpoints 3
at T0 and T1 . Previous literature shows that there are different ways
to deal with the computation and interpretation of bipolar factors.
Some have argued that negative exemplars should be excluded
from the computation of the factor array as this leads to a clearer, or
purer, interpretation of the positive pole of the viewpoint [e.g. 33].
Others have argued that negative exemplars should be included in
the computation of the factor array. Excluding them would lead to
an unbalanced interpretation of the factor, as it no longer fully represents the views of the participants who deﬁne the factor (albeit
on different sides of the pole) [e.g. 26]. Here, we followed the latter argument and chose to retain the negative exemplars in the
computation of the factor arrays and the interpretation of the bipolar factors 3 at T0 and T1 . In order to explore the implications of
this choice, we also inspected a solution excluding the negative
exemplars. At T0 , the correlation between factors 3 with and without negative exemplars was 0.97, and hence these factors seem
to portray the same view. At T1 , the correlation between factors 3
with and without negative exemplars was 0.65 and the positioning of some statements changed considerably. More speciﬁcally,
compared to the interpretation presented in the Results section,
the viewpoint would agree less strongly that personal characteristics should be taken into account in healthcare priority setting
(#1,+1*; #2,+1*; #13,−4*; #16,−1*; #18,+1*), and more strongly
that individual responsibility is relevant (#3,−3*) and inexpensive
treatments can be paid out of pocket (#30,+4). Although excluding the negative exemplar leads to a slightly different viewpoint
3 at T1 , it remains a new view as compared to viewpoint 3 at T0
(excluding the negative exemplar;  = −0.03) and, therefore, does
not affect the main ﬁnding of our study.
The main strength of our study lies in the repeated use of Q
methodology to examine in depth whether and how deliberation
inﬂuences views on healthcare priority setting. To our knowledge,
this approach has not been applied before, neither in nor outside
the ﬁeld of healthcare. Despite this strength, some limitations need
to be discussed. Firstly, although we speak of the ‘inﬂuence’ of
deliberation on views, no causal conclusions can be drawn in the
absence of a control group. Secondly, the reimbursement cases may
have primed the need for setting priorities and the relative importance of certain characteristics after the panel. We do note that
the cases were carefully selected to represent all issues participants may have deemed relevant for setting priorities in a broad
range of health technologies and patient populations. In that sense,
they were aligned with the broad considerations represented in
the statement set. Therefore, insofar the cases inﬂuenced the statement rankings after the panel, we think this inﬂuence is relevant
in the context of this study. Finally, lower-educated people are not
represented in the panel. However, this is only problematic if they
differ from higher-educated people with respect to their susceptibility for deliberation. This we do not know and would be a relevant
topic for further research.
Our study contributes to the limited literature on the effect of
deliberative methods by giving insight into whether and how deliberation inﬂuences views on healthcare priority setting. Based on
our results, some questions can be raised regarding the application
of deliberative methods in the context of healthcare priority setting.
For example, if the purpose is to inform allocation decisions, questions can be raised about the extent to which participants’ views
over time still represent the actual views of the public. If the latter is
desired in a panel, one could argue that the time anyone participates
in such a panel should be restricted and that panel participants
should regularly be replaced by other members of the public. However, if changes in views, as observed here, are interpreted as the

effect of learning and the purpose is that better informed and more
considered views are represented in a panel, it can also be argued
that panel members should participate in a panel for a longer period
of time. In this case, one could also argue against the application of a
deliberative citizens panel and in favour of better information provision to the public and more public debate, through which a similar
learning effect perhaps can be achieved in members of the public
at large. Notwithstanding, it is important to note that it is unlikely
that any one of these approaches will lead to public consensus
about allocation decisions. The recurrent ﬁnding in the literature
that views on priority setting in healthcare differ and can conﬂict, together with the current ﬁnding that views remain diverse
and only moderately converge after deliberation, suggests that any
allocation decision will probably still be met with opposition from
some group in society. Still, insight into the diversity of views is
important to be able to understand the opposition that allocation
decisions can bring about and how the outcomes of decisions, if so
desired, can be better aligned with societal preferences.
We appreciate that, based on the design and results of the
current study it remains unclear why exactly participants’ views
changed and the extent to which their views changed under the
inﬂuence of, for example, the other participants, information provided, and experts consulted. If changes do not result from the
deliberations, but rather from external inﬂuences (e.g. from stakeholders, such as experts, patients, and industry), a deliberate panel
may have limited additional value as these views usually are
already represented in allocation decisions. The crucial question in
this context is the purpose of applying deliberative panels. Is it for
policy makers to consult citizens or give them a vote in allocation
decisions, strengthen the appraisal of available evidence, increase
the legitimacy of decisions, or rather to predict or increase public support for the outcomes of such decisions? Regardless of the
purpose, it is important that citizens contribute in a way that is
complementary to other stakeholders. Although answering these
questions lies outside the scope of this paper, they are related to the
issue that panel participants may experience (moderate) changes in
their viewpoints over time. Moreover, they emphasise that further
research is indispensable for applying these methods in a way that
contributes to the legitimacy of and public support for allocation
decisions in healthcare.
5. Conclusions
Our study showed that participants’ views partly remained
stable over the course of the panel, speciﬁcally regarding equal
access to healthcare, prioritisation based on patients’ needs, and
the importance of the size and type of treatment beneﬁts. Notable
changes after deliberation concerned the increased support for
prioritisation, consideration of costs, and relevance of a costeffectiveness criterion in allocation decisions. Considering the
increasing interest in deliberative methods among policy makers in
healthcare and the limited empirical evidence concerning the effect
of deliberative methods on participants’ views and preferences, further research is required to better understand how deliberative
methods can contribute to the legitimacy of and public support
for the outcomes of allocation decisions in healthcare.
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