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Abstract 

Background: The trade-off between efficiency and equity has been largely studied in the health 

economics literature and for countries with different types of health systems. Even if efficiency and 

equity are desired, it is not always feasible to attain both simultaneously. In Spain, the National Health 

System has historically been recognized for its universal access and free of charge provision, with 

good health outcomes. However, the recent increase in health expenditures together with the 

economic cycle has turned the orientation of health policy implementation towards efficiency, 

threatening universality and equity in the access to healthcare.  

Methods: A Discrete Choice Experiment was carried out to weigh priorities of policy-makers from 

different regions in Spain. A total of 69 valid questionnaires were collected and the preferences 

towards equity and/or efficiency criteria were evaluated. Composite League Tables (CLTs) were used 

to rank hypothetical health interventions based on their attributes.  

Results: The Spanish health policy-makers, managers and other stakeholder displayed a stronger 

preference for severity of disease, high individual benefits, a large number of beneficiaries and proven 

cost-effectiveness criteria in decision making. The priority interventions targeted severe mental 

disorders, i.e. major depressive disorders and suicides (or suicidal attempts), especially for young and 

middle age categories across the three regions under study.  

Conclusion: In times of economic crisis, health policy-makers, managers and other stakeholder 

value, in moderation, efficiency over equity. The impact of austerity measures on populations’ socio-

economic wellbeing seems correlated with the preference for mental health interventions.  

Keywords: Discrete choice experiment, priority setting, MCDA, policy-makers, mental health, Spain. 
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Background 

The allocation of health care resources in times of scarcity represents one of the greatest challenges 

in modern economies(1). Policy-makers are forced to balance decisions between two objectives: the 

“maximization of a population’s total health gain (efficiency objective) and the minimization of 

inequalities (equity objective)”. In this study, population-level health gains are defined by the 

unweighted sum of all individuals’ health gains. In the light of limited health care budgets, choices 

entail a trade-off between efficiency or equity. In the pursuance of finding the optimum choice in the 

respective setting, policy-makers weigh out priority criteria in health care (2). The transparency and 

understanding of policy-makers’ preferences have become a major public interest, particularly in 

countries affected by the economic crisis (3, 4). Strategies of health care planning and policy 

implementation affect a population on both the macro level (overall health gain) and micro level 

(individual health), enhancing the demand for replicability of policy-maker’s priority setting from 

multiple interest groups including pharmaceutical companies, insurance schemes, health care 

providers or individual citizens (1). 

In practice, decisions on the dissemination of health care goods are commonly ad hoc, based on 

heuristic approaches (5). The underlying problem is that, although information is provided by multiple 

disciplines, including public health, social sciences and evidence-based medicine, it is inadequate to 

form complex decisions on priority setting in the absence of clear and specific guidelines targeting 

common goals. Within an environment of continuously increasing health care needs and costs, 

decision-making ought to be based on more rational and transparent approaches.  

Thus, a transparent and explicit method in priority setting is needed, particularly in times when the 

economic cycle threatens the sustainability of a health care system (1, 6). A holistic view of the 

available information and knowledge of the relationships between the various characteristics of a 

health system should be the basis for formulating and implementing policies, which have the desired 

effect. 

Discrete choice experiments (DCEs) are a convenient and effective tool that enhances such analyses. 

The DCE approach belongs to a broader methodology used for rational priority setting, called multi-

criteria decision analysis (MCDA). Compared to other methods, DCEs allow for the utilization of all 
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available information, as well as for comparisons between the different criteria (3). By eliciting 

stakeholders’ preferences regarding multiple criteria simultaneously, MCDA offers valuable guidance 

in explicit decision making and has gained ground as a tool to inform decisions on health care 

resource allocation (3).   

The Spanish Constitution (1978) enacted the National Health Systems based on a universal 

coverage, publicly funded, with a free of charge provision and some co-payment of pharmaceuticals 

related to age and income. The universal coverage was completed in 1989, concurrently with the 

devolution of health competencies to the seventeen Autonomous Communities (AC) between 1981 

and 2005 (7), including regional autonomy in the organization and delivery of health services. 

