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[bookmark: _Toc135663554]Table A: Search using OVID on MEDLINE, EMBASE & Transport. 
Searched on 19th February 2021 & updated 8th December 2021 

	1. (Healthcare or health care or Medical service* or Medical care or Health service* or cost effectiveness threshold* or QALY* or Quality Adjusted Life Year* or health-related quality of life or Health Technology Appraisal* or Health Technology Assessment* or HTA or health gain* or health state valu* or Value of a life year or VSLY or VSL or VOSL or Value of Statistical Life or Value of a QALY or Value of a Quality Adjusted Life Year or Value Prevent* Fatality or VPF).mp. [mp=ti, ab, hw, tn, ot, dm, mf, dv, kw, fx, dq, nm, kf, ox, px, rx, ui, sy, an] 

	2. (Relative importance or Relative value or Health Priorit* or Priority setting or priority* health or Resource allocation or Rationing or QALY* Weight* or Distribution* Weight* or Weight* for QALY or Relative weight* or Social attitude* or Societal view* or Social valu* or Public valu* or Equity or Proportional shortfall or Absolute shortfall or Distributive justice or Public preference* or Decision rule* or Peoples preference* or Social preference* or Societal preference* or Communit* preference* or Fair innings or Value of a life year or VSLY or Value of a QALY or VSL or VOSL or Value Statistical Life or Value of a Quality Adjusted Life Year or Value Prevent* Fatality or VPF).mp.  

	3. (Choice experiment* or conjoint analysis or choice-based experiment* or choice set or stated preference* or Discrete choice experiment* or Discrete choice or Allocation of points or Pairwise choice* or Paired comparison* or Constant sum or Best worse scaling or budget allocation* or Willingness to assign or Person Trade Off or PTO or Person Tradeoff or Person Trade-off or ranking* or Rating* or Contingent valuation or Willingness to pay or Willingness-to-pay or WTP or Multicriteria decision analysis or Multi-criteria decision analysis or MCDA or matching or trade off or trade-off or tradeoff or preferences between health program* or qualitative or focus group* or semi-structured interview* or semistructured interview* or structured interview* or unstructured interviews* or in-depth interview* or grounded theory or phenomenolog* or mixed-method* or discussion* or ethnograph*).mp.  

	4. (Ages or Age or Adolescent* or Child or Children or Age-related or Fair innings or Ageism or kid or kids or young people).mp. 

	5. 1 and 2 and 3 and 4 

	6. limit 5 to English language 

	7. limit 6 to yr="1990 -Current" 
  [for update the last search term was amended to:  limit 6 to dt=20210219-20211203] 



 


[bookmark: _Toc135663555]Table B: Search on Econlit & Web Science Social Science. 
Searched on 19th February 2021 & updated 8th December 2021  

	(AB=(Healthcare or "health care" or "Medical service*" or "Medical care" or "Health service*" or "cost effectiveness threshold"* or QALY* or "Quality Adjusted Life Year*" or "health-related quality of life" or "Health Technology Appraisal*" or "Health (AB=(Healthcare or "health care" or "Medical service*" or "Medical care" or "Health service*" or "cost effectiveness threshold"* or QALY* or "Quality Adjusted Life Year*" or "health-related quality of life" or "Health Technology Appraisal*" or "Health Technology Assessment*" or HTA or "health gain*" or "health state valu*" or "Value of a life year" or VSLY or VSL or VOSL or "Value of Statistical Life" or "Value of a QALY" or "Value of a Quality Adjusted Life Year" or "Value Prevent* Fatality" or VPF))  

	AND  

	(AB=("Relative importance" or "Relative value" or "Health Priorit*" or "Priority setting" or "priority* health" or "Resource allocation" or Rationing or "QALY* Weight*" or "Distribution* Weight*" or "Weight* for QALY" or "Relative weight*" or "Social attitude*" or "Societal view*" or "Social valu*" or "Public valu*" or Equity or "Proportional shortfall" or "Absolute shortfall" or "Distributive justice" or "Public preference*" or "Decision rule*" or "Peoples preference*" or "Social preference*" or "Societal preference*" or "Communit* preference*" or "Fair innings" or "Value of a life year" or VSLY or "Value of a QALY" or VSL or VOSL or "Value Statistical Life" or "Value of a Quality Adjusted Life Year" or "Value Prevent* Fatality" or VPF))  

	AND  

	(AB=("Choice experiment*" or "conjoint analysis" or "choice-based experiment*" or "choice set" or "stated preference*" or "Discrete choice experiment*" or "Discrete choice" or "Allocation of points" or "Pairwise choice*" or "Paired comparison*" or "Constant sum" or "Best worse scaling" or "budget allocation*" or "Willingness to assign" or "Person Trade Off" or PTO or "Person Tradeoff" or "Person Trade-off" or ranking* or Rating* or "Contingent valuation" or "Willingness to pay" or "Willingness-to-pay" or WTP or "Multicriteria decision analysis" or "Multi-criteria decision analysis" or MCDA or matching or "trade off" or trade-off or tradeoff or "preferences between health program*" or qualitative or "focus group*" or "semi-structured interview*" or "semistructured interview*" or "structured interview*" or "unstructured interviews*" or "in-depth interview*" or "grounded theory" or phenomenolog* or mixed-method* or discussion* or ethnograph*)) AND AB=(Ages or Age or Adolescent* or Child or Children or Age-related or "Fair innings" or Ageism or kid or kids or "young people") 








[bookmark: _Toc135663556]Table C: Stated preference studies checklist 
Yes (clearly addressed) = 1, Probably or unclear = 2, No (no evidence of being addressed) = 3, NA 
 
	Assessment question 
	Recommendation (directly taken from Johnston et al) 
	Evidence used by reviewer 

	1. Was the scenario description clear, relevant and/or well understood? 
	SCENARIO DESCRIPTION 
Recommendation 1: Stated preference (SP) questionnaires should clearly present the baseline (or status quo) condition(s), the mechanism of change, and the change(s) to be valued and should elicit evidence that these pieces of information are understood, accepted, and viewed as credible by respondents. Both objective information and subjective (respondent) perceptions of this information should be considered. Temporal, spatial, uncertainty, and risk dimensions, and whether the baseline and change(s) are individual or household specific, should be identified. 
	· debrief questions  
· qualitative testing  
· reviewer interpretation of the clarity of the questions and attributes  
· direct testing of comprehension of change in risk  

	2. Was qualitative pre-testing conducted with members of the target population? 
	QUALITATIVE TESTING  
Recommendation 2: Qualitative pretesting is a necessary component of survey design. Whether focus groups and/or cognitive interviews are employed, and the appropriate number of each, varies across contexts. For most applications, a rough minimum of four to six focus groups is recommended, with larger numbers recommended for new, unfamiliar, or difficult-to-quantify goods. Quantitative pretesting using data from pilot studies should be conducted, where feasible, to facilitate bid and attribute designs for SP questions, calibrate survey and item response rates, and conduct preliminary statistical tests of hypotheses. All types of pretesting should be conducted using members of the target population whenever possible. Survey designers should archive their pretest records, including scripts used to administer focus groups or interviews, number of focus groups or interviews, characteristics of participants, subject-selection methods, field test results, key survey-design insights, and resulting design decisions. 
	· evidence of qualitative pre-testing conducted (including of the actual survey instrument) 
· evidence of pilot studies of appropriate size in the appropriate population  

	NA [inclusion criteria for review assumes CE is an appropriate design] 
	USE OF CONTINGENT VALUATION (CV) OR CHOICE EXPERIMENT (CE) 
Recommendation 3: The use of CV or a CE to describe the change being valued should be based on how respondents tend to perceive the good, the study objectives, and the information content of valuation scenarios. The processes for determining whether an attribute-based method is appropriate (or not) should be clearly documented based on the change being valued and insights from survey pretesting. 
	· CE clearly appropriate to the study question or clear justification of CE stated 

	3. Was the experimental design justified?  
	EXPERIMENTAL DESIGN  
Recommendation 4: The primary goal of experimental design in CV and CEs is to develop designs that yield efficient and unbiased estimates of preference parameters and value estimates. Designs should make use of information from prior empirical research and require pretesting. All treatment effects and relevant attribute interactions should be individually or jointly identified. Experimental design should generally allow for interactions (and perhaps other types of nonlinear-in-attributes utility functions), consider both statistical efficiency and respondents’ cognitive abilities and attention budgets, employ constraints on implausible attribute levels and combinations, use designs that are robust to alternative model specifications, and consider how the levels chosen for each attribute influence design properties. SP studies should report sources of a priori information used to formulate designs, provide evidence to support the design chosen, and report the steps in the design process. 
	 

	NA [Recommendation for conducting SP studies] 
	Recommendation 5: Ethics in data collection 
	 

	4. Was the mode of data collection appropriate and justified? 
	MODE OF DATA COLLECTION 
Recommendation 6: The most appropriate mode of data collection is context specific and the rationale for the selected mode should be documented. There are advantages and disadvantages to all survey administration modes. However, given the inability to effectively convey complex valuation materials in a telephone interview, this survey mode should be used with caution. Samples should be drawn from known frames that are consistent with the population for which values are to be estimated, and respondents should be randomly selected from the sample frame using an explicit sampling procedure. Contemporary approaches should be used to identify and mitigate nonresponse bias, including survey-design features and the collection of data to aid in identifying and characterizing nonresponse patterns. Whenever possible, analysts should not rely solely on response rates and demographic data to infer the presence or absence of nonresponse bias. 
	If postal interview used, is this justified?  
Evidence of comprehension where surveys are self-complete. 

	5. If WTA is used over WTP was this justified? 
	CHOICE BETWEEN WILLINGNESS TO PAY (WTP) AND WILLINGNESS TO ACCEPT (WTA) 
Recommendation 7: The decision context generally determines whether WTP or WTA is the most appropriate welfare measure from a conceptual perspective, but the final choice of welfare measure should be motivated by a combination of theory and empirical considerations, and the motivation for this choice should be explained.  
	 

	6. Were response formats (e.g. single binary choice question) justified and were multiple valuation questions dealt with appropriately?  
	INCENTIVE-COMPATIBLE RESPONSE FORMATS 
Recommendation 8: Incentive-compatible response formats are preferred for the valuation of public goods. Of the currently available formats for CV and CEs, the most straightforward means to achieve incentive compatibility is through the use of a single binary-choice question for each respondent, generally (but not always) consisting of a baseline or status quo alternative versus the change being evaluated. If a format with less clear incentive properties is applied, the reasons for choosing such an alternative format should be explained, along with the implications for welfare estimates. If investigators ask multiple valuation questions of each subject, additional trade-offs involving issues such as efficiency, bias, and the evolution of choice heuristics should be considered, and question order should be randomized across respondents. 
	Consider: 
· Use of randomization for question order 
· Follow up questions and how these are interpreted within the analysis 
· Testing of starting points 
· Appropriate econometric models based on number of questions. 
 
