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are provided with free text boxes to elaborate on their assessment. These free text comments are 
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TITLE (PROVISIONAL) Willingness-to-Pay per Quality-adjusted Life Year for Life Saving 
Treatments in Thailand 

AUTHORS Nimdet, Khachapon; Ngorsuraches, Surachat 

 

VERSION 1 - REVIEW 

REVIEWER Montarat Thavorncharoensap 
Faculty of Pharmacy, Mahidol University 

REVIEW RETURNED 06-May-2015 

 

GENERAL COMMENTS Major revision  
1. “WTP for life threatening disease” should be changed to “WTP for 
life saving” throughout the study because the scenario explained 
that if the respondent did not pay he/she will die so it should be life-
saving instead of treatment of life threatening.  
2. The validity of WTP method depends on the understanding of the 
respondents. How the authors encouraged them to critically think 
about the WTP amount that they could pay? Whether, the sources of 
payments such as loan, selling properties, income, etc were given 
as examples for respondents and were they encouraged to think 
about their current expense and saving? In fact, the WTP in this 
study was quite high as they were about 60% of household income 
and about 70% of individual income. In fact, the authors mentioned 
that the use of open-end may underestimate the WTP amount but 
this study identified quite high WTP. Please further discuss.  
3. On page 10, the reason of higher WTP/QALY from previous study 
(getting back to current health sate from unilateral blindness) and in 
this study (moving to current health state from DEATH not non-
specific serious disease –line 37) need to be further explained. At 
present, authors mentioned that in the previous study they paid 
more because they started from more severe state but it was not 
true.  
4. Line 42 to 46, on page 10: Both studies assessed WTP per QALY 
for life-saving not for a serious disease to the full health state. In 
fact, this study revealed similar value with the previous study not 
higher. The WTP/QALY value identified from previous study ranged 
from 202,000 to 335,000 Baht while in this study WTP/QALY was 
identified at 215,000 Baht  
5. The percentages of respondents who were unwilling to pay were 
around 4% and the reasons indicated were that they had no money 
or government s should pay for it. This is unusual as it is life-saving 
scenario and the researcher used open-ended method so the 
respondents can pay any prices that they can afford. What were the 
incomes of those who were unwilling to pay and mentioned that they 
had no money? In addition, if there is any other explanation that 
could explain why they were unwilling to pay?  
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Minor revision:  
1. Scenario described on page 6. Would it still be correct to ask the 
respondents to imagine that they have life threatening disease and 
delete the words “ for one year”?  
2. In table 1, current utility of the respondents should also be given.  
3. As most of Thai populations were in agriculture occupations 
where income may vary depending on season or income is not 
stable throughout the year. Whether this affected the WTP amount 
or made it difficult to assess WTP per month?  
4. The WTP in this study was relevant to the scenario that covered 1 
year period. If the duration is not 1 years but longer the amount of 
WTP may change. This also limits the generalizability of the findings. 
It will be useful for putting this in the discussion as well.  
5. On page 5, authors mentioned “ some cases were controversial. 
For instance, once-in-a lifetime population based mammographic 
…..in Thailand”. These sentences are unclear. Please further clarify.  
6. On page 12, Line 33. “No matter CE threshold…and more 
expensive” . This sentence is unclear. Please further clarify.  
7. Page 5 line 23 to 27, please re-check the scenario used in 
references 35. 

 

REVIEWER Mark Pennington 
London School of Hygiene & Tropical Medicine  
UK 

REVIEW RETURNED 07-May-2015 

 

GENERAL COMMENTS I have some concerns about this study that need addressing before 
publication. The scenario presented to respondents is described too 
briefly and it isn’t clear what health gain the respondents are valuing. 
Are they postponing death for a year in a terminal illness scenario or 
are they buying a cure from a terminal illness? These two scenarios 
are very different in terms of the health gain and this needs 
clarifying. If the respondents are postponing death in a terminal 
illness scenario then it needs to be acknowledged that valuations 
may be inflated by a scenario in which we might expect the marginal 
utility of income to be depressed.  
The authors use EQ-5D-3L tariff scores and VAS scale to measure 
respondents’ current health states. I would have based the analysis 
on the tariff scores but I accept that some analysts would favour 
VAS scale scores. I’ve never seen VAS scores rescaled in the 
manner described in the study. I couldn’t see the justification for this 
– can respondents really have a non-zero utility for death? I think 
this rescaling needs strong justification.  
The calculation of mean WTP per QALY values is unclear. Is this 
value calculated for each respondent and a mean of the resultant 
WTP per QALY values calculated. Or is the mean WTP divided by 
mean QALY gain (i.e. mean of ratios or a ratio of means)? The two 
approaches will give different answers. There is no clear guidance 
on which is superior but the authors should clarify which approach is 
used.  
Respondents electing not to pay need to be clearly reported. There 
appears to have been an attempt to distinguish true zeros from 
protest responses. It is acceptable to exclude protest responses but 
the true zeros should be included in the sample for the calculation of 
WTP per QALY. The follow-up questions used to classify 
respondents as true zeros or protesters should be described.  
I assume that the distribution of WTP data was skewed. It would be 
helpful to see the distribution of the data to help judge the 
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appropriateness of the linear regression modelling. The authors 
should include a histogram showing the distribution of the raw WTP 
data.  
I found the discussion hard to follow in places. On page 10 I 
struggled to follow the argument explaining why participants in the 
study in Ref 24 had a higher mean WTP – surely a life threatening 
disease (in this study) is more severe than blindness? I have 
probably misunderstood the argument but they should be made 
more clearly.  
 