Recently, 92.4% of the public health expenditures were executed by the ACs (8). In 2010, economic 

austerity measures included a 5% decrease in wages for public workers, freezing of pensions, and tax 

increases. In 2011, the Catalan government approved cost-containment measures such as the 

reduction in the budget of public hospitals (average 8.5%), the closure of primary health centres and 

outpatient centres, delayed or halting new health care infrastructure, and reduction of interim health 

practitioners (6). Similar measures were imposed in other ACs. Overall, the total national health 

expenditure per capita fell from US$3072 in 2008 to US$2658 in 2014, a reduction of 13% (9). 

Globally, there has been a convergent interest to shed light upon policy-makers preferences and to 

find a transparent and rational approach in priority setting, particularly in times of economic 

recessions inducing compounded scarcity of resources (10, 11). Hence, in the context of the Spanish 

health care system, the assessment of preference criteria in priority setting is crucial to creating a 

basis for a consensus, so that policy-makers are prepared for current and future challenges. 

We aim to assess the preferences of stakeholders in the Spanish health care system in times of 

economic recession. A DCE was implemented to elicit preferences of stakeholders towards equity 

and/or efficiency across five ACs: Cantabria/Valencia, Madrid and Catalonia/Basque Country. 

Subsequently, to investigate whether priorities for health interventions met the health care needs 

produced by the economic crisis, a rank order of health interventions according to individual 

preferences was compiled by mapping interventions to these criteria in a Composite League Table 

(CLT). 
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Methods 

1.1. The context of the experiment 

Respondents were asked to choose between pairs of health care interventions. Each intervention was 

defined in terms of criteria related to levels of equity and efficiency. There has been a great debate on 

which criteria should be taken into consideration when decisions on resource allocation are made (4, 

12-17). The definition and selection of these criteria should enhance accountability, acceptability and 

credibility in the society. In these terms, the criteria chosen for this experiment offer the most relevant 

information and can be grouped into two major categories, those of equity and efficiency (4, 12-17). 

For the purpose of this study, we are applying the concept of technical efficiency defined as the 

maximal health gains for the least cost. The main attributes include individual health benefits, the 

number of potential beneficiaries and cost effectiveness analysis. Equity is defined as the absence of 

systematic disparities in health between social groups, and the attributes selected include severity of 

disease, willingness to subsidise others and age of target group. 

The DCE attributes selected and design follow recent studies and are based on existing literature (2, 

4, 5, 10, 17, 18). Criteria are identified as context-relevant and consistent with the properties of 

completeness, feasibility and mutual independence required for the experimental design. Table 1 

summarises criteria definitions and their levels, while an example of a choice scenario is given in 

Appendix A. A detailed description of the respondents’ characteristics is given in Table 2. 

[Insert Table 1] 

[Insert Table 2] 

1.2. The design of the experiment 

For this experiment, five criteria of two levels and one criterion of three levels are used. Therefore, the 

total number of unique combinations is 96 (i.e. 25 * 31=96). We used Sawtooth Software to select 32 

unique alternatives for a fractional factorial design. These alternatives were then randomly as

 signed into 16 pair comparisons, in order to represent an orthogonal array. This design 

ensured that the effects of individual criteria will not be confounded, meaning that the variations of the 

criteria are uncorrelated in all choice sets.  
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1.3. Data collection 

The formulated questionnaire was presented at two health economics events in Spain: the Spanish 

Health Economics Association Meeting in May 2011; and the Encounter of the Drug Industry in 

September 2011. The attendees of these events were mostly policy-makers, public health managers, 

academic researchers, and representatives of the pharmaceutical industry. 150 copies of the 

questionnaire were delivered in these events, while 100 more copies were sent to Spanish health 

economists at various Regional Health Services. These regions included Valencia, Cantabria, Madrid, 

the Basque Country and Catalonia. Given the socio-demographic characteristics of the ACs, we 

regrouped these into three different regions for the analysis: Catalonia/Basque Country, 

Cantabria/Valencia, and Madrid. During the following months, a monitoring of these regional services 

took place. A detailed presentation of the study goal preceded the experiment. At the same time, 

guidance in understanding and dealing with the questionnaire was provided in both the events and 

the sent copies. Once the completed questionnaires were received, several had to be dropped from 

the analysis due to invalid answers. Even more, two questionnaires were excluded for being 

incomplete.  

1.4. Data analysis 

For estimation purposes, we utilized an additive linear utility model where the individual utility derived 

from an alternative is decomposed into two additively separable parts: a systematic part explained by 

the characteristics of the alternative and an error term assumed to be Gumbel independent and 

identically distributed. This random utility formulation errors gives rise to McFadden’s conditional logit 

model (CLM) (19). 