 
 

	7. If forced choice was used was this justified? 
	NO-ANSWER OPTION 
Recommendation 9: The preferred response format to SP questions need not always include a no-answer option that is distinct from the status quo. 
	 

	NA [Recommendation for conducting SP studies] 
	Recommendation 10: A decision rule should be selected that is realistic and binding on respondents. Referendum formats should be considered where plausible but are not always relevant to the choice context in question. 
	 

	8. Was the payment vehicle realistic and credible?  
	PAYMENT VEHICLE 
Recommendation 11: A payment vehicle should be selected to be realistic, credible, familiar, and binding for all respondents to as great an extent as possible and to ensure that payments are viewed as fixed and nonmalleable. Payment vehicle selection should be informed by pretesting to minimize unintended effects on value estimates. 
	Reviewer judgement on whether payment vehicle appears reasonable. This particularly applies to situations with high WTP values. 

	NA [Recommendation for conducting SP studies] 
	AUXILIARY QUESTIONS 
Recommendation 12: SP questionnaires should include auxiliary questions to enhance the validity of the SP study and to evaluate the validity of responses to the value elicitation questions. These questions should have a specific purpose, established ex ante, and should be pretested to ensure that they serve the intended purposes. [It is important to consider the type of information provided by each auxiliary question and how it relates to value elicitation, considering both theoretical and statistical concerns. For example, responses to auxiliary questions may be endogenous to valuation responses and while a useful part of the survey, may have limited use in the estimation of valuation response equations. Also, even subtle differences in questions asked prior to valuation tasks may affect respondents’ subsequent choices, as shown by Cai et al. (2010). The potential for endogeneity and confounding effects of auxiliary questions should be carefully addressed in econometric estimation.] 
	 

	9. Were steps taken to encourage considered responses? 
	HYPOTHETICAL BIAS 
Recommendation 13: SP valuation scenarios and valuation questions should be designed to enhance incentive compatibility and to encourage truthful responses. Approaches that enhance valuation scenario consequentiality are recommended. 
	Reviewer judgement on whether set up and question design likely to minimize hypothetical bias and encourage careful answers. 
 
 

	10. Was the choice of econometric estimator justified?  
	ECONOMETRIC ESTIMATOR SELECTION 
Recommendation 14: No one particular model or set of models is recommended for all SP modeling. Econometric estimator selection should reflect the unique aspects of the data to be analyzed, the hypotheses to be investigated and how the estimation results will be used to support decision making. Trade-offs considered in estimator selection should be explicitly documented. Modeling should be informed by the utility-theoretic structure assumed to motivate behavior within particular SP contexts. Utility-theoretic, behavioral, statistical, and other assumptions underlying model selection and specification should be made explicit. 
	 

	11. Was the heterogeneity of the results considered?  
	HETEROGENEITY 
Recommendation 15: Analysis of SP data should allow for both observed and unobserved preference heterogeneity, and should consider the relevance of this heterogeneity for the use of study results to support decision making. 
	 

	NA [Recommendation for conducting SP studies] 
	Recommendation 16: Comprehensive SP data analysis should include both (a) the simplest, most parsimonious specifications with maintained hypotheses consistent with the basic axioms of choice and properties of the data and (b) more-complex models that impose additional investigator assumptions on the structure of responses. 
	 

	12. Were any anomalies in the data (e.g. non traders, outliers, potentially non-attendant responders) investigated?  
	RESPONSE ANOMALIES 
Recommendation 17: When prior research or pretesting indicates that undesirable response anomalies may be influential, data analysis should investigate these anomalies to determine whether they significantly affect SP responses. For example, analyses should consider whether protest or outlier responses are influential and conduct follow-up analyses, as warranted, to identify their effects. Where evidence suggests that information in scenarios may conflict with prior beliefs, data analysis should investigate the possibility that respondents may not interpret scenarios exactly as intended. However, every analysis need not evaluate all possible anomalies. Consideration should be given to whether response anomalies merely add random noise to value estimates or whether they have systematic effects that can distort these estimates. 
	 

	NA [Recommendation for conducting SP studies] 
	Recommendation 18: Reported welfare estimates should, at a minimum, include estimates of central tendency and dispersion. Methods used to calculate welfare measures should be transparent and should ensure that estimates are theoretically and statistically well defined. This applies to all reported moments, quantiles, and so forth. 
	 

	NA [Recommendation for conducting SP studies] 
	Recommendation 19: Responses to supporting or debriefing questions are important components in an SP study. The use of data from the supporting and debriefing questions should be accompanied by clear theoretical, survey design or empirical arguments explaining and justifying their use. These data may also be endogenous when used as explanatory variables in model estimation. Analysis should proceed with consideration for potential endogeneity and related concerns such as measurement error. 
	 

	13. Are the results generalizable to the sample population (considering recruitment, response rates, missing data and exclusions)? 
	GENERALISABILITY 
Recommendation 20: The generalizability of value estimates from SP studies should be documented. Analyses striving to produce decision- or policy-relevant estimates should include assessments to support the generalizability of value estimates to the sampled population. If studies do not seek to measure aggregate values, sufficient information should be provided to permit others to do so, or the analyst should explain why this would be unwise. If sample representativeness is unknown, the study should make this clear. In all studies, respondent characteristics should be documented in terms of standard socioeconomic characteristics as well as key application-specific characteristics. Calculation of welfare measures for policy guidance should recognize potential effects of sample selection, preference heterogeneity, and the extent of the market. Any modifications in value estimates to address these considerations should be documented. 
	 

	14. Was internal validity considered (e.g. scope sensitivity, WTP positively related to income, tests of transitivity in PTO,  order of coefficients in DCE, inconsistency across related survey questions)? 
	INTERNAL VALIDITY 
Recommendation 21: Analysis of SP data should include a set of core internal validity assessments, including formal tests of construct validity and evaluations of content validity. Validity test results should be interpreted within proper theoretical and empirical contexts, including recognition of potential confounding influences, the effects of study design, and the role of investigator-imposed assumptions. 
	 

	(combined with 21) 
	Recommendation 22: Assessment of the validity of any study or valuation method should consider the weight of the available evidence and should not depend on the outcome of a single test or investigation. Results of specific individual tests should not be considered as a prima facie justification for determining validity. Validity assessment should include study-specific design and analysis procedures and outcomes, as well as consideration of knowledge from the body of preceding research. 
	 

	15. Was reporting adequate (across methods, implementation, analysis, & results)? 
	TRANSPARENCY IN REPORTING 
Recommendation 23: All studies, whether they are applied (to support decision making) or methodological (to support the evolution of research), should fully document study design, implementation, analyses, and results. Such transparency is crucial for the scientific credibility of studies and the appropriate interpretation and use of results. Documentation can also help support the use of the results to inform future decisions, even if this was not the initial intent of the study. 
	 


 
Adapted from: Johnston RJ, Boyle KJ, Adamowicz W, Bennett J, Brouwer R, Cameron TA, Hanemann WM, Hanley N, Ryan M, Scarpa R, Tourangeau R. Contemporary guidance for stated preference studies. Journal of the Association of Environmental and Resource Economists. 2017 Jun 1;4(2):319-405 [1]. 
 



[bookmark: _Toc135663557]Table D: Definitions of study types

	Study Type Classification
	Definition

	Willingness to Pay studies
	Stated or revealed preference study in which a health gain or averting a health loss (specified length of life or quality of life improvement) is valued for different age people (including <=18 year olds) based on individuals actual or hypothetical (stated) willingness to pay. 

We include WTP in which the hypothetical payment arises through increased health-insurance premium and the benefit arises to unknown individuals. This approach is described as a socially-inclusive-personal (SIP) combining personal and social perspectives (Reckers-Droog et al, 2021)[2] .

Studies which include cost as an attribute within a discrete choice experiment this is categorised as DCE (see below). 

We also include studies in which the opportunity cost is framed as time trade-off (TTO) with questions asking adults their willingness to give up time at the end of their life both to avoid illness for themselves and a hypothetical child, in addition to WTP questions; for simplicity these findings are included with the WTP studies.  


	Matching or equivalence studies
	In matching or equivalence studies, responders are asked to state the number of outcomes of one kind they considered to be just as good as a specified number of outcomes of another kind. 
This included person trade-off (PTO) studies in which the number of people in one group of a stated age compared to the number of people in another group of a different age, both of which received the same treatment or health gain (Nord, 1995) [3]. 
It also includes benefit or gain trade off (GTO) studies in which the health gain or loss avoided (additional length of life or improvement in quality of life) varies between similar sized groups of different ages until the perceived value of the benefit is equivalent. 
We also include in this category studies in which respondents are asked to allocate a fixed monetary amount or total number of points (on behalf of decision makers) between patient groups that differ in characteristics one of which is age. This method is sometimes referred to as ‘budget pie” (Ryan et al, 2001) [4].

	Discrete Choice Experiment (DCE)
	For this review a DCE was defined as preference elicitation studies where participants are asked to choose between a series of alternative scenarios each described by varying levels of a set of attributes. The preferences for attributes and levels are determined based on analysis of the choices made by the participants. To be eligible for inclusion the DCE needed to include an attribute or choice scenario that allowed assessment of preferences for varying age. 

	Opinion Survey
	This covers survey questions in which respondents do not make an explicit trade off. It includes Q-sort/Q-block studies, ranking across statements relating to treatments or criteria for prioritisation, ranking prioritisation of treatments for different age patients, the extent of agreement with statements relating to prioritisation, and questions asking respondents to choose between treating groups of different ages. In many cases, studies explored other potential prioritisation criteria as well as age. 

	Qualitative
	Included in this category were studies that reported and analyzed qualitative data collected using a recognized qualitative research technique such as in-depth interviews and focus groups. Reporting may be part of a qualitative research program or as part of a mixed methods program (i.e. reporting quantitative alongside qualitative data).