Minor points  
I would like to see WTP values displayed in USD as well as Baht, at 
least in the abstract.  
The second bullet point in the strengths and limitations about a 
‘flexible CE threshold’ needs clarifying – I didn’t understand the 
meaning until I read the discussion.  
The ordering of the references needs checking – the CE threshold in 
line 14 on page 5.  
The first lines of the data collection paragraph need rephrasing – it 
reads as if the National Statistical Office did a sample size 
calculation.  
The discussion comments on the difference in the WTP per QALY 
estimated in this study compared to previous Thai studies. I thought 
the difference in values was modest. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer #1:  

No

. 

Comments from reviewer#1 Responses 

Major revision 

1 “WTP for life threatening disease” should be changed to 

“WTP for life saving” throughout the study because the 

scenario explained that if the respondent did not pay 

he/she will die so it should be life-saving instead of 

treatment of life threatening. 

 

We agreed to change “WTP for life 

threatening disease” to “WTP for life 

saving” in the title, and some sentences 

in the manuscript.  

 

2 The validity of WTP method depends on the 

understanding of the respondents. How the authors 

encouraged them to critically think about the WTP amount 

that they could pay? Whether, the sources of payments 

such as loan, selling properties, income, etc were given 

as examples for respondents and were they encouraged 

to think about their current expense and saving? In fact, 

the WTP in this study was quite high as they were about 

60% of household income and about 70% of individual 

income. In fact, the authors mentioned that the use of 

open-end may underestimate the WTP amount but this 

study identified quite high WTP. Please further discuss 

We added the details of WTP question 

according to our survey to support the 

validity of WTP method, and 

respondents’ understanding.  

See page 6, line18-22. 

 

We agreed to add more discussions 

about high WTP value.  

See page 11, line 15-26. 
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No

. 

Comments from reviewer#1 Responses 

Major revision 

  

3 On page 10, the reason of higher WTP/QALY from 

previous study (getting back to current health sate from 

unilateral blindness) and in this study (moving to current 

health state from DEATH not non-specific serious disease 

–line 37) need to be further explained. At present, authors 

mentioned that in the previous study they paid more 

because they started from more severe state but it was 

not true. 

 

We apologized for our mistakes. We 

adjusted, and clarified more. In addition, 

we deleted sentence “Therefore, the 

participants in that study might be willing 

to pay more because they might start 

from more severe state” 

See page 10, line 24-31. 

 

 

4 Line 42 to 46, on page 10: Both studies assessed WTP 

per QALY for life-saving not for a serious disease to the 

full health state. In fact, this study revealed similar value 

with the previous study not higher. The WTP/QALY value 

identified from previous study ranged from 202,000 to 

335,000 Baht while in this study WTP/QALY was 

identified at 215,000 Baht 

 

We agreed to adjust this discussion.  

See page 11, line 1-9 

 

 

5 The percentages of respondents who were unwilling to 

pay were around 4% and the reasons indicated were that 

they had no money or government s should pay for it. 

This is unusual as it is life-saving scenario and the 

researcher used open-ended method so the respondents 

can pay any prices that they can afford. What were the 

incomes of those who were unwilling to pay and 

mentioned that they had no money? In addition, if there is 

any other explanation that could explain why they were 

unwilling to pay? 

 

We added more discussion. 

See page 11, line 15-26. 

 

Reviewer #1: 

No. Comments from reviewer#1 Responses 

Minor revision 

6 Scenario described on page 6. Would it still be correct to 

ask the respondents to imagine that they have life 

threatening disease and delete the words “ for one year”? 

We cannot delete the words because 

duration of scenario is a factor of WTP, 

and respondents could expect the total 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-008123 on 5 O

ctober 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/


No. Comments from reviewer#1 Responses 

amount of WTP. 

 

7 In table 1, current utility of the respondents should also 

be given 

We added the current utility both 

rescaling VAS and EQ-5D. 

See table 1 

 

8 As most of Thai populations were in agriculture 

occupations where income may vary depending on 

season or income is not stable throughout the year. 

Whether this affected the WTP amount or made it difficult 

to assess WTP per month 

 

We asked them for the average WTP per 

month and already stated in the method 

section. 

 

9 The WTP in this study was relevant to the scenario that 

covered 1 year period. If the duration is not 1 years but 

longer the amount of WTP may change. This also limits 

the generalizability of the findings. It will be useful for 

putting this in the discussion as well. 

 

We added recommendation and 

limitation of the finding related to duration 

of scenario. 

See page 11, line 24-26 

10 On page 5, authors mentioned “some cases were 

controversial. For instance, once-in-a lifetime population 

based mammographic …..in Thailand”. These sentences 

are unclear. Please further clarify 

 

We clarified more on the same page. 

See page 5, line 19-21 

11 On page 12, Line 33. “No matter CE threshold…and 

more expensive”. This sentence is unclear. Please further 

clarify. 

