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Previous studies have reported higher quality of life in patients who receive home nocturnal hemodialysis (HNHD) than
conventional in-center hemodialysis (IHD). The optimal method for eliciting preferences from dialysis patients remains
undefined, and there may be unique methodologic concerns in this population. Patients’ preferences for IHD (n � 20) and
HNHD (n � 24) were studied using the standard gamble (SG), time trade-off (TTO), and modified willingness to pay (WTP)
methods. This report describes experience with operationalizing these three techniques in this population. A higher prefer-
ence for HNHD was found with all measures, with significant differences observed with the SG (HNHD: median 0.79
[interquartile range (IQR) 0.67 to 0.95]; IHD: median 0.60 [IQR 0.20 to 0.82]; P � 0.031) and WTP (HNHD: median 0.50 [IQR
0.40 to 0.68]; IHD: median 0.20 [IQR 0.20 to 0.38]; P < 0.001). SG and TTO scores were moderately correlated but not with WTP.
In addition, qualitative issues arose during TTO and WTP interviews that seemed to influence the interpretation of these
preference scores. In the TTO, time willing to trade became oriented toward the next pivotal life event, with a failure of the
requirement for a constant proportional time trade-off. WTP preferences were oriented toward the smallest survival stipend.
These issues represent range restriction biases. No significant issues arose during the SG interviews. HNHD patients
expressed a greater preference for current health than IHD patients. The operational performance of SG was good in this
study, whereas biases and methodologic concerns were identified with the TTO and WTP in this population.
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M easuring quality of life is an attractive approach to
gauging an intervention’s effectiveness. Quality-of-
life measurements can be a study’s primary focus or

can be combined with costing data as part of a cost-effective-
ness analysis. The quality of life of dialysis patients is among
the worst reported for chronic medical conditions (1,2). Studies
have attempted to quantify quality of life in dialysis patients
through disease-specific or generic instruments (3–11). Tools
such as the kidney disease quality of life (KDQOL) generate a
numeric rating of quality of life in many domains. Preference-
based techniques can be used to estimate utility scores
(2,4,12,13), expressing global quality of life as a single number
on a scale ranging from 0 (a health state equivalent to death) to
1 (equivalent to the best possible health (14–20). They have
several advantages over rating systems, allowing comparisons
of quality of life across disease states, and can be used to
generate the popular quality-adjusted life year (QALY) metric
that is used in cost-utility studies. Utility scores can be gener-
ated by a variety of preference-based methods and are one of
the preferred outcome measures for economic analyses (21,22).

Two such methods are the time trade-off (TTO) and standard
gamble (SG). The TTO method involves determining the max-
imum proportion of remaining lifespan that a patient would be
willing to trade for perfect health. The SG method involves
determining the maximum chance of immediate death that a
patient would be willing to gamble against for the chance of
gaining perfect health. Patient preferences can also be elicited
through willingness to pay (WTP) valuations, particularly for
application in cost–benefit analyses (23–26).

The preferred technique for eliciting preferences remains
controversial, because preference scores can vary considerably
(27). Such variation may be due to the heterogeneity of personal
preferences. However, previous studies suggested three meth-
odologic concerns that can also influence preference scores.
First, preference assessment studies exhibit method effects: The
technique used seems systematically to bias preference scores
(19,28–30). Second, preference assessment studies exhibit re-
spondent effects: Interviews of patients with the medical con-
dition, health professionals, and lay public often yield different
results (31–33). Finally, the validity of preference measures rest
on axioms that can be violated (34,35).

Our group performed a cost-utility study that examined two
forms of hemodialysis (2). The first was conventional in-center
hemodialysis (IHD), whereby patients received dialysis treat-
ments at the hospital three times per week for 4 h. The second
was home nocturnal hemodialysis (HNHD), whereby patients
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