[bookmark: _Toc135663558]Table E: Excluded Papers with Reason

	First author and year
	Reason for exclusion

	Abelson 2003 
	Qualitative work in which priority for child vs adult health not discussed

	Alberini 2001
	Quantitative work with no estimate of values for child health 

	Alberini 2004
	Quantitative work with no estimate of values for child health 

	Alberini 2011
	Quant only value for fatality prevented or general 'health'

	Ara 2017
	Quantitative work with no estimate of values for child health 

	Andren 2022
	Abstract

	Attema 2022
	Quantitative work with no estimate of values for child health 

	Bae 2019
	Abstract

	Bartling 2023
	Quantitative work with no estimate of values for child health 

	Berney 2005
	Qualitative work in which priority for child vs adult health not discussed

	Bleichrodt 2005
	Quantitative work with no estimate of values for child health 

	Blomquist 2004
	Review

	Boque 2017
	Quantitative work with no estimate of values for child health 

	Borges 2017
	Quantitative work with no estimate of values for child health 

	Bowie 1995
	Qualitative work in which priority for child vs adult health not discussed

	Brey 2017
	Quantitative work with no estimate of values for child health 

	Clark 2012
	Quantitative work with no estimate of values for child health 

	NICE Citizens report
	Qualitative work in which priority for child vs adult health not discussed

	Charlton 2022
	Review

	Corso 2011
	Quant only value for fatality prevented or general 'health'

	Craig 2012
	Quantitative work with no estimate of values for child health 

	Denburg 2019 
	Abstract

	Denburg 2018
	Abstract

	Denburg 2018 (second)
	Abstract

	Dickie 2005
	Quantitative revealed preference work in which health gain not constant between children and adults or no adult value

	Dietrich 2012
	Replicates included findings

	Dolan 2000
	Qualitative work in which priority for child vs adult health not discussed

	Dolan 1999
	Quantitative work with no estimate of values for child health 

	Dolan 2004
	Qualitative work in which priority for child vs adult health not discussed

	Dolan 2012 
	Quantitative work with no estimate of values for child health 

	Donaldson 2011
	No empirical data

	Donaldson 1997
	Quantitative work with no estimate of values for child health 

	Farmakas, 2016 
	Abstract

	Giacomini 2014
	Qualitative work in which priority for child vs adult health not discussed

	Goto 2014
	Abstract

	Goto 2019
	Quantitative work with no estimate of values for child health 

	Gyrd-Hansen 2004 
	Quantitative work with no estimate of values for child health 

	Hammitt 2002
	No empirical data

	Hammitt 2007
	No empirical data

	Hammitt 2010
	Quant only value for fatality prevented or general 'health'

	Hammitt 2018
	Quant only value for fatality prevented or general 'health'

	Hazra 2017
	No empirical data

	Howard 2013
	Abstract

	Itakoa 2007
	Quantitative work with no estimate of values for child health 

	Johansson-Stenman 2008
	Quant only value for fatality prevented or general 'health'

	Koopmanschap 2010
	Quantitative work with no estimate of values for child health 

	Krupnick 2005
	No empirical data

	Lieder 2011
	Quantitative work with no estimate of values for child health 

	Leung 2006
	Quant only value for fatality prevented or general 'health'

	Lindermark 2014
	Quantitative work with no estimate of values for child health 

	Mason 2009
	Quantitative work with no estimate of values for child health 

	Mello 2006
	Book review

	Menon 2008
	Qualitative work in which priority for child vs adult health not discussed

	Mon 2018
	Quantitative work with no estimate of values for child health 

	Mon 2019
	Quantitative work with no estimate of values for child health 

	Nicolet 2020
	Quantitative work with no estimate of values for child health 

	Nielson 2012
	Quantitative work with no estimate of values for child health 

	Nord 1993
	Quantitative work with no estimate of values for child health 

	Nord 2018
	No empirical data

	Nord 2006
	No empirical data

	Norman 2013
	Quantitative work with no estimate of values for child health 

	O'Brien 2018
	Quantitative work with no estimate of values for child health 

	Oliver 2004
	Qualitative work in which priority for child vs adult health not discussed

	Oliver 2009
	Quantitative work with no estimate of values for child health 

	Olofsson 2019
	Quantitative work with no estimate of values for child health 

	Ogorevc 2022
	Abstract

	Pinho 2014
	Abstract

	Ratcliffe 2009
	Quantitative work with no estimate of values for child health 

	Ratcliffe 2000
	Quantitative work with no estimate of values for child health 

	Reckers Droog 2020
	Abstract

	Reckers Droog 2018
	No empirical data

	Reese 2010
	No empirical data

	Richardson 2017
	Quantitative work with no estimate of values for child health 

	Richardson 2014
	Quantitative work with no estimate of values for child health 

	Richardson 2011
	Quantitative work with no estimate of values for child health 

	Robinson 2013
	Quantitative work with no estimate of values for child health 

	Robinson 2020
	Quantitative work with no estimate of values for child health 

	Rowen 2016
	Quantitative work with no estimate of values for child health 

	Schlander 2018
	Abstract

	Schlander 2016
	Abstract

	Schulze 2019
	Book review

	Schwappach 2003
	Quantitative work with no estimate of values for child health 

	Seghieri 2014
	Quantitative work with no estimate of values for child health 

	Shackle 1989
	Review

	Stafinski 2017
	Quantitative work with no estimate of values for child health 

	Stark 2011
	No empirical data

	Stolk 2005
	Quantitative work with no estimate of values for child health 

	Tilling 2016
	Quantitative work with no estimate of values for child health 

	Tong 2013
	Review

	Tsuychia 2005
	Quantitative work with no estimate of values for child health 

	Ubel 1999
	Quantitative work with no estimate of values for child health 

	Ungar 2011
	Quantitative work with no estimate of values for child health 

	Viscusi, 2010
	No empirical data

	von Stackelberg 2009
	Quantitative work with no estimate of values for child health 

	Waljee 2020
	Qualitative work in which priority for child vs adult health not discussed

	Watson 2012
	Quantitative work with no estimate of values for child health 

	Whitty 2012
	Abstract

	Whitty 2015
	Quantitative work with no estimate of values for child health 

	Craig 2015
	Quantitative work with no estimate of values for child health 

	Craig 2015
	Quantitative work with no estimate of values for child health 

	Craig 2015
	Quantitative work with no estimate of values for child health 

	Van der Wulp 2012
	Protocol













[bookmark: _Toc135663559]Table F: Individual study results summary 
 
	Paper – first author, year (number of paper evaluation if multiple) 
	Overall summary of findings showing the favoured age group 
	Key findings related to the relative weight of children compared to adults (significant differences in bold) 
Ages included in the study, with most preferred age in bold [type of health gain in square brackets] 

	
	Child vs adult  
	Disfavouring older adults (60+) 
	Older vs younger children 
	

	MATCHING STUDIES 

	Baker, 2010[5]  
	Young adult 
	Yes 
	NA 
	Based on ratio of means, improving health from 20-40% between 0-20 years vs between ages 20-40 years weight 0.775:1. Medians only reported in combination with severity. 
0-20, 20-40, 40-60, 60-80 [QoL] 

	Busschbach, 1993 [6]
	>5 child only 
	Yes 
	Older children
10  > 5
	Avoiding dialysis due to renal failure. Mean of the log of the ratios (reviewer generated from graph) 
35 vs 5 yrs Elderly (1:1.02), Student (1:1.444) 
35 vs 10 yrs Elderly (1:1.292), Student (1:1.866) 
Preferred age: 5, 10, 35, 60, 70 [QoL] 

	Eisenberg, 2011[7]  
 
	>5 child only 
	Yes 
	NA 
	Over 50% of respondents favoured improving health (avoiding respiratory illness) of children vs 60-year-old at a weight of 1:20, with over 70% favouring children when ratio was 1:10. Disaggregated data not reported. 
10, 60 [QoL] 

	Jelsma, 2002 [8] 
	>5 child only 
	Yes 
	Older children 
15 > 1
	Avoiding being bed-ridden (trimmed means) 
30 vs 1 yrs 1:0.95; 30 vs 15 yrs 1:1.67; 30 vs 45 1: 0.76, 30 vs 75 yrs: 1:0.33. Medians of data not reported 
Preferred age: 1, 15, 30, 45, 75 [QoL] 

	Maestad, 2009 [9]
  
	Young adult 
	Yes 
	Older children 
No difference
	Equivalent to an additional 10 years of life, mean ratios 
60 vs 0 yrs 1:1.15; 60 vs 10 yrs 1:1.48; 60 vs 20 yrs 1:1.95 
60 vs 30 yrs 1:1.86; 60 vs 40 yrs 1:1.58 
Preferred age: 0, 10, 20, 30, 60 [LL] 

	Nord, 1996 [10] (1) 
	>5 child only 
	Yes 
	NA 
	1) Life extending (10 years) median of ratios (reviewer generated): 20 vs 10 yrs 1:1.05; 60 vs 20 yrs 1:2.5 
Preferred age: 10, 20, 60, 80 [LL] 

	Nord, 1996[10] (2) 
	>5 child only 
	Yes 
	NA 
	2) Health improving – avoiding being bed ridden, median of ratios: 20 vs 10 yrs 1:1.11; 60 vs 20 yrs 1:2.5. Means of data not reported. 
Preferred age: 10, 20, 60, 80 [QoL] 

	Petrou, 2013 [11]
	>5 child only 
	Yes 
	Older children 
5 ~ 10 > 0
	Living an additional 5 years, median of ratios (reporting only a sample of results) 
40 vs 0 yrs 1:0.65; 40 vs 5 yrs 1:1.54; 40 vs 10 yrs 1:1.54  
40 vs 15 yrs 1:1.03; 40 vs 20 yrs 1:1.14; 40 vs 25 yrs 1:1.33; 40 vs 30 yrs 1:1.09; 40 vs 35 yrs 1:1.03 
Preferred age: 0, 5, 10, 15, 20, 25, 30....90 [LL] 

	Reckers-Droog, 2019 [12]
	>5 child only 
	Yes 
	NA 
	Avoiding further deterioration in QoL of 20% on VAS scale at different levels of severity: 
40 vs 10 yrs - ranges from 1:2.1 to 2.24 (median of ratios), 1:11.37 to 49.9 (ratio of means) 
70 vs 10 yrs - ranges from 1:3.5 to 1:4 (median), 1:11.37 to 98.03 (ratio of means) 
Preferred age: 10, 40, 70 [QoL] 

	Reckers-Droog, 2018 [13]
	Children 
	Yes 
	NA 
	Equivalent to 12 months of additional life, median of ratios: >70 vs <18 years: 1:1 (based on 53% opting for equivalence and not trading). Of those trading 94% favoured children. No means reported, but would have favoured children.
Preferred age: <18, >70 [LL]

	Richardson, 2017 [14](1) 
	>5 child only 
	Yes 
	Diverse 
	1) Weights relative to 5 yr old up to age 40 (means) 
Life-extending to poor physical health described by EQ-5D: 5(1), 10 (0.96), 15 (0.94), 20 (0.92), 30 (0.88), 40(0.81),  
Life-extending to poor mental health described by EQ-5D: 5(1), 10 (0.98), 15(1), 20(1.02), 30(0.96), 40(0.90)  
Preferred age: 5, 10, 15, 20, 30, 40 ... 80 [LL] 

	Richardson, 2017[14] (2) 
	>5 child only 
	Yes 
	Diverse 
	2) Weights relative to 5 yr old up to age 40 (means) 
Physical QoL improvement described by EQ-5D: 5(1), 10(0.98), 15(0.98), 20(0.92), 30(0.88), 40(0.84)  
Mental QoL improvement described by EQ-5D: 5(1), 10(1.04), 15(1.04), 20(0.98), 30(0.98), 40(0.94)  
Preferred age: 5, 10, 15, 20, 30, 40 ... 80 [QoL] 