 

We clarified this sentence. 

See page 13, line 10. 

12 Page 5 line 23 to 27, please re-check the scenario used 

in references 35. 

We checked and found that there were 

several durations. We adjusted the 

wordings.  

See page 5 line 15. 
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Reviewer #2:  

No. Comments from reviewer#2 Responses 

Major revision 

1 The scenario presented to respondents is described too 

briefly and it isn’t clear what health gain the respondents 

are valuing. Are they postponing death for a year in a 

terminal illness scenario or are they buying a cure from 

a terminal illness? These two scenarios are very 

different in terms of the health gain and this needs 

clarifying. If the respondents are postponing death in a 

terminal illness scenario then it needs to be 

acknowledged that valuations may be inflated by a 

scenario in which we might expect the marginal utility of 

income to be depressed 

 

We created the scenario for valuing WTP 

for a cure from terminal illness. We added 

more details about scenario presentation.  

See page 6, line18. 

2 The authors use EQ-5D-3L tariff scores and VAS scale 

to measure respondents’ current health states. I would 

have based the analysis on the tariff scores but I accept 

that some analysts would favour VAS scale scores. I’ve 

never seen VAS scores rescaled in the manner 

described in the study. I couldn’t see the justification for 

this – can respondents really have a non-zero utility for 

death? I think this rescaling needs strong justification. 

 

It is true that respondents really had a non-

zero utility for death and one utility for 

perfect health state. Therefore, we used 

VAS rescaled to calibrate utility value as 

same as previous studies, e.g. Bobinac A 

2010 (WTP for QALY:  The individual), and 

Stolk EA 2010 (Discrete choice modeling 

for the quantification of health state: The 

case of EQ-5D) did. 

 

We adjusted and clarified for more details. 

See page 7, line 21-24, and 30.  

 

3 The calculation of mean WTP per QALY values is 

unclear. Is this value calculated for each respondent 

and a mean of the resultant WTP per QALY values 

calculated. Or is the mean WTP divided by mean QALY 

gain (i.e. mean of ratios or a ratio of means)? The two 

approaches will give different answers. There is no clear 

guidance on which is superior but the authors should 

clarify which approach is used 

We calculated WTP/QALY for each 

respondent. 

We added more details. 

See page 8, line 5 and 12. 

4 Respondents electing not to pay need to be clearly 

reported. There appears to have been an attempt to 

distinguish true zeros from protest responses. It is 

acceptable to exclude protest responses but the true 

zeros should be included in the sample for the 

calculation of WTP per QALY. The follow-up questions 

used to classify respondents as true zeros or protesters 

We agreed to include unwillingness-to-pay 

values in calculation of WTP, and 

WTP/QALY.  

See table 2  
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No. Comments from reviewer#2 Responses 

Major revision 

should be described. 

5 I assume that the distribution of WTP data was skewed. 

It would be helpful to see the distribution of the data to 

help judge the appropriateness of the linear regression 

modeling. The authors should include a histogram 

showing the distribution of the raw WTP data. 

The reviewer was correct about the 

skewed distribution of the data. We 

therefore transformed WTP/QALY to log 

scale before we ran a new regression 

model. We added this information on page 

8 line 8-9. However, we decided not to 

include the histogram because of 

redundancy reasons. 

 

We found that distribution of WTP/QALY 

was positively skewed distribution 

(Skewness =10.855+ 0.104), as showed in 

figure 1. 

 

Figure 1. Histogram of WTP/QALY  

 

 

Then, we transformed WTP/QALY into log 

(10+ WTP/QALY) for reducing skewness. 

The distribution was negative (skewness =     

-3.174 + 0.104). Histogram presents in 

figure 2. 
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No. Comments from reviewer#2 Responses 

Major revision 

 

Figure2. Histogram of log(10 + 

WTP/QALY) 

 

 

Finally, we trimmed 10% of all WTP/QALY 

values (5% highest and 5% lowest, and 

transformed data to log(WTP/QALY) for 

linear regression analysis. The skewness 

was -0.170+0.109. Histogram presents in 

figure 3.  

 

 

Figure3. Histogram of log(WTP/QALY) 

with   10% trimmed mean 

 

See page 9, line 17-18 and table 3.  

 

 

6 I found the discussion hard to follow in places. On page 

10 I struggled to follow the argument explaining why 

participants in the study in Ref 24 had a higher mean 

WTP – surely a life threatening disease (in this study) is 

We adjusted and clarified in the 

discussion. 
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No. Comments from reviewer#2 Responses 

Major revision 

more severe than blindness? I have probably 

misunderstood the argument but they should be made 

more clearly. 

 

See page 10, line 24-31. 

Minor points 

7 I would like to see WTP values displayed in USD as well 

as Baht, at least in the abstract. 

 

We added the exchange rate (Bath to 

USD) in the abstract and result.  

See page 2, line 14-15, and page 9, line 

11. 

  

8 The second bullet point in the strengths and limitations 

about a ‘flexible CE threshold’ needs clarifying – I didn’t 

understand the meaning until I read the discussion. 

 

We added more details in the strengths 

and limitations of the study. 

See page 3 line 7-9. 