The data analysis was implemented using the statistical software Stata. Interaction terms between 

criteria and socio-demographic characteristics were included in the utility function to capture observed 

heterogeneity in respondents’ choices. In CLMs, the assumption of IID errors leads to the 

Independence of Irrelevant Alternatives (IIA) property, which although simplifying the estimation 

procedure, has some essential disadvantages. That is, the observed and unobserved characteristics 

of utility are not always independent and/or the random components of utility are often correlated with 

each other. In these cases, the IIA assumption is violated and the MNL results are biased (20). 

Unobserved heterogeneity was incorporated and modelled through a Mixed Logit Model (MXL). 
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Goodness of fit comparisons between CLM and MXL models were assessed through information 

criteria (i.e.  Bayesian, BIC, and Akaike, AIC). Backward selection (at the 0.10 significance level) was 

used to choose the variables to be included and reach a final model specification.  

Finally, in order to account for potential regional diversity in priority setting, three sub-models were 

estimated, one for each of the three regions included in the study. Before separating the model, some 

assumptions had to be tested. In particular, the IID property implies that the error terms are not only 

independent of each other but also identically distributed among alternatives, thus homoskedastic. 

That is, the error variances (or equivalently the inversely related scale parameters) are equal across 

alternatives and individuals (21). Therefore, in order to obtain efficient parameter estimates from the 

sub-models, the scale factors should not be significantly different. To test this assumption, a 

heteroskedastic conditional logit model (22) was used  to establish whether differences in scale 

parameters between the three regions are not significant, hence the model is separable. 

For a meaningful interpretation of the magnitude of the estimated parameters, percentage differences 

in predicted probabilities were calculated for each criterion. Once parameters were estimated, the 

predicted probability of a base case alternative was calculated (i.e. an alternative where all criteria are 

set to their mean values). Next, one of the criteria was set equal to 1 and again the predicted 

probability was obtained. The two probabilities were then compared and their percentage difference 

was calculated. We repeated this procedure one by one for each criterion so that we obtain an implicit 

ordering of the relative importance of each criterion according to its impact on the probability of 

choosing each alternative (23).We applied the same methodology to all the three regions. 

Further, in order to assess the relative weight of efficiency over equity criteria, we calculated 

percentage changes for the aggregate equity and efficiency criteria. That is, predicted probabilities 

are again computed for each case, by setting first all equity and then all efficiency criteria equal to 1 

simultaneously. Next, the percentage changes between the aggregate probabilities and the base case 

alternative were calculated. These percentage differences were then used to construct an 

equity/efficiency ratio, which is an estimate of the equity/efficiency trade-off. Given the three mutually 

exclusive levels of “age of target group” criterion, three different calculations had to be implemented, 

one for each level. For the remaining criteria, being binary, this last step was not necessary. Finally, 

three different computations were performed, one for each of the regions. 
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1.4.1. Composite league table 

As a last step we examine the broad classification and ranking of health interventions within the 

context of specific clinical conditions and country-specific policy questions (i.e. composite league 

table, CLT). That is, health interventions across several disease areas that are of interest in Spain are 

rank-ordered in order to give a further insight for the determinants that affect priority setting. We utilize 

the burden of disease in high-income countries to select the disease areas and risk factors included in 

the construction of the CLT. These data was originated in reports on non-communicable diseases and 

health policy from WHO and some other partner institutions (24, 25)[40-43]. Then we mapped 

primary/secondary preventive and inpatient/outpatient therapy interventions treating such clinical 

conditions and risk factors on the experiment’s criteria and levels. 

Based on the coefficients estimates, we then defined a “composite index” score (CI) for each 

intervention, establishing its relative priority as a function of its characteristics (2). In other words, CI 

scores were calculated based again on a linear additive utility model, but in this case the different 

health interventions were the alternatives. According to the CI results, interventions were ranked in 

the CLT. As before, the three age categories of the target groups imply that three different CLTs had 

to be created. Even more, within each target group, three different rankings were included, associated 

with the three different regions. Table 3 provides a summary of the types of health conditions 

examined. 