	Rodríguez, 2000 [15]
	Young adults 
	Yes 
	NA 
	Means 
Gain of 2 years: 20 vs 40 yr old 1: 0.95; 20 vs 60 yr old 1:0.7; 20 vs 1 yr old 1:0.45 
Gain of 10 years: 20 vs 40 yr old 1:1.01; 20 vs 60 yr old 1:0.63; 20 vs 1 yr old 1:0.54 
Gain of 20 years: 20 vs 40 yr old 1:0.93; 20 vs 60 yr old 1:0.55; 20 vs 1 yr old 1:0.66 
Gain of 40 years: 20 vs 40 yr old 1:0.73; 20 vs 1 yr old 1:0.84 
Preferred age: 1, 20, 40, 60 [LL] 

	Tsuchiya, 2001 [16]
	Diverse views 
	Yes 
	Diverse
	Avoiding being on dialysis  
35 vs 5 yr old: Elderly (1:0.61), Student (1:1.753) 
35 vs 10 yr old: Elderly (1:0.807), Student (1:1.641) 
60 vs 5 yr old: Elderly (1:1.250), Student (1:1.811) 
60 vs 10 yr old: Elderly (1:1.492), Student (1:2.282) 
Preferred age 5,10,35,60 [QoL] 

	DCE 

	Baji, 2016[17] 
	Working age adults 
	Yes 
	NA 
	Severity of disease and life expectancy.
OR (reviewer generated): middle aged (15-59)– NS 
Hungary 1.20; Austria 1.27; Norway 0.77; pooled 1.20. Ref = young (0-14) 
OR (reviewer generated): elderly (>60) – P=<0.01 
Hungary 0.47; Austria 0.48; Norway 0.34; pooled 0.47 Ref = young (0-14) 
Preferred age: Young (0-14), middle age (15-59), elderly (>60) [Unclear gain] 

	Baltussen, 2006[18] 
	Children 
	NA 
	NA 
	Severity of disease, health impacts, budget impact, poverty reduction.
OR (reviewer generated): 2.3 (p<0.001) 
Preferred age: <15, ≥15 [Unclear gain] 

	Defechereux, 2012[19] 
	Children 
	Yes 
	NA 
	Severity of disease, number benefiting, health benefits. 
OR (reviewer generated): middle =0.82 (NS); elderly = 0.327 (p=0.003). Ref = Young age group  
Preferred age: 0-15, 15-59, >60 [Unclear gain] 

	Delpasand 2021 [20]
	Equal priority 
	Yes 
	NA 
	Survival, quality of life, alternative treatment, cost, severity.
OR (reviewer generated): 
18-60 years: 1.05 (NS) 
over 60 years: 0.62 (p< 0.05) 
all age groups: 1.3 (p< 0.05) 
ref = under 18years 
Preferred age: <18, 18-60, 60+, all age groups [QoL & LL combined]. Also expressed preference for under 18s when compared to over 60 year olds. 

	De Andres-Nogales 2021 [21]
	Adults 
	NA 
	NA 
	Severity of disease, treatment (safety and efficacy), economic burden, quality of life, cost effectiveness.
OR (author generated): 0.607, p < 0.001. Ref= non-paediatric 
Preferred age: paediatric, non-paediatric [QoL & LL combined] 

	Erdem, 2014 [22]
	Working age adults 
	Yes 
	NA 
	Estimated coefficients (MNL – effects-coded): young= 0.09 (p= <0.05); adults= 0.18 (p= <0.01); elderly= −0.27 (p= <0.01) 
Preferred age: 0-17, 18–65, 65+ [QoL] 

	Farmakas, 2017[23] 
	>5 child only 
	Yes 
	NA 
	Lifestyle, chronic vs. acute disease, severity of disease, improvement, cost.
16 years old utility (SE): 1.427 (0.142)  
37 years old utility (SE): −0.018 (0.167) 
68 years old utility (SE): −1.408 (0.167)                                                                                                               Relative importance of age: 25.5 (second most important after severity of disease) 
P-value unclear 
Preferred age: 16, 37 and 68 [Unclear] 

	Howard, 2015 [24]
	>5 child only 
	Yes 
	Younger
5 > 15 
	Kidney transplant allocation. 
OR: 5 yrs=1.94; 15 yrs=1.75; 25 yrs=1.46; 40 yrs=1.0 (ref); 55 yrs=0.76;70 yrs=0.31 (p<0.0001) 
Preferred age: 5, 15, 25, 40, 55, 70 [QoL & LL combined] 

	Jehu-Appiah, 2008[25] 
	<5 (infant) only 
	No 
	NA 
	Number benefit, severity of disease, cost effectiveness, poverty reduction.
OR (reviewer generated):  
Child (<5yrs): 2.9 (p=<0.01) 
Old people (>65yrs): 1.34 (p=0.275, NS) 
Women of reproductive age: 2.71 (p<0.01) 
Ref = no specific vulnerable population 
Preferred age: <5, >65, women of reproductive age [Unclear] 

	Jouyani, 2019 [26]
	Working age adult 
	Yes 
	NA 
	Severity of disease, urgency, benefit (generic), communicable Y/N.
OR: Young (<15yrs): 1.0(reference level); Adults (15-65yrs): 1.10 (CI 0.97 to 1.24, p=0.13); Elderly (>65yrs): 0.59 (CI 0.52 to 0.68, p=<0.001)  
Preferred age: <15, 15-65, >65 [Unclear] 

	Lancsar, 2020 [27]
	Children 
	Yes 
	Older 
13-17 > 1-12
	Quality of life, life expectancy, QALY gained, type of QALY (life extension, quality of life, mixed)
Weights at the midpoint  
Infant (0-12mths)=1.0725 (CI 0.9687 1.1880, NS); Child (1-12yrs)=1.1065 (CI 1.0253 to 1.2057); Teen(13-17yrs)=1.1262 (CI 1.0682 to 1.2074); Young Adult (18-29yrs)=1.1122 (CI 1.0695 to 1.16940); Adult (30-49yrs)=1.0 (reference); Older Adult (50-59yrs)=0.8158 (CI 0.7277 to 0.8791); Senior (60-74yrs)=0.6331 (CI 0.4542 to 0.7621); Older Senior (≥75yrs))=0.4452 (CI 0.1650 to 0.6441) 
Preferred age: 0-12 months, 1-12, 13-17, 18-29, 30-49, 50 – 59, 70-74, ≥75 [QoL & LL combined] 

	Lancsar, 2011[28] 
	Children 
	Yes 
	Younger
1 > 10
	Quality of life, age at death, gain in life expectancy, gain in quality of life.
Coefficient for log age at onset: -0.02 (se= 0.022, P= 0.304) 
Coefficient for log age at death without treatment: -0.07 (se= 0.034, P= 0.034) 
Preferred age: 
Age at onset: 1, 10, 20, 40, 60, 70  
Age at death if untreated: 1, 10, 20, 40, 60, 70, 80 [QoL & LL combined] 

	Lopez-Bastida, 2019[29] 
	Diverse views 
	NA 
	NA 
	Severity of disease, quality of life gain, waiting time, other treatments available, side effects, value for money, cost.
OR (reviewer generated) Diagnosis occurring after 10 years old: 
France=1.13 
Germany=1.11 
Italy=0.95 
Spain=0.97 
Ref: diagnosis occurring before 10 years old 
All non-significant, no preferred age [QoL] 

	Luyten, 2015 [30]
	Young adult 
	Yes 
	NA 
	Cure/prevention, efficacy, severity of disease, life style, time from intervention to effect, adverse effects.
OR (reviewer generated) age of patient: 
0-10yrs=1.0 (ref); 20-30 yrs=1.25; 40-50 yrs=1.12; 60-70 yrs=0.99; 80-90 yrs=0.54. Overall significance of age attribute p=<0.0001 
Preferred age: 0-10, 20-30, 40-50, 60-70, 80-90 [Unclear] 

	Luyten, 2019 [31]
	<5 (infant) only 
	Mixed 
	Younger (newborn) <3 mths > 3 mths-3 years
	Vaccination program. Prevention, side-effects, herd protection, age protected.
Relative preference weights (& 95%CIs) representing public preferences for identical health outcomes with different attributes, using panel mixed MNL model (main effects and interactions): 
Direct effects:  
Child (3mths-3yrs)=1.00 (ref);  
Adults (30-50yrs)=0.75 (0.64 to 0.85);  
Elderly (65-75yrs)=0.16 (0.06 to 0.25). 
 
Herd effects:  
Newborns (<3mths)=1.42 (1.32 to 1.52);  
Adults (30-50yrs)=0.12 (0.03 to 0.20);  
Elderly (>80yrs)=0.67 (0.58 to 0.76). 
Ref = child – direct effects (same model as above) 
 
Preferred age: <3mths, 3 mths-3yrs, 30-50yrs, 65-75yrs, >80yrs [Unclear] 
 
Averting side effects which incur the same health loss is considered more important than avoiding direct effects however, age group interactions are similar hence results not shown here.   

	Mentzakis, 2019 [32]
	Children 
	Yes 
	NA 
	Severity of disease, willingness to subsidize, health benefits, number who benefit, cost effectiveness.
OR (reviewer generated):  Young (0-15yrs)=1.0 (ref); middle age (15-59yrs)=0.91 (NS); elderly (≥60 yrs)=0.28 (p<0.001) 
Preferred age: 0-15, 15-59, >59 [Unclear] 

	Mentzakis, 2014[33] 
	Working age adult 
	Yes 
	NA 
	Severity of disease, willingness to subsidize, health benefits, number who benefit, cost effectiveness.
OR (reviewer generated): Young (0-15yrs)=1.0 (ref); middle age (15-59yrs)=1.28 (NS); elderly (≥60 yrs)=0.47 (P<0.01) 
Preferred age: 0-15, 15-59, >59 [Unclear] 

	Mortimer, 2008 [34]
	Children 
	No 
	NA 
	Life style, prevention/cure, life years saved, total cost, cost to patient
OR (reviewer generated): 
Young children=2.11 (p<0.001) 
Young adults=1.35(p=0.023) 
Working-age adults=1.00 (ref) 
Older-age retiree=1.02 (p=0.886). 
 