9 The ordering of the references needs checking – the CE 

threshold in line 14 on page 5. 

Reference No. 35 was correct and it 

follows No.33 (on page 4, line 25) and 34 

(on page 5, line 7) 

 

10 The first lines of the data collection paragraph need 

rephrasing – it reads as if the National Statistical Office 

did a sample size calculation 

We agreed to make it clear. 

See page 7, line 6-7. 

11 The discussion comments on the difference in the WTP 

per QALY estimated in this study compared to previous 

Thai studies. I thought the difference in values was 

modest. 

We added more details. 

See page 10, line 26-31 and page 11, line 

1-9.   

 

 

VERSION 2 – REVIEW 

REVIEWER Montarat Thavorncharoensap 
Mahidol University, Thailand 

REVIEW RETURNED 04-Jul-2015 

 

GENERAL COMMENTS Major revision: 

1. Please clarify the scenario in the method section (page 28 

second paragraph): Should it be something likes- “Please 

imagine that you have life threatening disease. If you do not 
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have any treatment you will die today. If there is a treatment 

that can help you get back to your current health state but 

you can only live for 1 more year (in the current health state) 

and then die. What is the maximum value would you be 

willing to pay per month for that treatment?” By using this 

scenario, QALY gained from the treatment will be equal to 

Utility of current health state – Utility of death state NOT the 

Utility of current health state - Utility of life threatening 

disease. In fact, utility of life threatening disease was not 

measured in this study. If this is correct, the formula on page 

30 should be changed from Ucurrent health state – Ulife 

threatening disease) to (Ucurrent health state- Udeath). 

Please clarify and change accordingly. The current scenario 

provided was a bit unclear. 

2. In the method part, last paragraph (page 30 of 42), I still do 

not believe that utility derived from rescale VAS was better 

than the EQ-5D-3L value set that was based on Thai 

population.  In fact, many evidences consistently mentioned 

that VAS is not the appropriate technique to obtained utility. 

In fact, Thai value set was derived by TTO, which was more 

valid than VAS. In the result part, the authors reported 

results from both VAS and EQ-5D value set so no need to 

mention about the advantage of VAS or authors can provide 

other explanations.  

3. Again, in the discussion part, first paragraph, it should be 

“willing to pay approximately 240,000 Baht for an additional 

QALY in case of saving their lives from death due to life 

threatening disease to current health state NOT from life 

threatening disease. Otherwise, the QALY gained for 1 year 

should be equal to Utility of current health – Utility of life 

threatening disease. In fact, I didn’t see how the authors 

measured the utility of life threatening disease. Please also 

check the same comments on page 34 of 42 line 12-13. It 

should be WTP from moving away from death due to life 

threatening disease to current health state. Please check 

and clarify. 

4. Discussion part on page 32 of 42 was unclear.  For the first 

paragraph,  I believed that WTP from this study was in line 

with the previous study (ref 24), where a value of a QALY 

was derived from unilateral blindness treatment scenario. 

On the other hand, it was a bit lower from the other previous 

study (ref 35), which used similar scenario (life –saving 

treatment). On the second paragraph, please rewrite as I 

believed the authors just want to tell that reasons from 

discrepancies was due to the different scenario employed in 

the study. In fact, the scenarios used in reference 35 were 

quality of life improvement, life-extension in terminal illness, 

and life –saving. This study also use life-saving but in 

previous study (ref 35), if the participant pay for treatment 

they can live only 2 months and 5 months in full health while 

if not pay they will die now. On the other hand, in the current 

study if the participants pay for treatment they can live 1 
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year in current health while if not pay they will die now. For 

reference 24, similar to reference 35, treatment can bring 

back respondents from blindness to full health while in this 

current study,  treatment can bring back respondents to 

current health not full health. As far as I know, these are 

examples of different scenario used between this study and 

previous studies. Then, you can give the reason why the 

scenario used in this study is more legitimate. Please rewrite 

and make it clearer.  

5. In the conclusion part, please clarify, these sentences –“ No 

matter CE threshold is implicitly or explicitly stated, it is 

essential when competing technologies have higher 

effectiveness and higher cost than  present technologies. It 

also has an impact on patient access to new technologies” 

6.  Another disadvantage of using open-end questions is that it 

is very difficult to answer compared to other technique such 

as closed-end or bidding so low response rate is expected. 

In this study, how many participants (and %) were unwilling 

to pay and what were their reasons? Please give more 

details. In addition, according to the recent review (Health 

Econ. 2014 THE WILLINGNESS TO PAY FOR A QUALITY 

ADJUSTED LIFE YEAR: A REVIEW OF THE EMPIRICAL 

LITERATURE. Ryen L, Svensson M), a value of a QALY 

derived from life saving or life extension was usually higher 

than those derived from QOL enhancing. Why your result, 

which is life saving scenario was lower than that of the 

previous study (ref 35), which was also life saving scenario 

and also lower than the other previous study (ref 24), which 

was a QOL enhancing scenario? Please discuss further if 

this is due to the use of open-end technique? 

