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1 � Editorial Introducing this Special Issue

Since March 2020, the severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2; coronavirus disease 2019 
[COVID-19]) pandemic has had a substantial effect on daily 
life worldwide. All countries have experienced both signifi-
cant threats to health and social and economic disruption. 
COVID-19 infections and resulting morbidity and mortality 
have overwhelmed health systems, affected in-person learn-
ing in schools, and changed how and when individuals can 
shop and patronize businesses. Global responses to COVID-
19 have varied considerably in terms of trade-offs between 
control measures and keeping business as usual for as long 
as possible. As the pandemic continues through 2021, the 
availability and administration of vaccines will again influ-
ence policy and control measures.

In this special issue of The Patient, we highlight seven 
empirical COVID-19 health preference research studies 
to better understand the value of health and health-related 
policies around the COVID-19 pandemic. Given the rapid 
evolution of the disease trends and control strategies, each 
study should be interpreted in the context of the time of col-
lection. Studies in this special issue examine trade-offs in 
the pandemic relating to early personal restrictions and lock-
downs, the allocation of intensive care unit (ICU) beds and 
ventilators during scarcity, and the acceptance of vaccines 
with various attributes, including ways that uptake might 
be maximized. Understanding community preferences can 
inform government policies in these areas.

2 � Disease Control Strategies Early 
in Outbreak

Using discrete-choice experiments, two preference studies 
early in the pandemic evaluated various lockdown policies to 
control the spread of COVID-19 in Singapore and Australia.

In April 2020, a study evaluated the acceptability of dif-
ferent potential government control policies depending upon 
the severity of the local and global spread of COVID-19 in 
Singapore [1]. Five policies restricted local movement (no 
gatherings of more than 50 people, school closure, work 
from home orders, shut down public transportation, lock-
down) and four controlled borders (quarantine—restricted 
countries, quarantine—all countries, no entry—restricted 
countries, no entry—all countries). The study showed sup-
port for restrictions in local movement, which was heavily 
driven by case fatality rate. The degree of global spread was 
the most important factor for support of border control poli-
cies. Support for different policies varied based on patient 
characteristics.

In May 2020, a study evaluated the acceptability of dif-
ferent COVID-19 control measures in Australia [2]. Attrib-
utes included control measures (restriction level, duration of 
restrictions, tracking of people), burden of disease (number 
of people infected with disease, total number of deaths), and 
economic consequences (number of people who lose their 
job, additional government spending, additional income tax 
levy for the next three years). Participants demonstrated that 
policies resulting in a high death toll were less acceptable 
than those resulting in high economic losses (unemploy-
ment, government expenditure, or tax levies). However, 
lower unemployment and government expenditure were 
also important. There was heterogeneity of preferences 
by characteristics. Interestingly, the use of mobile phones 
and wearables to manage and contain disease spread at the 
potential expense of privacy were preferred over not using 
them in this Australian sample. This is consistent with 
another COVID-19 discrete-choice experiment in Australia 
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demonstrating that acceptance of such tracking via surveil-
lance technology may depend on the context and the state 
of the pandemic [3]. Another discrete-choice experiment 
estimated uptake of digital technology for disease tracking 
at about 60% [4]. However, the use of mobile phones to track 
individuals may be met with mixed acceptance within and 
across countries and raises ethical issues [5].

It is not surprising that the severity of the outbreak, in 
particular COVID-19 deaths, was the most important attrib-
ute in accepting restrictions across both studies examining 
disease control strategies. In addition, heterogeneity of pref-
erences, based on participant characteristics, for different 
COVID-19 disease control measures was identified in both 
a survey of more than 7000 people across seven European 
countries and a preference study in the USA [6, 7]. Under-
standing this preference heterogeneity can aid in the design 
of lockdown policies to achieve greater adherence, including 
tailoring to different populations.

3 � Allocation Decisions with Ventilator 
and Intensive Care Unit Bed Shortage

Early in the pandemic, countries with the highest infection 
rates experienced shortages of protective equipment for 
healthcare workers, ventilators, and ICU beds, requiring 
many health systems to develop rationing policies and tri-
age to ensure equitable distribution to those with greatest 
benefit and need [8, 9]. Two discrete-choice experiments 
evaluated prioritization of ventilators and ICU beds across 
patients with varying characteristics during shortages due to 
spikes in COVID-19 infection.

In August 2020, an Australian study explored preferences 
for allocating ventilators to ICU patients during a pandemic 
in the event of demand for ventilators exceeding supply 
[10]. This study used a discrete-choice experiment to elicit 
general population preferences, with respondents asked to 
choose which of two patients in need would get the ven-
tilator. Patient attributes included age, chance of survival 
if ventilated, gender, smoking status, dependents, health-
care worker employment, and disability status. On average, 
patients prioritized for the ventilator were younger, were 
more likely to survive, were non-smokers, had depend-
ents, were healthcare workers, and were without disability. 
Though the background number of cases at the time of data 
collection was low, results could inform allocation policies 
in times of scarcity [11–14].

Along with shortages of ventilators, there have also been 
shortages of ICU beds, resulting in extensive expansions in 
capacity and predictive modeling of need [15, 16]. Gijsbers 
et al. [17] conducted a discrete-choice experiment in October 
2020 to examine the public’s perspective on priority set-
ting in ICU admissions. Attributes of patients who might 

require the ICU included age, profession, guardianship (e.g., 
dependents), ICU length of stay, risk-conscious behavior on 
a societal level (e.g., adherence to national safety measures 
such as wearing a mask or social distancing) and individual 
health-conscious behavior (e.g., obesity, smoking, exercise, 
etc.). Societal-level risk-conscious behavior was the most 
important nonmedical consideration in prioritizing patients, 
followed by patient age and individual health-conscious 
behavior. Younger respondents prioritized younger patients.