Preferred age: young children, young adults, working age adults, older-age retiree [LL] 

	Prosser, 2013[35] (1) 
	Children 
	No 
	Younger 
1 > 3,8,15
	Influenza illness and hospitalization. Days, time sick, time lost to usual activities, WTP or time traded from own life, recovery.
1) Time Trade Off 
Estimated coefficients (effects-coded) for age attribute levels in personal time traded (at the end of life) to avert uncomplicated influenza illness in a hypothetical other (adjusted model):  1yr= 0.4103; 3 yrs= 0.7434*; 8 yrs= 0.4374; 15 yrs=(-)0.1550; 35 yrs=(-)0.7443*; 55 yrs=(-)0.7257* ;70 yrs=(-)0.1947; 85 yrs=0.2287. 
Preferred age: 1, 3, 8, 15, 35, 55, 70, 85 [QoL] 
Estimated coefficients (effects-coded) for age attribute levels in time traded to avert influenza related hospitalisations in hypothetical other (adjusted model):  1yr=0.4641; 3 yrs= 0.2132; 8 yrs=0.2679; 15 yrs=0.1961; 35 yrs=(-)0.6466*; 55 yrs=(-)0.3571 ;70 yrs=(-)0.2689; 85 yrs=0.1315 
Preferred age: 1, 3, 8, 15, 35, 55, 70, 85 [QoL] 

	Prosser, 2013 [35](2) 
	Hard to interpret 
	No 
	Diverse 
	Influenza
2) WTP 
Estimated coefficients (effects-coded) for age attribute levels in WTP to avert uncomplicated influenza illness in hypothetical other (adjusted model) Scenario age: 1yr=(-)0.2776; 3 yrs= 0.0976; 8 yrs= 0.1005; 15 yrs=(-)0.1587; 35 yrs=(-)0.3524; 55 yrs=(-)0.0544; 70 yrs= 0.2649; 85 yrs= 0.3801*  
Preferred age: 1, 3, 8, 15, 35, 55, 70, 85 [QoL] 
 
Estimated coefficients (effects-coded) for age attribute levels in WTP to avert influenza related hospitalisations in hypothetical other (adjusted) (*p<0.05, **p<0.01, ***p<0.001): 
Scenario age: 1yr=0.6568**; 3 yrs=0.3300; 8 yrs=(-)0.0320; 15 yrs= 0.4918*; 35 yrs=(-)0.2742; 55 yrs=(-)0.8549***;70 yrs=(-)0.2299; 85 yrs= (-)0.0877. 
(*p<0.05, **p<0.01, ***p<0.001): 
Preferred age: 1, 3, 8, 15, 35, 55, 70, 85 [QoL] 
Authors conclude respondents were more likely to choose profiles for young children and for elderly individuals. These effects, however, did not reach statistical significance for all age variables. 

	Schwappach, 2006 [36]
	Children 
	Yes 
	NA 
	Quality of life (before and after treatment), life expectancy, frequency of condition, cost.
Estimated coefficients (effects-coded) time point 1:  
Child: 0.572 (p<0.001)  
Teen: 0.176 (p < 0.05) 
Employable age: 0.238 (p<0.01) 
Senior:  -0.985 (p<0.001) 
Preferred age: <10, 14-20, 30-60, >75. 
Estimated coefficients (effects-coded) time point 2: 
Child: 0.708 (p<0.001)  
Teen: 0.142 (p < 0.05) 
Employable age: 0.173 (p<0.05) 
Senior: -1.024 (p<0.001) 
Preferred age: <10, 14-20, 30-60, >75 [Qol & LL combined] 

	Skedgel, 2015a[37] 
	>5 child only 
	Yes 
	NA 
	Quality of life, life expectancy, gain in life expectancy, number treated.
OR (reviewer generated) 10yrs=7.2; 70yrs=0.2; 40yrs=1.0 (reference) 
Preferred age: 10, 40, 70 [Qol & LL combined] 

	Skedgel, 2015b[38] 
	>5 child only 
	Yes 
	NA 
	Quality of life, life expectancy, gain in life expectancy, number treated.
DCE Marginal Rate of Substitution per life year gained (LYG)= -0.09 (p<0.001) 
CSPC Marginal Rate of Substitution per life year gained (LYG) = -0.02 (p<0.001) 
Preferred age: 10, 40, 70 [Qol & LL combined] 

	Skedgel, 2016 [39]
	>5 child only 
	Yes 
	NA 
	Quality of life, life expectancy, gain in life expectancy, number treated.
Willing to forgo a potential gain of 1.17 years in 40-year-olds to prioritise 10-year-olds (NS) and 5.3 years in 70-year-olds to favour 40-year-olds 
Preferred age: 10, 40, 70 [Qol & LL combined] 

	Sullivan, 2017 [40]
	Children 
	Yes 
	NA 
	Health status, benefit, lifestyle, benefit to others, treatment options.
Age of Patient (relative preference weights) 
≥65 years: 0 
15–64 years: 0.07 
0–14 years: 0.14 
Preferred age: 0-14, 15-64, ≥65 [Qol & LL combined] 

	Tappenden, 2007[41] 
	None 
	Yes 
	NA 
	Cost-effectiveness, certainty, quality of life before treatment.
OR 
Working age=1.15 (p=0.45); Retired=1.08 (p=0.77); Children=reference 
All non-significant, no preferred age 

	Van de Wetering, 2016[42] 
	>5 child only 
	Yes 
	 NA 
	Quality of life before treatment, health gain for one year, lifestyle, rarity of disease, dependents (Y/N)
Block 2 OR (reviewer generated): 10yrs=1.82 (p<0.001); 40yrs=1.76 (p<0.001); 70yrs=1.06 (NS); 90yrs=reference 
Preferred age: 10, 40, 70, 90 
Block 3 OR (reviewer generated): 10yrs=3.7; 40yrs=3.18; 70yrs=1.39; 90yrs=reference, all p<0.001 
Preferred age: 10, 40, 70, 90 [QoL] 

	Van de Wetering, 2015 [43]
	Adult 
	No 
	NA 
	Quality of life before treatment, age at death if not treated, gain in life expectancy, gain in quality of life, health insurance.
Based on mixed multinomial logit model the marginal WTP values for each age group were: 
10yrs = €197.66 
40yrs = €184.89 
70yrs = €209.59 
No p-value or CI presented for MNL model.  
 
Based on a latent class model (preferred by authors due to heterogeneous preferences), the probability weighted marginal WTP values for each age group were: 
10yrs = €206.408 (€125.993–€286.823) 
40yrs = €296.756 (€37.281–€556.233) 
70yrs = €212.322 (€136.454–€288.190) 
  
Authors conclusion: No statistically significant age effect in the data based on probability weighted latent class model. 
Preferred age: 10, 40, 70 depending on model [QoL and LL combined] 

	Whitty, 2014[44] (1) 
	Young adult 
	Yes 
	NA 
	Prevent, diagnose, quality of life, survival, value, side effects, alternative, number to benefit.
1) DCE OR (reviewer generated) 10yrs=27.7; 35yrs=35.2; 60yrs=9.28; 85yrs=reference; all p<0.001 
Preferred age: 10, 35, 60 [QoL and LL combined] 

	Whitty, 2014[44] (2) 
	>5 child only 
	Yes 
	NA 
	Prevent, diagnose, quality of life, survival, value, side effects, alternative, number to benefit.
2) BWS OR (reviewer generated): 10yrs=8.41; 35yrs=3.56; 60yrs=2.06; 85yrs=reference; all p<0.001 
Preferred age: 10, 35, 60 [QoL and LL combined] 

	Winkelhage, 2012[45] 
	>5 child only 
	Yes 
	NA 
	Lifestyle, chronic vs. acute, severity of disease, level of improvement, cost.
Age part worth utilities: 16 years=0.75 (p<0.01); 37 years= −0.25 (p=0.049); 68 years= −0.50 (p=0.012).  
Relative importance of age= 20.9% (highest relative importance score out all the attributes) 
Preferred age: 16, 37, 68 [Unclear] 

	WTP 

	Balmford, 2019[46] (1) 
	Children 
	NA 
	NA 
	Field study 1) WTP own adult (self) vs own child for avoiding hospitalization with joint pain (some permanent) (reviewer generated) 
1:3 median (1:3.36 means) averting the less severe state   
1:4 median (1:6.71 means) averting more severe state  
Preferred age: child, adult [QoL] 

	Balmford, 2019 [46](2) 
	Children 
	NA 
	NA 
	Field study 2) WTP own adult (self) vs child for avoiding gastrointestinal symptoms (reviewer generated) 
1:1.4 median (1:1.4 mean) to avert temporary state 
Preferred age: child, adult [Qol] 

	Blomquist, 2011 [47]
	Children 
	Yes 
	Younger 
4 > 5,8,11,15,
	No clear sig.  differences but WTP for asthma control tends to be highest for younger children, declining each age from 4,5,8,11,15,17. Adult comparisons rely upon a different survey. 
Preferred age: 4,5,8,11,15,17 [QoL] 

	Dickie, 2004[48] 
	Children 
	NA 
	NA 
	Average of 8 WTP ratios between adult and child (own) for avoiding asthma related illness: 1:1.86 [some NS] 
Based on lower bound estimate of mean WTP per symptom-day adult vs child 1: 2.47 (geometric mean) 
Preferred age: child, adult [Qol] 

	Hammitt, 2017 [49]
 
	Children 
	NA 
	NA 
	WTP for reducing risk of conditions described using EQ-5D, some with disease label, values from log-linear regression  
Other adult vs child 1:1.2  
Self vs child 1:3 
Preferred age: child, adult [QoL] 

	Liu, 2000[50] 
 
	Children 
	NA 
	NA 
	Median WTP to avoid a cold.  
Adult vs child (own) 1: range 1.9 to 2.5 [NS] 
Preferred age: child, adult 

	Prosser, 2011[51] (1)  
(Note: same respondents as Prosser 2013 DCE study) 
	Diverse views 
	No 
	Diverse 
	1) TTO (trading off own time) to avoid one of four conditions (Influenza Illness, Influenza-Related Hospitalization, Severe allergic reaction, Guillain-Barré syndrome) in a hypothetical other member of the household  
1 vs 8 yr old - range 1:0.115 to 0.857 (median), 1: 0.432 to 1.173(means) 
1 vs 35 yr old - range 1:0.087 to 0.321 (median), 1: 0.459 to 0.773(means) 
1 vs 85 yr old - range 1:0.230 to 0.875 (median), 1: 0.372 to 1.184(means)  
Preferred age: 1,8,35,85 (mixed results) [QoL] 

	Prosser, 2011[51] (2)  
 
	Diverse views 
	No 
	Diverse 
	2) WTP to avoid the same four conditions 
1 vs 8 yr old - range 1:0.83 to 1.67 (median), 1: 0.237 to 1.54(means) 
1 vs 35 yr old - range 1:0.5 to 1.5 (median), 1: 0.067 to 0.705(means) 
1 vs 85 yr old - range 1:0.84 to 2 (median), 1:0.124 to 1.8 (means) 
Mixed results [QoL] 

	Prosser, 2005[52] (1) 
	NA 
	NA 
	Older 
	TTO (discounted) preventing uncomplicated influenza 
1 yr old vs 14 yr old = 1:1 (medians) or 1: 1.414 (means) 
Preferred age: 1,14 [QoL] 
 

	Prosser, 2005[52] (2) 
	NA 
	NA 
	Younger 1 year old > 4 year old 
	WTP preventing uncomplicated influenza 
1y old vs 14 yr old = 1: 0.571 (medians) or 1: 0.614 (means) 
Preferred age: 1,14 [QoL] 

	Reckers-Droog, 2021[2](a) 
	>5 child only 
	Yes 
	NA 
	WTP means for QoL improvement described on a VAS scale for those who will recover (reviewer generated): 
10 vs 20 yrs 1:0.94 (mean) 
10 vs 40 yrs 1:0.964 (mean) 
10 vs 70 yrs 1:0.929 (mean) 
Preferred age: 10,20,40,70 [QoL] 