 

REVIEWER Mark Pennington 
London School of Hygiene & Tropical Medicine, UK 

REVIEW RETURNED 30-Jun-2015 

 

GENERAL COMMENTS When I first reviewed this paper it wasn't clear what health gain the 
respondents were valuing. The authors have clarified this. My 
understanding is that the respondents were valuing a life saving 
intervention. That is they were buying a cure from a fatal disease. 
Hence their gain is their remaining estimated life expectancy and not 
one year. The authors assume the respondents are valuing a gain of 
one year which they weight for quality of life. However, the 
respondents must be considering the gains beyond one year (i.e. the 
rest of their life). Hence I think the majority of respondents will have 
valued a health gain considerably in excess of one year. The 
payment, however, is clearly limited to one year.  
I think the study is fundamentally flawed if the aim was to elicit a 
value for one year of the respondent's life in their curent health state. 
Respondents will have valued a health gain far larger than this. 
Hence the WTP/QALY values derived are likely to be far too high.  
I'm not sure how this study could be salvaged. One would need 
some estimate of the life expectancy respondents expected to 
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recover and hence their expected health gain. Responses in such a 
scenario are likely to be highly constrained by budget constraints. To 
derive a WTP/QALY in a life saving context with respondents valuing 
a year gained the scenario would need to make clear that the 
treatment provided an extra year's life at current health. This is 
rather different from a life saving treatment. The EuroVaQ direct 
survey included just such a question (Pennington et al. Health 
Economics 2013).  

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer: 1  

Major revision:  

Comment #1.1: Please clarify the scenario in the method section (page 28 second paragraph): 

Should it be something likes- “Please imagine that you have life threatening disease. If you do not 

have any treatment you will die today. If there is a treatment that can help you get back to your 

current health state but you can only live for 1 more year (in the current health state) and then die. 

What is the maximum value would you be willing to pay per month for that treatment?”  

 

Response #1.1: Thank you for your suggestions and giving an example for scenario description. We 

agreed to adjust and clarified the scenario description. We found the scenario explanation in previous 

version might lead reader to misunderstand. Here is the revised version (Page 6, paragraph 2, line 

16-19);  

 

“Please imagine that you have life threatening disease for one year. If you will not get any treatment, 

you will die today. On the other hand, if there is a treatment that will help you to get back to your 

current health state, but you can only live for 1 more year (in the current health state) and then die. 

What is the maximum value would you be willing to pay per month for that treatment for one year?”  

 

Comment #1.2: By using this scenario, QALY gained from the treatment will be equal to Utility of 

current health state – Utility of death state NOT the Utility of current health state – Utility of life 

threatening disease. In fact, utility of life threatening disease was not measured in this study. If this is 

correct, the formula on page 30 should be changed from Ucurrent health state – Ulife threatening 

disease) to (Ucurrent health state- Udeath). Please clarify and change accordingly. The current 

scenario provided was a bit unclear.  

 

Response #1.2  

Thank you for your suggestion. It was correct that utility of life threatening disease was not measured 

because QALY gained was calculated from the different utilities between current health state and 

death. Therefore, we changed word in formula from Ulife threatening disease to Udeath. Here is the 

revised version (Page 8, paragraph 2, line 8-12);  

 

 

WTP per QALY = 12 x WTP/month  

Ucurrent health state –Udeath  

 

where WTP per QALY is WTP per QALY value, WTP/month is amount of WTP (Baht) per month, 

Ucurrent health state is utility of current health state, and Udeath is utility of death due to life 

threatening disease. We calculated the average WTP per QALY values from each individual WTP per 

QALY.  

 

Comment #2: In the method part, last paragraph (page 30 of 42), I still do not believe that utility 

derived from rescale VAS was better than the EQ-5D-3L value set that was based on Thai population. 
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In fact, many evidences consistently mentioned that VAS is not the appropriate technique to obtained 

utility. In fact, Thai value set was derived by TTO, which was more valid than VAS. In the result part, 

the authors reported results from both VAS and EQ-5D value set so no need to mention about the 

advantage of VAS or authors can provide other explanations.  

Here are the first revised version and second revised version.  

 

Response #2: Thank you for your comment. We removed these sentences following your comment. 

Here is the revised version (Page 8 , paragraph 3, line 15-18);  

 

Finally, we performed multiple linear regression analysis to examine the factors affecting WTP per 

QALY values. We transformed the WTP per QALY values derived from the rescaled VAS to log scale 

and used them as dependent variables and demographic variables as independent variables in this 

analysis.  

 

Comment #3: Again, in the discussion part, first paragraph, it should be “willing to pay approximately 

240,000 Baht for an additional QALY in case of saving their lives from death due to life threatening 

disease to current health state NOT from life threatening disease. Otherwise, the QALY gained for 1 

year should be equal to Utility of current health – Utility of life threatening disease. In fact, I didn’t see 

how the authors measured the utility of life threatening disease. Please also check the same 

comments on page 34 of 42 line 12-13. It should be WTP from moving away from death due to life 

threatening disease to current health state. Please check and clarify  

 

Response # 3  

Thank you for your advice. We adjusted sentence following your advice. In addition, we added more 

information to clarify. Here is the revised version.  

 

(Page 9, paragraph 3, page 24-25):  

The study results showed that the participants were willing to pay approximately 240,000 Baht for an 

additional QALY in case of saving their lives from death due to life threatening disease to current 

health states.  