[Insert Table 3] 

2. Results 

2.1. Descriptive statistics 

 In total, 69 valid and fully answered questionnaires were collected, giving a response rate of about 

27%. The average respondent age was 45.4 years and the average years of work experience were of 

14.2 years. Table 4 presents sample descriptive statistics based on the respondents’ characteristics.  

[Insert Table 4] 
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2.2. Regression results 

Based on a backward selection most interaction terms have been removed, due to their 

insignificance. Those remaining have been included in the final model specification. Furthermore, it 

had been tested whether alternative-specific constants (ASCs) should be included in the model. As 

expected, the inclusion of an ASC in this generic model gave a statistically insignificant parameter (p-

valueASC1=0.18), which was dropped from the estimation. Comparisons between the CL and MXL 

model were based on the values of Bayesian Information Criterion (BIC). Based on these values, the 

CL model outperformed the MXL specification, both in the case where only main effects were 

considered random (BICCL=1.11 and BICMXL=1.21) and when also interaction terms were included in 

the random variables list (BICCL=1.11 and BICMXL=1.12). 

Table 5 illustrates the results of the conditional models. Regarding the main effects of the general 

model, respondents penalise the interventions targeting middle and high age groups (as compared to 

those targeting young age groups) as well as those interventions that require public support 

(willingness to subsidise others). On the other hand, they favour interventions that benefit a larger 

share of the population; interventions that offer substantial health benefits for those treated, 

treatments that target the severely-ill, and those that are proven to be cost-effective.  

Concerning interaction effects, male respondents are more likely to choose interventions that target 

the elderly, as compared to young age groups. Conversely, male participants attribute lower weight 

on interventions that increase individual health benefits. Finally, health managers and directors in the 

pharmaceutical industry prioritise interventions that give a positive balance between benefits and 

costs (cost-effective).  

[Insert Table 5] 

Regarding the regional models, results from the fitted heteroskedastic model confirm that the 

estimated coefficients are not statistically significant (p-valueregion1=0.37 and p-valueregion2=0.62), thus 

the model is separable. The estimation results are similar to those of the general model, although 

some differences occur. Respondents from all regions favour interventions that target the severely-ill, 

that offer greater total and individual benefits and are cost-effective. Conversely, they penalise 

interventions targeting middle and high age groups as well as those that demand public support. 

Some differences are being noticed regarding the interaction terms. Male respondents from all three 
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regions put an “extra” weight on interventions targeting the elderly. Moreover, male participants from 

Catalonia and the Basque Country appear to favour interventions that offer substantial individual 

health benefits. Managers and pharmaceutical executives from Cantabria and Valencia dislike 

interventions that are proven to be cost-effective.  

Tables 6 displays predicted probabilities for each criterion and for aggregate equity and efficiency 

criteria respectively, as well as the percentage differences. Of the four equity parameters estimated, 

the severity of disease and willingness to subsidise increase the probability of selection for the 

intervention in the general model by 4.5% and 1.7% respectively, as compared to the base 

alternative. 

[Insert Table 6]  

In all regions, severity is the only criterion that increases the selection probability by 4.5%, 4.4% and 

6.3% for the regions of Catalonia/Basque Country, Cantabria/Valencia and Madrid respectively. 

Interventions targeting the elderly have a negative effect by 9%, 21% and 9.5% in the regions of 

Catalonia/Basque Country, Cantabria/Valencia and Madrid, respectively.  

[Insert Table 7]  

Turning to efficiency criteria, all three criteria exhibit great positive effects for the general model. 

Interventions with high individual benefits, a large number of beneficiaries and proven cost-

effectiveness increase the probability of selection by 5.8%, 6% and 8% respectively. Similar outputs 

are obtained for the three regions, with the larger number of beneficiaries and high individual benefits 

increasing the chance of selection by 9% and 7% in both in Catalonia/Basque Country and 

Cantabria/Valencia respectively. The effect of the cost-effectiveness criterion reaches 10% in 

Cantabria/Valencia.  

Overall, for interventions targeting young age groups, purely equitable interventions are 2.1% more 

likely to be chosen compared to the baseline value in the regions of Catalonia/Basque Country. On 

the other hand, for a purely efficient intervention this figure increases up to 12%. The same is true for 

interventions targeting middle age groups.  
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For interventions targeting older ages the equity aggregate difference in probabilities turns negative in 

all regions, with the baseline alternative being preferred1, while the figures for efficiency remain 

positive, reaching 12.4%, 18.1% and 17% for Catalonia/Basque Country, Valencia/Cantabria and 

Madrid. 