	Reckers-Droog, 2021[53](b) (1) 
	>5 child only 
	Yes 
	NA 
	1) WTP for QoL improvement described on a VAS scale & one year life extension for those at end of life (reviewer generated):  
10 vs 20 yrs 1:0.80 (mean), 1:0.7 (median) 
10 vs 40 yrs 1:0.91 (mean), 1:0.6 (median) 
10 vs 70 yrs 1:0.82 (mean), 1:0.73 (median) 
Preferred age: 10,20,40,70 [QoL] 

	Reckers-Droog, 2021[53](b) (2) 
	>5 child only 
	Yes 
	NA 
	2) Length life (1 year) improvement in patients at end of life 
Age 10:20 1:0.89 (mean), 1:0.89 (median) 
Age 10:40 1:0.73 (mean), 1:0.67 (median) 
Age 10:70 1:0.64 (mean), 1:0.44(median) 
Preferred age: 10,20,40,70 [LL] 

	OPINION SURVEYS 

	Baker, 2014[54] 
	Diverse views 
	NA 
	NA 
	Diversity of views gathered through Q-sort methodology classified across egalitarian, consequentialist and protection of vulnerable. 
Diverse views [Unclear] 

	Bowling, 1996 [55]
  
	Lifesaving context only 
	NA 
	NA 
	Of 12 treatments ranked by participants 2 specified patient age of which "Treatments for children with life threatening illnesses" was ranked first, on average, and "Treatment for people aged 75 and over with life threatening illness" was ranked last. 
Child, 75+ [Lifesaving context only therefore not included in the results columns] 

	Charney, 1989  [56]
	Lifesaving context only 
	NA 
	Older 
	Lifesaving 5-yr-old vs 70-yr-old: Favour 5 yr old: 93.8%; Not able to choose 5.1%; Favour 70 yr old: 1.1%  
Reasons given: Child > elderly person due to potential: future economic productive capacity and intangible aspects of personality.  
Lifesaving 2-yr-old vs 8-yr-old: Favour 2 yr old: 20.7%; Not able to choose 45.5%; Favour 8 yr old: 33.8%  
Reasons given: 8-year-old > 2-year-old as they are more aware of their situation, are more of a ‘person’ and has had a greater investment of parental effort and emotion.  
2, 8 (In the 2 vs 8-year-old reasonable to assume length of life gain greater for 2-year-old, capacity to benefit uncertain for other comparisons) [LL] 

	Chim, 2019 [57] 
	Children 
	NA 
	NA 
	Of 12 statements relating to prioritization, the statement ‘Preference for funding should be given to new medicines targeting diseases that typically affect children’ was ranked first by 13% of respondents. This was second highest ranked behind a statement on favouring severity.   
Some support for prioritising children’s health. [Unclear] 

	Chim, 2017 [58] 
	Diverse 
	NA 
	NA 
	Respondents preferred to see relatively more funding directed children (38%), adults (6.9%) or equal priority (55.1%). When treatment gain to children was reduced 28.7% still preferred to see relatively more funding directed to them.  
Diverse views [Unclear] 

	Cookson, 1999 [59]
	Diverse views 
	NA 
	NA 
	Focus group members raised a range of priority setting principles including health maximisation, rule of rescue and fair innings. 5 out of the 10 groups raised the concept of prioritising the young, 4 groups raised giving priority to children in particular and 2 raised willingness to prioritise based on lower lifetime health (unclear whether these are the same groups). Minority of participants (8%) considered it unethical to make explicit rationing choices.   
Diverse views [Unclear] 

	Denburg, 2020 [60](1)  
	Diverse views 
	NA 
	NA 
	Respondents VAS scores (in which a score of ‘-5’ favours a 10-year-old and ‘5’ favours a 40-year-old), favour children more (are negative) in the group not exposed to a moral reasoning task across the five clinical scenarios.   
Chronic disease intervention with 20-year gain: 0.25 (-0.03, 0.53); control: −0.47 (-0.76, -0.18)  
Liver transplant intervention with 20-year gain: 0.05 (-0.23, 0.34); control −0.49 (-0.78, -0.20)  
Cancer therapy intervention in which adults gain 40 years and children 70: −0.83 (-1.11, -0.54); control: −1.77 (-2.06, -1.48)  
Capacity to benefit differs in the last question, others show differences between control (without moral discussion) and intervention. 
Diverse views [LL] 

	Denburg, 2020[60] (2) 
	Diverse views 
	NA 
	NA 
	2) Palliative care intervention for pain and distress: −0.02 (-0.30, 0.27); control: −0.43 (-0.72, -0.14)  
Eating disorder treatment to manage symptoms: −1.11 (-1.39, -0.82); control: −2.01 (-2.30, -1.71).  
The only scenarios in which both control and moral reasoning groups show significant results favouring children are those in which the health gain is potentially different between adults and children. 
Variable findings when benefit is constant and in scenarios favouring children there is potentially variable capacity to benefit. 
Diverse views [QoL] 

	Diederich, 2011 [61] 
	Difficult to interpret 
	NA 
	NA 
	Proportion of agreement/disagreement to the question ‘‘Do you think it is justifiable to treat children in preference to all others?’ Yes: 72.5%, No 25.4% Don’t Know 1.9%. However, 50.2% also said Yes to preferencing senior citizens and 14.4% agreed to preferential treatment for patients of working age. Only 24.7% only favoured children. 
Difficult to interpret results. [Unclear] 

	Krutli, 2016[62] 
	Diverse views 
	NA 
	NA 
	Mixed views on the fairness of using young age as a prioirisation criteria for organ donation, hospital beds during flu pandemic and joint replacement. Mean scores for the fairness of prioritising young ranged from 3.1 to 4.5 on a 1=total unjust to 7= totally just scale across different groups. A substantial minority report use of this criteria as totally unjust. Medical Students, GPs, and Health Professionals considered age a more just criteria than Lay People. 
Diverse views. [Unclear] 

	Li, 2010 [63]
	Diverse views 
	NA 
	NA 
	When a vaccine program was framed as ‘lives saved’ respondents preferred to save younger patients with 2 years to live (ages 5, 20, 30, 40, 60, 80), however, when framed as ‘lives lost’ there level of ‘agreement’ with statements inferred constant value.  
Diverse views [LL] 

	Linley, 2013 [64] 
	Equal value 
	NA 
	NA 
	All else equal respondents considered health care should be prioritized to: children 37.5%, same 57.0%, adults 5.5%. 
Where health improvement to children was ‘little’ compared with ‘improves health considerably’ for adults 19% still wished to prioritise children. 
Equal value, but more prefer prioritising children than adults [Unclear] 

	Mak, 2011[65]  
	Diverse views 
	NA 
	NA 
	When asked level of agreement to the statement “If resources must be rationed, higher priority should be given to treating the young than the elderly” there was a spread of opinion. Strongly disagree: 7.14%; Disagree: 27.31%; Neither disagree or agree: 21.56%; Agree: 36.71%; Strongly agree: 7.28%. In ranking questions, highest rankings were accorded to “treatment for children” and “high technology services.” 
Diverse views. [Unclear] 

	Mossialos, 1999 [66] 
	Equal priority 
	NA 
	NA 
	When asked level of agreement to the statement ‘Priority should be given to treating young patients rather than old patients?’, the majority of responders strongly disagreed: West Germany (50.0%), East Germany (57.1%), France (52.3%), Italy (50.1%), Netherlands (61.8%), Sweden (44.3%), Britain (47.3%). Between 5 to 22% agreed or strongly agreed. 
Equal priority - Little support for prioritising children. [Unclear] 

	Neuberger, 1998[67]  
	<5 (infant) only 
	NA 
	NA 
	The public ranked age (being under 5) and outcome in terms of additional years of life as the most important criteria for allocating donor organs. Clinicians gave equal prominence to outcome but slightly less to being under 5. 
Under 5, other ages [Unclear] 

	Nord, 1995[68]  
	Equal priority 
	No 
	Older children 
	With respect to life saving treatment: 41.9% gave equal priority, 40.5% equal priority unless very old, and 17.6% prioritise the young. [not included in evaluation findings as lifesaving only] 
For a permanent improvement in QoL 21.5% prioritised the young, and 75.6% thought priority should be equal regardless of age.  
When allocating a donor organ to a newborn or young child 44.2% favoured the young child and only 1.2% the newborn, in part due to perceptions of treatment success.  
Equal priority [Unclear, as QoL improvement has lifetime duration] 

	Ottersen, 2008[69]  
	Children 
	NA 
	NA 
	In ranking recipients of treatment providing an additional 15 years of life those with the lowest life expectancy were ranked first. Borda score for each life expectancy: 0yrs -28%; 15yrs - 24%; 30yrs - 20%; 45yrs - 18%; 60yrs - 10%. 43% of respondents considered “affect those with least life expectancy” the most important reason in priority setting. 
0, 15, 30, 45, 60 [LL] 

	Reckers-Droog 2020 [70]
	Equal priority
	No
	NA
	Q-sort exercise found three main viewpoints i) emphasis on access to health care as a universal right ii) acknowledging scarcity of resources and a focus on treatment-related prioritisation criteria iii) a focus on helping those most in need including younger patients. The third viewpoint was least popular. Repeating the Q-sort exercise after deliberation found most respondents’ views remained stable with some slight increase in consideration of cost.
Equal priority [Unclear] 

	Tong, 2012[71]  
	Children 
	NA 
	NA 
	Dialysis/Transplant patients ranked criteria for organ donor prioritisation.  Mean priority scores e.g. Time on wait list (11.1), Years of life after transplant - life expectancy: (5.5); Age/Life stage (8.2); Life-stage was an important consideration and was usually inextricably linked to other concepts such as quality of life, life expectancy, contribution to community, and having dependents. Patients favoured prioritising children as they were aware that dialysis impaired growth, but they did not wish this priority to be at the expense of older aged recipients if they never have a chance of receiving a transplant. 
Favoured prioritising children among other criteria [Unclear] 

	Tsuchiya, 2003[72] 
	Young adult 
	Yes 
	NA 
	Respondents favoured the youngest age category when prioritising 5 years of additional life. However, when the same question followed a lifesaving question fewer respondents prioritised children; ages ranked first 5 (39%), 20 (14%), 35 (43%), 55 (3%), 70 (1%) - suggesting a framing effect. 
Reasons for responses: Young have lived less life, implying support for fair innings (27%); Greater benefit to society (17%); Family responsibilities (23%); Five years is more valuable to some (21%); Capacity to benefit (0), other (2%). 
5, 20, 35, 55, 70 [LL] 

	Werntoft, 2005[73]  
	Equal priority 
	No 
	NA 
	Of responders (all >=60 years) answering the question ‘Who do you think should be prioritized in health care? All age groups: 67% Younger: 15%, Older: 11%. Responses similar when framed as lifesaving context.  
Equal priority [Unclear] 