 

(Page 8, paragraph 1, line 1-4)  

We calculated WTP per QALY value from the ratio of WTP value for saving their lives from death due 

to life threatening disease to current health states and the additional QALY. The additional QALY was 

derived from the difference of utilities between death due to life threatening disease (u = 0.000) and 

current health state of each individual.  

 

Comment #4 Discussion part on page 32 of 42 was unclear.  

Comment # 4.1:For the first paragraph, I believed that WTP from this study was in line with the 

previous study (ref 24), where a value of a QALY was derived from unilateral blindness treatment 

scenario. On the other hand, it was a bit lower from the other previous study (ref 35), which used 

similar scenario (life –saving treatment).  

 

Response #4.1:Thank you for your suggestion. We followed your direction and adjusted these 

sentences. Here is the revised version (Page 9, paragraph 3, line 28-29).  

 

Interestingly, the WTP per QALY values derived from this study were in line with WTP per QALY for a 

unilateral blindness treatment , but lower than WTP per QALY for a life-saving condition, which were 

derived from both two previous studies in the country (285,000 Baht and 334,045 Baht per QALY, 

respectively)[24 35].  

 

Comment #4.2: On the second paragraph, please rewrite as I believed the authors just want to tell 
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that reasons from discrepancies was due to the different scenario employed in the study. In fact, the 

scenarios used in reference 35 were quality of life improvement, life-extension in terminal illness, and 

life –saving. This study also use life-saving but in previous study (ref 35), if the participant pay for 

treatment they can live only 2 months and 5 months in full health while if not pay they will die now. On 

the other hand, in the current study if the participants pay for treatment they can live 1 year in current 

health while if not pay they will die now.  

 

Response#4.2: Thank you for your comment. We agreed to adjust and clarify the reason from 

discrepancies was due to the different scenario employed in the study. Here is the revised version 

(Page 10, paragraph 2, line 19-21, 25-29 ).  

 

The participants in the previous study[24] considered QALY gained (0.99) by getting back to their 

current health states from having unilateral blindness (u=0.72) for five years was in line with the QALY 

gained (0.87) that the participants perceived from moving back to their current health state from death 

(u=0.00) due to a non-specific serious disease for one year in this study. Therefore, WTP elicitation 

method, and QALY gain derived from different severity levels, and duration had effects on WTP 

values. However, generally asking participants to imagine about the recovery from unilateral 

blindness to current health state should be more legitimate than asking them to imagine about life 

threatening disease back to full health in another previous study[35]. This study also showed that the 

WTP per QALY derived from death due to a serious disease moving to the current health states for 

one year in this study was lower than the WTP per QALY derived from immediate death due to a 

serious disease moving to the full health state for two months (334,045 Baht/QALY) in one of the 

previous studies[35]. However, these two study results might not be a good comparison because they 

assumed that the respondents changed from life threatening disease to different health states, which 

were full health state and current health state.  

 

Comment #5: In the conclusion part, please clarify, these sentences –“ No matter CE threshold is 

implicitly or explicitly stated, it is essential when competing technologies have higher effectiveness 

and higher cost than present technologies. It also has an impact on patient access to new 

technologies”  

 

Response#5: Thank you for your comment. We agreed to rewrite the sentences. Here is the revised 

version (Page 13, paragraph 1, line 3).  

 

Health technology assessment becomes a norm for the allocation of health care resources in 

Thailand. CE threshold is essential when competing technologies have higher effectiveness and 

higher cost than present technologies. It also has an impact on patient access to new technologies. 

Our study added another WTP per QALY values specifically for life saving treatments and they would 

complement the current CE threshold used in the country and optimize patient access to treatments 

or technologies.  

 

Comment # 6: Another disadvantage of using open-end questions is that it is very difficult to answer 

compared to other technique such as closed-end or bidding so low response rate is expected. In this 

study, how many participants (and %) were unwilling to pay and what were their reasons?  

In addition, according to the recent review (Health Econ. 2014 THE WILLINGNESS TO PAY FOR A 

QUALITY ADJUSTED LIFE YEAR: A REVIEW OF THE EMPIRICAL LITERATURE. Ryen L, 

Svensson M), a value of a QALY derived from life saving or life extension was usually higher than 

those derived from QOL enhancing. Why your result, which is life saving scenario was lower than that 

of the previous study (ref 35), which was also life saving scenario and also lower than the other 

previous study (ref 24), which was a QOL enhancing scenario? Please discuss further if this is due to 

the use of open-end technique?  
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Response # 6: Thank you for your comment. We added number and percentage of respondents who 

expressed unwilling to pay. In addition, we added another disadvantage of open-ended question 

following your advice. Here is the revised version.  

 

(Page 9, paragraph 1, line 3-5)  

Table 2 shows WTP values, additional QALYs, and WTP per QALY values. A total of 534 participants 

were willing to pay for life saving treatments. Twenty (3.6%) participants were unwilling to pay. These 

included 13 participants had no money and seven participants thought that Thai government should 

support the cost of treatments.  