These studies demonstrated similarities in societal val-
ues for health resource allocation between Australia and the 
Netherlands, with higher value placed on individuals who 
were younger, had dependents, and exhibited healthy behav-
iors. Healthcare allocation studies generally find that the 
highest value is placed on saving the most lives. However, 
there can be potential value differences among individu-
als with respect to the value placed on treating the “sickest 
first” (worst prospects if left untreated) versus the “youngest 
first” (potential to live longest if cured) in allocation crite-
ria depending on the context [18]. Studies in other health-
related areas have also shown that societal views penalize 
individuals who may be seen as contributing to their poor 
health state based on their behavioral choices (e.g., liver 
transplant allocation to those with alcohol-induced cirrho-
sis) [19].

4 � Vaccine Hesitancy and Vaccine Uptake

With the approval of a number of highly effective vaccines, 
providing a light at the end of the tunnel, perhaps the big-
gest public health concern relating to ending the COVID-19 
crisis is achieving sufficient availability, distribution, and 
uptake of COVID-19 vaccines to achieve herd immunity 
[20–23]. Lack of trust in the efficacy and safety of vaccines 
may inhibit the ability to reach herd immunity, with many 
factors contributing to vaccine hesitancy across the globe 
[24–28].

In May 2020, Tervonen et al. [29] conducted a global 
study within the first seven weeks of the first global lock-
down to examine participants’ willingness to wait for a 
highly effective vaccine (i.e., a vaccine that will work in eve-
ryone vaccinated) versus taking a vaccine sooner that would 
work in only 50% of the people vaccinated. Their findings 
suggested that governments and regulators should consider 
efficacy over speed, as fast approvals of vaccines that are 
only 50% effective may affect not only vaccine uptake but 
also the public’s trust in vaccine programs and policies into 
the future. Another preference study found that less than 
50% of participants were willing to accept a vaccine with 
less rigorous testing [30]. As has been much discussed, vac-
cination programs will succeed only if there is widespread 
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belief that available vaccines are safe and effective and have 
been rigorously tested without cutting any corners [31–37].

In November 2020, just after the US presidential elec-
tion and with increasing numbers of daily cases, Craig [38] 
examined preferences for vaccination to inform vaccine poli-
cies in the USA relating to maximizing uptake and under-
standing who is likely to display vaccine hesitancy (e.g., 
planning to not get a vaccine). The authors’ survey included 
closed-ended questions about plans to get a vaccine and a 
discrete-choice experiment among those who expressed 
openness to getting a vaccine. The results of their study 
identified groups who are less likely to get vaccinated, the 
potential value of a vaccination card, and different prefer-
ences regarding the vaccine setting (office vs. community). 
The authors found that, if the vaccination program offers 
a vaccination card, a choice of setting, and the most effec-
tive vaccine, uptake will be maximized among those will-
ing to get a vaccine in the USA. Not surprisingly, a vaccine 
card may produce a meaningful increase in uptake given its 
potential value. Such a vaccine or immunity card is contro-
versial given many unknowns about COVID-19 immunity, 
ethical considerations, and inequities in who might seek or 
have access to the vaccine [24, 39–43] as well as the poten-
tial for fraud [44]. Although whether such a card would be 
mandatory for future air travel or entry to school, etc. is 
uncertain, proof of COVID-19 vaccination may be essential 
for health and nonhealth uses as vaccines become available. 
Recently, the European Commission proposed a Digital 
Green Certificate to facilitate travel within the EU during 
the pandemic [45].

5 � Quality‑Adjusted Life‑Years of COVID‑19 
Health States

Relating to policy setting, Poteet and Craig [46] used the 
same panel as Craig [38] in the USA to estimate quality-
adjusted life-year values for COVID-19 health states, includ-
ing asymptomatic and symptomatic COVID-19, observed 
outside of the hospital setting. To our knowledge, this is the 
first study to provide utility values for COVID-19 health 
states, which can be used for health economic assessment 
of interventions and policy decisions explored in this special 
issue, for example, lockdown policies [47].

We hope readers of this journal find this special issue 
valuable in understanding how the preference studies 
herein could inform healthcare treatment and policies dur-
ing the COVID-19 pandemic. Importantly, the preferences 
expressed in these studies were informed by what was 
known at the point in time that they were conducted. There 
was substantial preference heterogeneity across people. This 
is a key area that warrants further investigation to inform tar-
geting strategies to support positive behavior change across 

populations. As the scientific knowledge around COVID-19 
infection has evolved, so have disease outbreaks, restrictions, 
and restriction fatigue. None of the preference studies in this 
special issue examined the use of masks, which were ini-
tially controversial but emerged as one of the most important 
factors to prevent community spread [48–50]. The biggest 
tension to emerge over the last year has been between bal-
ancing the utility of lives saved among the vulnerable and 
disproportionately elderly versus the social, educational, and 
economic opportunity costs predominately among younger 
individuals. It would be worthwhile to repeat or conduct 
additional preference studies as the COVID-19 pandemic 
context evolves. In the future, preference studies may 
inform policies on how restrictions might be lifted as soci-
ety returns to a “new normal” and vaccines become more 
widely available.
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