	Werntoft, 2007 [74]
	Equal priority 
	No 
	NA 
	Of responders (all >=65 years) stating agreement statements 80% agreed with the statement ‘people should have the same priority with respect to life-saving treatment, no matter what their age is’. Equal numbers (8%) thought it fair for younger / older patients to be prioritised.   
Views were similar when treatment was to address a life-threatening illness and general healthcare prioritisation. Respondents' views on how different indicators should affect prioritization: Patient is a child - a lot (26%), a little (29%), Not at all (45%); Patient is old - not at all (67%), Patient is middle aged - not at all (63%). 
Equal priority [Unclear] 

	Wouters, 2017 [75]
	Diverse views 
	NA 
	NA 
	Q-sort exercise found a diversity of views: "On the one hand, we find people who morally object to priority setting and restricting available care on the basis of universal rights to health-care, thereby apparently denying the need to face issues of scarcity. On the other hand, we find people who accept priority setting as a necessary means to make decisions about allocation of a fixed health care budget, recognizing scarcity in health care resources, but differing in whether and how to weight the outcomes of healthcare." (p115) 
Diverse views. [Unclear] 


 
 
 Notes: 
Where results based on life saving for different ages are reported in the table in addition to questions based on quality of life enhancing or life extending for a fixed duration the life-saving results are given only for additional context and key findings (in blue) are not based on these. 
For the PTO and WTP studies the key findings rely on means of the ratios unless they are not able to be extracted from the papers. The overall summary (highlighted in blue) shows the age group with the highest absolute ratio either directly (e.g. aged 20 vs aged 15 ratio 1:1.5 and aged 15 vs aged 5 ratio 1:0.7, would be reported as a preference for 15 year olds - 5, 15, 20) or indirectly (aged 20 vs 15 ratio 1:15 and aged 20 vs aged 5 ratio 1:05, would also be reported as preference for 15 year olds - 5, 15, 20). 
For the Opinion surveys the key findings were reported as:
· Diverse views if - there is a clear spread of opinion with opposing views
· Equal priority if - >60% of respondents opt for no age weighting in favour of young people when asked a direct question relating to prioritisation based on age or >50% opting for a response which specifies equal treatment
· Difficult to interpret results – author conclusion or inconsistency in respondent responses
· The age or age group with the highest % of responders choosing that age for treatment, the highest Borda score in ranking questions, or authors conclusion 



[bookmark: _Toc135663560]Table G: Overview of quality of reporting assessment 

	
Criteria
	Reporting assessment across study types

	1. Was the scenario description clear including the health state, relevant and/or well understood?
	Most studies do not provide evidence to support respondent comprehension of the scenario description (there are some notable exceptions e.g. Reckers-Droog, 2019). Where health states being valued or compared are simple, such as a set number of additional years of life, this is less of a concern than when health states are complex, potentially subjective or involve very small changes in risk. Within WTP studies some states described, such as a case of influenza (Prosser, 2011), or control of asthma (Blomquist, 2011), could be re-interpreted considering respondents’ judgement of age-related risk of complications. For the DCEs only 6 (21%) of the studies provided any assessment of the degree to which health states were understood by participants.  

	2. Was qualitative pre-testing conducted with members of the target population?
	Almost all WTP and matching studies reported conducting a pilot, however, few provide evidence that pilots were conducted with the target population, with some reporting the use of convenience samples. Few WTP or matching studies conducted qualitative pre-testing. There are exceptions such as Dickie (2004) and Prosser (2011), although these give minimal details on this qualitative work. For the DCEs 9 (31%) reported having completed pilot testing including qualitative methods in 8 studies (Sledgel 2015a, Johansson-Stenmen 2008 and 2011, Luyten 2019, Prosser 2013, Howard 2015, Lancsar 2020, Delpasand 2021).

	3. Was the experimental design justified?
	The designs of the empirical work for matching, WTP and DCE studies predominantly drew upon well established procedures. Where alternative designs were used these were justified.

	4. Was the mode of data collection appropriate and justified?
	[bookmark: _Int_yVvdl3Cv]The use of postal (e.g. Blomquist 2011) or telephone (Prosser 2005) mode is rare with most adopting face to face (F2F) interviews or self-complete online. Concerns have been raised about the quality of PTO or WTP data outside of F2F interviews (e.g. Ubel et al, 2002), however, online mode has been shown to be similar to F2F (Damschroder et al, 2004). Justification for using online methods, where respondents may face more difficulty with comprehension, is not usually given. The relationship between mode and respondent recruitment/ selection is usually not discussed.

	5. If WTA is used over WTP was this justified?
	No studies adopted a WTA approach.

	6. Where relevant, were response formats (e.g. single binary choice question) justified and were multiple questions asked of the same individual dealt with appropriately?
	WTP studies tended to give clearer justification for response format than matching studies and DCEs. Repeated questions relating to a single trade off in matching studies are often used to iterate towards a final response with the earlier responses not included in the analysis. Possible framing caused by earlier responses is not considered in most matching studies. Where respondents are asked about multiple scenarios most studies adopt randomization of question order. The majority of the DCEs provided no information of the extent if any to which the surveys were randomised either within or between blocks. Notable exceptions being Skedgel 2015a, Van de Wetering 2016 and 2015, and Whitty 2014. This is relevant to assessing ordering bias and selective sampling for between blocks.

	7. If forced choice was used was this justified?
	This question is interpreted as forcing a choice relating to prioritizing one age group over another. This is not relevant for the WTP studies. About half of the matching studies forced a preference based on age group but did not give a full justification for this decision nor considered the implication of the decision on the results. Only 2 (7%) of the DCEs included an opt out choice. Of the remainder only Howard (2015) provided provided justification for the use of forced choices. 

	8. Was the payment vehicle realistic and credible? 
	This was largely relevant to WTP studies. Most gave clarity on the payment vehicle, where the payment amount was simply stated this tended to involve small sums of money. Of the DCEs 7 included an attribute related to cost including increasing insurance premiums, budget allocations, cost/QALY and willingness to pay attributes.  

	9. Were steps taken to encourage considered responses?
	The steps used to encourage considered responses were variable. This is likely to be more critical in a self-complete setting. Most studies aimed to create a realistic setting for the questions, but little was done to maintain motivation during repetitive online surveys. In all 13 (45%) of the DCEs provided clear descriptions of the methods used to maximise understanding of the scenarios and choices. These included investigators working through examples before commencing the DCE to use of graphical representations. Johansson-Stenman (2008) encouraged respondents to back and change earlier choices to reduce issues around learning and ordering.

	10. Was the choice of econometric estimator justified?
	For matching studies results were based on simple mean/median analysis, with any econometric estimation only used to explore the impact of respondent demographics or sub-questions within the study. For the WTP studies most gave clear justification for their choice of econometric approach. The majority of the DCEs the econometric models drew on established approaches.

	11. Was the heterogeneity of the results considered?
	WTP studies tended to explore the impact of respondent characteristics more extensively (and across more characteristics) than matching studies. Small sample size limited the possible exploration of heterogeneity in some matching studies. The majority (72%) of the DCEs considered heterogeneity using well established approaches such as panel mixed MNL and latent class, inclusion of partispant characteristics as interaction terms 

	12. Were any anomalies in the data (e.g. non-traders, outliers, potentially non-attendant respondents) investigated?
	The extent of exploration of outliers, excluded data points or deviation from findings in the literature is variable within the group of WTP, Matching or Opinion Survey studies, with many doing little to explore anomalies in the data. Of the DCEs 8 (28%) included a process for excluding data outliers or anomalies generally using dominant questions. It should be noted however that the validity of exclusion of responses is not universally accepted.

	13. Are the results generalizable to the sample population (considering recruitment, response rates, missing data and exclusions)?
	[bookmark: _Int_v1Llg3fl]Achieving a respondent sample with generalizability to the public, particularly post exclusions, is rare in WTP and matching studies. The use of a university-based study sample (e.g. Busschbach 1993; Maestad 2009; Rodriguez 2000; Tsuchiya 2001) is not likely to be generalizable to the young population. Response rates are not recorded where invitations are sent to commercial panels. The minority of DCEs (24%) provided adequate description of participant sampling or recruitment methods and completion rates to enable conclusions to be made as to representativeness and/or generalisability. The majority of the studies had either small sample sizes, used non representative sampling methods such as advertising or provided inadequate description of sampling methods. 

	[bookmark: _Int_gtyP2WZD]14. Was internal validity considered (e.g. scope sensitivity, WTP positively related to income, tests of transitivity in PTO, order of coefficients in DCE, inconsistency across related survey questions)?
	[bookmark: _Int_kaXFZWE7]The extent of validity testing varies within WTP and matching studies. Most WTP studies consider the correlation of WTP values and income, some also test the relationship between WTP and severity of the health state. Some matching studies include questions to test chaining across ages (e.g. 10 vs 40, 40 vs 80, 10 vs 80), or comparisons between methods for expressing preferences (e.g. PTO vs ranking) although others had no built-in means to test validity. Internal validity for DCEs was mostly considered by comparison to a priori hypotheses and expectations with limited further evaluation provided. A few studies used alternate models or elicitation methods (e.g. DCE and vs. BWS) as a measure of internal validity.

	15. Was reporting adequate (across methods, analysis, & results)?
	Most reporting across WTP and matching studies was adequate. Some studies, even those published with the availability of online supplementary materials, did not include full surveys or the introductory text to questions. Details of the pilots including sample, cognitive debrief on questions and any adjustments made were frequently limited. Many studies provide little detail of exclusions or full distributions of data. Mostly DCEs provided adequate reporting. Key areas where reporting was considered inadequate related to participant characteristics and response rates rather than results of models.



[bookmark: _Toc135663561][bookmark: _Hlk126912277]Table H: The impact of respondent characteristics on whether children are favoured compared to adults across included studies 
 
Tick refers to significant association: (+) positively associated, (-) negatively associated 
NS = not significant 
Blank = not tested 

	First author and year 
	Age  
	Female 
	Parents 
	Ethnicity 
/race 
/ESL 
	Education 
	Income 
/ses 
	Comment  

	MATCHING  
	
	 
	 
	 
	 
	 
	 

	Baker, 2010[5]  
	(-) 
	 
	 
	 
	 
	 
	Younger responders (<40) were more likely to favour the younger age group.  

	Busschbach, 1993 [6] 
	NS 
	 
	
	 
	 
	 
	Students and elderly samples had similar result patterns.  

	Eisenberg, 2011 [7]
	(-) 
	NS 
	(+) 
	NS 
	NS 
	NS 
	Parents of a child <18, aged <25 vs. 65–74 more likely to favour 10-year-old.   

	Jelsma, 2002 [8]  
	NS 
	NS 
	 
	 
	 
	 
	No significant differences in the ranking of the responses to the first question between male and female, aged <35 years vs >35 years, or married vs unmarried.  