Looking at the ratios of aggregate predicted probability differences (Table 7), we conclude efficiency 

is more desirable than equity at a ratio of 5.6, 4.7 and 3.8 in each region for interventions targeted at 

young ages. For interventions targeting the elderly, the negative values obtained for the aggregate 

equity criteria are insignificant across the three regions. 

Respondents from Catalonia and the Basque Country are indifferent (or find equally desirable) 

between one unit drop in efficiency and an almost three times increase in equity (given the negative 

equity-efficiency ratio of 2.9). These figures are similar in the regions of Cantabria/Valencia and 

Madrid, with efficiency/equity ratios of 1.2 and 4, respectively.   

2.3. Composite league table calculations 

Overall results of health interventions ranking according to their computed probability of selection are 

given in Appendix Table X. The calculations were based on the DCE criteria coefficients estimated in 

both the general and the sub-models. As discussed earlier, different calculations were required, in 

order to take into account the three categories of the “age of target group” criterion. Further, 

measurements were repeated for each region included in the study (Appendix Table X). The rankings 

of interventions are largely comparable, with the exception of age-specific interventions. Note that 

several interventions exhibit similar characteristics with respect to the equity/efficiency criteria, 

resulting in similar results, and, thus, rankings.   

Overall, mental disorders interventions are the most highly ranked, with those targeting suicide and 

intentional self-harm attempts ranking first in both the country as a whole and each region examined. 

Neoplasia, CVD and endocrinology interventions follow, with the exception of Cantabria/Valencia, 

which gives higher priority to interventions addressing risk factors. Results are relatively similar when 

rankings for each age category are compared. Mental disorders interventions seem to be the most 

                                                           
1 The base alternative has a higher predicted probability compared to an alternative whose efficiency 

attributes are set to their mean and all equity criteria are set to one. 
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highly ranked in young and middle age categories. Nevertheless, this is not the case for elderly 

groups, where CVDs are most highly prioritised. Endocrinology and neoplasia diseases are also 

important disease areas, although differences are being noticed depending on the type of illness and 

the intervention. Results are almost equivalent for the regions of Catalonia/Basque Country and 

Cantabria/Valencia. Some minor differences are being observed in the rankings for Madrid.  

3. Discussion 

 

The Spanish healthcare system with universal coverage and publicly funded under the responsibility 

of the Autonomous Communities was under severe pressure by the cost-containment measures 

enacted by the national and regional governments. Within this economic and political environment, 

the Spanish health stakeholders displayed a stronger preference for severity of disease, high 

individual benefits, a large number of beneficiaries and proven cost-effectiveness criterion for priority 

setting of interventions. In comparison, studies that investigated criteria of importance in the priority-

setting process after the economic crisis focused on Uganda, Nepal, Brazil, Norway, Austria, China 

and Hungary so far (2, 5, 10). All of these studies included the DCE methodology and employed 

similar criteria following the same analysis with the identical aim, namely to allow for cross-country 

comparisons (with adaptation for each health care system) (26). In Nepal, Norway, Brazil, Austria, 

Hungary and Uganda a preference for efficiency over equity was observed (5, 10). In Israel, policy-

makers seemed to balance weights between efficiency and equity criteria (26). 

The preference for severity of disease aligns with the findings of similar studies conducted in Norway, 

Israel, Austria and Hungary, Brazil and Uganda (10, 26, 27). A review of popular preferences also 

listed the severity of illness as a criterion for health resource allocation (28).    

The overall elicit preference of efficiency over equity lines up with the state of art in this subject, with 

Cuba being the exception case-study (10), and sustains that health stakeholders opt for some 

moderation in their preferences. The decision-makers’ efficiency/equity preferences were also 

consistent across the three groups of regions. 

The low weight for equity also might be related to the universal coverage of the Spanish National 

Health System (and therefore less relevant the preference to subsidise others) and the transition 
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towards the need of a more defined search for efficiency in the provision whereas in the last decades, 

the focus had been pointed to equity in the access. Looking at the equity criteria themselves, Spanish 

stakeholders display preferences prioritizing the young age population, which is in line with the WHO 

“Global Action Plan for the Prevention and Control of Non-communicable Diseases (2013-2020)”, 

calling for prevention and early treatment of mental illness and other NCDs (29). Moreover, the recent 

health policy reforms (including reforms in mental health policy) highlighted the need for 

improvements in the coordination of health services within the country in order to reduce health 

access discrepancies among the ACs, the promotion of efficient resource allocation and the 

establishment of equal access to health services (7). 