 

(Page 11, paragraph 1, line 7-12)  

Another reason for the different WTP per QALY values could be from the different WTP elicitation 

methods used among these preference-based studies. Although the advantages of using an open-

ended question in this study were that it was easier to understand and it required short time for 

interviews, one of the disadvantages was that it was difficult to answer, as compared to other 

techniques such as closed-end or bidding, and it could usually lead to low response rate[40]. In 

general, respondents would express maximum WTP for life saving or life extension[41 42]. Therefore, 

the open-ended question could be the reason explaining lower WTP per QALY in this study, as 

compared to other WTP per QALY values derived from life saving and life extension in previous 

studies[35].  

 

Reviewer: 2  

Comment: When I first reviewed this paper it wasn't clear what health gain the respondents were 

valuing. The authors have clarified this. My understanding is that the respondents were valuing a life 

saving intervention. That is they were buying a cure from a fatal disease. Hence their gain is their 

remaining estimated life expectancy and not one year. The authors assume the respondents are 

valuing a gain of one year which they weight for quality of life. However, the respondents must be 

considering the gains beyond one year (i.e. the rest of their life). Hence I think the majority of 

respondents will have valued a health gain considerably in excess of one year. The payment, 

however, is clearly limited to one year. I think the study is fundamentally flawed if the aim was to elicit 

a value for one year of the respondent's life in their curent health state. Respondents will have valued 

a health gain far larger than this. Hence the WTP/QALY values derived are likely to be far too high.  

I'm not sure how this study could be salvaged. One would need some estimate of the life expectancy 

respondents expected to recover and hence their expected health gain. Responses in such a 

scenario are likely to be highly constrained by budget constraints. To derive a WTP/QALY in a life 

saving context with respondents valuing a year gained the scenario would need to make clear that the 

treatment provided an extra year's life at current health. This is rather different from a life saving 

treatment. The EuroVaQ direct survey included just such a question (Pennington et al. Health 

Economics 2013).  

 

Responses: First of all, we would like to thank for providing us an opportunity to explain about 

misunderstanding on our manuscript. Basically, we agreed with your comments. It came from our 

mistranslation from Thai to English. We felt that we would like to explain to you because basically it 

was a misunderstanding from just a wrong preposition we used (after one year VS for one year). In 

fact, we should use “cure from this disease for one year” instead of “cure from this disease after one 

year” since we really asked the respondent for only one year and we have three evidences supporting 

the legitimacy of this argument.  

 

1.The first reviewer understood our scenario very well (see her comments # 1.1 and 4.2) and 

suggested us to rewrite as below  

 

Please imagine that you have life threatening disease for one year. If you will not get any treatment, 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-008123 on 5 O

ctober 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/


you will die today. On the other hand, if there is a treatment that will help you to get back to your 

current health state, but you can only live for 1 more year (in the current health state) and then die. 

What is the maximum value would you be willing to pay per month for that treatment for one year?  

 

 

2. Since we asked “cure from this disease for one year” and the respondents also understood that the 

WTP we asked was for one year, the WTP per QALY in this study was not far too high at all. Instead, 

it was low (see the first reviewer’s comment #6), as compared to previous studies. Therefore, the first 

reviewer asked us to explain further in this comment. If we asked “cure from this disease after one 

year”, as we mistranslated in the first revision, the WTP per QALY in this study would be much higher 

than the current number.  

 

3. We provided the Thai version of the question we used in the responses to reviewers file.  

 

Here is the revision (Page 6, paragraph 2, line 16-19).  

 

“Please imagine that you have life threatening disease for one year. If you will not get any treatment, 

you will die today. On the other hand, if there is a treatment that will help you to get back to your 

current health state, but you can only live for one more year (in the current health state) and then die. 

What is the maximum value would you be willing to pay per month for that treatment for one year?” 

VERSION 3 – REVIEW 

REVIEWER Mark Pennington 
London School of Hygiene & Tropical Medicine 

REVIEW RETURNED 10-Aug-2015 

 

GENERAL COMMENTS In response to Q3 I still have some concerns about axactly what the 
respondents are valuing. The authors have clarified the question 
phrasing in the revised manuscript. Basically the respondents are 
buying a one year postponement of death. That eliminates the 
concerns I had regarding the duration of the health gain. However, 
there are problems in deriving a WTP value for a QALY in this 
scenario because it is likely to depress marginal utility of income. 
Basically, what use is any of your savings if you don't buy the 
treatment? Only in the value the respondent places on leaving a 
bequest to relatives. We included a question of this manner in 
EuroVaQ and it generated significantly higher WTP values than the 
remaining questions (and not surprisingly either). I think the authors 
should have a look at those results (Pennington et al. Health 
Economics, 2015). The potential for the this type of scenario to 
inflate WTP values needs to be acknowledged in the discussion.  
With regard to Q15 I appreciate the challenges of writing a 
manuscript in a non-native language (I could not do this). However, I 
struggle to follow the discussion on page 10. I think the comparison 
with previous studies needs to be presented in a clearer manner.  
A couple of minor points:  
it would be helpful to calrify what exactly was done with the 20 
respondents who refused to state an answer. Did you include them 
as zero WTP values? I think that's fine but a sentence to clarify 
would be good.  
You refer in the Introduction to a threshold based on GNI and then in 
the discussion you refer to thresholds as a ratio of GDP. The 
resulting ratios are not consitent which might reflect a different GNI 
and GDP figure. Can you aligh either the Introduction or the 
Discussion so that both use the same measure.  
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VERSION 3 – AUTHOR RESPONSE 