The highest rankings are contained for interventions targeting severe mental disorders, i.e. major 

depressive disorders and suicides (or suicidal attempts). Such clinical conditions are highly correlated 

with 70% to 90% of those individuals that commit suicide, suffering mostly from affective disorders 

(30, 31). These findings are consistent with the growing consensus in Spain that economic crisis led 

to significant increases in mental disorders and suicide rates (7.3 per 100 000 people in 2005 against 

7.5 in 2013) (32). Unemployment rose from 8 percent in 2007 to 27.16 percent in 2013, representing 

the highest in Europe at that time (6). The prevalence of major depression increased significantly 

between 2006 and 2010, of which 50 percent were attributed to unemployment and inability to fulfil 

mortgage commitments (33).  

Further improvements in the coordination of mental health plans across the country could possibly 

result in a more efficient system by reducing inequalities in mental health care access and financing 

(34). For instance, in Spain 90% of the price for antidepressant drugs is publicly funded (35). 

However, psychiatric care is one of the most neglected mental health areas and psychotherapy is 

covered only for a short-period of time. Access to psychiatric care is provided through a general 

practitioner’s referral, with the coordination between primary and mental health varying between the 

ACs (36). These phenomena lead to an overuse of primary care services, the imbalance between 

need and provision of specialised care and a greater reliance on drug treatments, which is extremely 

relevant given the already high pharmaceutical expenditure. Therefore, further improvements in 

mental health access could address problems with unmet mental health need. 
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A comparison of our CLTs with those of other high-income countries, such as Norway and Austria, 

reveals some notable features (2, 5). Non-communicable diseases constitute the major burden of 

disease in all countries and are similarly ranked. However Spanish and Austrian decision-makers give 

the highest priority to mental health interventions, targeting conditions that affect young and middle-

age populations, whilst Norwegian study participants favour interventions that target the elderly. 

Spanish policy-makers seem to focus on the working population in the interest of productivity and 

economic growth (3). Furthermore, Norwegian decision-makers seem to be the least attracted to 

mental health interventions. On the other hand, Spanish (and Austrian) stakeholders give the highest 

priority to depressive disorders, with results from Spain showing a great focus on suicides and 

intentional self-harm. These results possibly reflect concerns about the economic situation and its 

significant effect on population mental wellbeing. Between 2005 and 2013 Spain recorded a rise in 

suicide rates (6 to 7.3 per 100 000 people) contrasting the turn down in Norway and Austria (32).  

Overall, this study confirms that there are measurable differences in policymakers’ preferences 

among equity and efficiency criteria. DCEs indicate that using multiple criteria offers insights into 

priority-setting processes. However, this approach exhibits some substantial limitations. The number 

of criteria is finite, while the choice of relevant criteria is a challenge. In this study, we borrowed a set 

of generic equity and efficiency criteria from previous studies, possibly forgoing the chance for a 

deliberative discussion of the Spanish health system and socio-economic context, but allowing for 

international comparisons. The survey was addressed to policy-makers, research associates and 

representatives of the pharmaceutical industry, assuming that they, at least partially, would reflect the 

preferences of those involved in the health system but we ignored the preferences of the general and 

patient population. Finally, while our sample size is sufficient for estimation purposes, generalisability 

of results would require caution, especially in the case of regional sub-analysis.  

4. Conclusion 

  

The rise of healthcare expenditure is endangering the universal coverage and access to health 

services across the world. Under straight cost-containment, our study concludes health decision-

makers value, in moderation, efficiency criteria (high individual benefits, a large number of 
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beneficiaries and proven cost-effectiveness) over equity (severity of disease), which aligns with 

evidence found in cross-country comparisons. Moreover, the present study shows the intervention 

priorities selected by the health decision makers are consistent with the socio-economic challenges 

brought up from the economic crisis that led to the increase of mental disorders, the rise of suicide 

rates and underinvestment in psychiatric care. Further longitudinal research comparing consumers 

and decision makers’ elicit preferences and priority interventions would make decisions more 

transparent and relevant to the general population. 
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