 

1. In response to Q3 I still have some concerns about axactly what the respondents are valuing. The 

authors have clarified the question phrasing in the revised manuscript. Basically the respondents are 

buying a one year postponement of death. That eliminates the concerns I had regarding the duration 

of the health gain. However, there are problems in deriving a WTP value for a QALY in this scenario 

because it is likely to depress marginal utility of income. Basically, what use is any of your savings if 

you don't buy the treatment? Only in the value the respondent places on leaving a bequest to 

relatives. We included a question of this manner in EuroVaQ and it generated significantly higher 

WTP values than the remaining questions (and not surprisingly either). I think the authors should have 

a look at those results (Pennington et al. Health Economics, 2015). The potential for the this type of 

scenario to inflate WTP values needs to be acknowledged in the discussion.  

 

Response:  

Thank you for your advice. We reviewed the article (Penning et al. Health Economics, 2015) and 

added more details in our discussion. Here is the third revised version. (Page 11, paragraph 2 , line 

10-18)  

 

We also found that the amount of payment was approximately 70% household income. This result 

was consistent with the results from previous studies. In general, respondents would express 

maximum WTP for life saving or life extension[41-43]. For instance, Pennington et al. found that 

deriving a WTP for a QALY from coma and terminal scenarios generated higher values than those 

from other scenarios[43]. One of the reasons would be that this type of scenario is likely to depress 

marginal utility of income and money might be worthless to individuals under this circumstance. 

Therefore, it was possible that respondents in this study fully recognized life saving treatments and 

might thought of other financial sources, e.g. household income, deposit, and selling their properties, 

to pay for the treatments.  

 

2. With regard to Q15 I appreciate the challenges of writing a manuscript in a non-native language (I 

could not do this). However, I struggle to follow the discussion on page 10. I think the comparison with 

previous studies needs to be presented in a clearer manner.  

 

Response:  

Thank you for your comment. We agreed to make it clear. Here is the third revised version. (Page 10, 

paragraph 1, line 8-29)  

 

Different concepts and methods might be main reasons for the discrepancies of these WTP per QALY 

values. For instance, both CE threshold recommended by WHO and CE threshold currently used in 

Thailand were based on income, while the results from two previous studies in the country were 

based on preference[24 35]. However, the diseases used among these studies were also different. 

The first study examined the WTP for three diseases, including unilateral/bilateral blindness, 

paraplegia/quadriplegia, and mild/moderate allergies, while another study used three situations, 

including treatment, life extension, and life saving, to determine the WTP per QALY values[24 35]. In 

our study, we used only a life-threatening disease. In addition, outcomes of treatment were set 

differently. For instance, one of the previous studies asked participants for their WTP for the treatment 

that could return from blindness to current health state[24], while another study asked participants for 

their WTP for the treatment that could bring them back from a serious disease to full health[35]. On 

the other hand, the participants in this study considered their WTP for the treatment that could move 

them back from death due to a non-specific serious disease to their current health state. Also, 
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generally asking participants to imagine about the recovery from a disease to current health state 

should be more legitimate than moving from life threatening disease back to full health in a previous 

study[35]. Therefore, although this study showed that the WTP per QALY derived from death due to a 

serious disease moving to the current health states for one year was lower than the WTP per QALY 

derived from immediate death due to a serious disease moving to the full health state for two months 

(334,045 Baht/QALY) in one of the previous studies[35], these two study results might not be a proper 

comparison.  

 

3. It would be helpful to calrify what exactly was done with the 20 respondents who refused to state an 

answer. Did you include them as zero WTP values? I think that's fine but a sentence to clarify would 

be good.  

 

Response:  

Thank you for your suggestion. All zero WTP values were included for calculation. We added more 

details in part of data analysis to clarify. Here is the third revision. (Page 8, paragraph 1, line 2-3)  

 

We calculated WTP per QALY value from the ratio of WTP value for saving their lives from death due 

to life threatening disease to current health states and the additional QALY. All data of unwillingness 

to pay values were transformed to zero and included in calculation. The additional QALY was derived 

from the difference of utilities between death due to life threatening disease (u = 0.000) and current 

health state of each individual.  

 

4. You refer in the Introduction to a threshold based on GNI and then in the discussion you refer to 

thresholds as a ratio of GDP. The resulting ratios are not consitent which might reflect a different GNI 

and GDP figure. Can you aligh either the Introduction or the Discussion so that both use the same 

measure.  

 

Response:  

Thank you for your suggestion. We compared WTP per QALY to Thailand GNI per capita and added 

more details in the discussion. Here is the third revision. (Page 9 paragraph 3 line 27-28 and page 10 

line 2)  

 

While this amount was 1.42 times Thailand GDP per capita or 1.80 times GNI per capita, which was 

still lower than the highest CE threshold recommended by WHO (three GDP per capita), and it was 

1.50 times the implicit CE threshold (160,000 Baht/QALY or 1.2 times of GNI per capita) currently 

used in Thailand[34]. 
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