	Maestad, 2009[9]  
	 
	 
	 
	 
	 
	 
	Not tested - small student sample.  

	Nord, 1996  [10]
	NS 
	NS 
	 
	 
	 
	NS 
	Authors note “There was little variation in the responses by age, sex, socioeconomic status, previous health history or geographical location”, results of tests not shown.  

	Petrou, 2013[11]  
	NS 
	 
	NS 
	 
	 
	 
	Borda scores (from ranking question) were similar by age of participants (<40,40-59, 60+) and by parent status.  

	Reckers-Droog, 2019 [12] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Reckers-Droog, 2018  [13]
	(-) 
 
	NS 
	(-) 
 
	 
	(+) 
	 
	Being older, having children, and smoking negatively associated, and high education positively associated with favouring children rather than opting for equal priority. 

	Richardson 2017 [14] 
	NS 
	 
	
	 
	 
	 
	Weights do not generally differ significantly with the respondent age.  

	Rodríguez, 2000 [15] 
	
	 
	
	 
	 
	 
	Not tested - small student sample.  

	Tsuchiya, 2001[16]  
	(-) 
	 
	 
	 
	 
	 
	Significantly greater weight to 5 vs 35 year olds in student sample compared to elderly sample. No other comparisons.  

	WTP 
	 
	 
	 
	 
	 
	 
	 

	Balmford, 2019 (FS1&2)  [46]
	 
	 
	 
	 
	 
	 
	Not tested.  

	Blomquist, 2011 [47] 
	NS 
	 
	 
	 
	(+) 
	NS 
	Based on interaction terms in a model predicting WTP: child & respondent characteristics. More years of schooling increases WTP for child relative to self. 

	Dickie, 2004 [48] 
	 
	NS 
	 
	NS 
	 
	 
	Interaction of child and parents’ race or gender not significant.   

	Hammitt, 2017 [49] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Liu, 2000  [50]
	 
	 
	 
	 
	 
	 
	Not tested.   

	Prosser, 2011 [51]
	 
	 
	 
	 
	 
	 
	Not tested.  

	Prosser, 2005  [52]
	 
	 
	 
	 
	 
	 
	Not tested.  

	Reckers-Droog, 2021(a) [2] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Reckers-Droog, 2021(b)  [53]
	 
	 
	 
	 
	 
	 
	Not tested.  

	DCE 

	Baji, 2016 [17] 
	 
	(-) 
	 
	 
	 
	 
	Males less likely to prefer middle age groups than younger groups in Austria, no impact in Hungary and Norway and overall.  

	Baltussen, 2006 [18] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	De Andres-Nogales, 2021 [21] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Defechereux, 2012 [19] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Delpasand 2021 [20] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Erdem, 2014 [22] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Farmakas, 2017  [23]
	 
	 
	 
	 
	 
	 
	Not tested.  

	Howard, 2015  [24]
	 
	 
	 
	 
	 
	 
	Not tested.  

	Jehu-Appiah, 2008  [25]
	 
	 
	 
	 
	 
	 
	Not tested.  

	Jouyani, 2019 [26] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Lancsar, 2020[27]  
	 
	 
	 
	 
	 
	 
	Not tested.  

	Lancsar, 2011[28]  
	 
	 
	 
	 
	 
	 
	  Not tested

	Lopez-Bastida, 2019  [29]
	 
	 
	 
	 
	 
	 
	Not tested.  

	Luyten, 2015[30]  
	 (-) 
	(+) 
	 
	 
	(+) 
	 
	Younger respondents attributed significantly more importance to patient’s age (all age groups prefer children). Female respondents attached less value to interventions for older patients than did male respondents. Respondents with a degree of higher education (university or non-university) were more willing to ration on the basis of age.  

	Luyten, 2019[31]  
	 
	 
	 
	 
	 
	 
	Not tested. 

	Mentzakis, 2014[33]  
	 
	(-) 
	 
	 
	 
	 
	Male respondents less likely to choose interventions that target middle aged compared to younger age groups.  

	Mentzakis, 2019[32]  
	 
	 
	 
	 
	 
	 
	Male respondents are more likely than women to choose interventions that target the elderly (60+), over young and middle age groups. Interaction between gender for middle age versus young age not shown.  

	Mortimer, 2008[34]  
	 
	 
	 
	 
	 
	 
	Not tested.  

	Prosser, 2013[35]  
	 
	 
	 
	 
	 
	 
	Not tested.  

	Schwappach, 2006 [36] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Skedgel, 2015[38]  
	 
	 
	 
	 
	 
	 
	Not tested. 

	Skedgel, 2016 [39] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Sullivan, 2017 [40] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Tappenden, 2007 [41] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Van de Wetering, 2015 [43] 
	 
	 
	 
	 
	 
	 
	Not tested.  

	Van de Wetering, 2016  [42]
	 
	 
	 
	 
	 
	 
	Not tested.  

	Whitty, 2014 [44] 
	 
	 
	 
	 
	 
	 
	Not tested.   

	Winkelhage, 2012 [45] 
	 
	 
	 
	 
	(+) 
	 
	Greater weight is placed on younger age groups than older age groups for respondents with higher education compared to lower education. 

	OPINION SURVEY 

	Baker, 2014  [54]
	 
	 
	 
	 
	 
	 
	Not tested  

	Bowling, 1996[55]  
	 
	 
	(+) 
	 
	 
	 
	Parents more likely to rank "treatments for children with life threatening illness" as their first priority.  

	Charney, 1989 [56] 
	(+) 
	 
	 
	 
	NS 
	NS 
	The elderly have more of a preference for choosing the young than the population as a whole. No significant relationship found between housing tenure or education status and age-related preferences. Non-significant relationship for gender and marriage status implied but not stated.  

	Chim, 2019 [57] 
	NS 
	NS 
	(+) 
 
	NS 
	 
	NS 
	Respondents with dependent children more likely to place prioritising treatments for children as the top rank. Those who are never married are less likely to do so than those who are married. No difference by age, gender, income or country of birth.  

	Chim, 2017[58]  
	(-) 
 
	 
	(+) 
 
	 
	 
	 
	Respondents with dependent children were significantly more likely to favour the funding for medicines for children (over adults). Respondents >=25 years less likely to prioritise medicines for children (over adult). [Note same participants as Chim 2019]  

	Cookson, 1999 [59] 
	 
	 
	 
	 
	 
	 
	Not tested – focus group discussions.  

	Denburg, 2020 [60] 
	(-) 
	 
	(+) 
	 
	 
	 
	Younger respondents and parents more likely to favour children.  

	Diederich, 2011 [61] 
	(-) 
	 
	 
	 
	 
	 
	The older participants less likely to agree to preferential treatment of children  

	Krutli, 2016[62]  
	NS 
	(-) 
	 
	 
	 
	 
	Religious are more likely to consider prioritisation based on age as ‘just or fair’ across the three types of intervention. Medical students, health professionals and GPs are also more likely than lay people. Males more likely to consider use of age as ‘just’ for joint replacements. Respondent age and health status showed no significant differences.  

	Linley, 2013 [64] 
	(+) 
 
	 
	(+) 
	 
	 
	 
	Those with children in their household and those 65 years or over were significantly more likely to express a funding preference for treating children over adults (compared to those aged 18-44). Respondents rating themselves as in bad/very bad health were significantly less likely to favour the funding of medicines for children compared with those in good/very good health. No significant differences based on country of residence.  

	Mak, 2011[65]  
	(-) 
	 
	 
	 
	 
	 
	Younger people (18–49 and/or 50–64) tended to give a higher priority to services concerning children (such as, “treatment for children” and “intensive care for premature babies”) more than people >64.  

	Mossialos, 1999 [66] 
	 (-) 
 
	NS except France  (-) 
 
	NS 
	 
	NS 
	 
	Increasing age was associated with stronger disagreement to age-based priority setting (treating younger over older patients) – but this pattern is not clear in the UK or Italy samples. Gender not significant except for France where women were less willing to see age-based priority setting compared to men. Living with children, education and employment status not significant in any country.  
In 3 of the 7 countries those dissatisfied with the health care system relative to satisfied were less likely to agree to the principle of age-based priority setting.  

	Neuberger, 1998 [67] 
	 
	 
	 
	 
	 
	 
	Not tested  

	Nord, 1995 [68] 
	(+) & NS 
 
	 
	 
	 
	& NS 
Age 8 vs newborn 
	 
	Those without tertiary education opted less for equal priority between an 8-year-old and a newborn than those with. For life saving treatment those over 65 were less likely to opt for equal priority than those under 65. No significant sub-groups were identified for views towards QoL enhancing treatments.   

	Ottersen, 2008 [69] 
	NS 
	NS 
	 
	 
	 
	 
	No significant association between gender and age of respondent and responses.  

	Reckers-Droog, 2020 [70]
	
	
	
	
	
	
	Not tested

	Tong, 2012  [71]
	NS 
	 
	 
	NS 
	 
	 
	No significant association between age of respondents and non-English speaking background and responses.  

	Tsuchiya, 2003 [72] 
	NS 
	 
	 
	 
	 
	 
	There was little evidence that the rankings or the reasons for them are related to respondent characteristics, including age.  

	Werntoft, 2005[73]  
	 
	 
	 
	 
	 
	 
	None tested. 

	Werntoft, 2007 [74] 
	NS 
	 
	 
	 
	 
	 
	Views on prioritisation by age similar between >65 and >84.  

	Wouters, 2017 [75] 
	 
	 
	 
	 
	 
	 
	None tested.  
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[bookmark: _Toc135663562]Table I: Characteristics of included qualitative studies 

	Study
	Country
	Title
	Adult public
N
	Adult public age (mean [range])
	Parents
N
	Policy makers N
	Evaluative
N
	Health Professionals
N
	Patients
N
	Total N
	Methodology
	Qualitative Data Collection
	Analysis
	Topic

	Irving 2013 [76] 
	Australia 
	Community preferences for the allocation of deceased donor organs for transplantation: a focus group study
	118
	[18-80]
	-
	-
	-
	-
	-
	118
	Focus group study
	Focus groups (n=13)
	Thematic analysis
	Community preferences for organ allocation and reasons for their choices.

	Schweda 2015[77]  
	Austria, Germany, Netherlands and Sweden
	Not the years in themselves count": the role of age for European citizens' moral attitudes towards resource allocation in modern biomedicine
	235
	[18-76]
	-
	-
	-
	-
	-
	235
	Qualitative study
	Focus groups (n=29)
	Content analysis
	Ethical implications of age and aging for medicine and health care

	Fortes 2012 [78]
	Brazil
	Patient prioritization in medical emergencies: an ethical analysis
	-
	-
	-
	80
	-
	-
	-
	80
	Mixed methods (hypothetical situations followed by interviews)
	Interviews
	Content analysis
	To identify and analyze, in the light of ethical considerations, the choices and justifications of public health professionals in hypothetical situations of patient prioritization in circumstances of limited resources during emergency medical care.

	Denburg 2020 a [79]
	Canada
	Ethical and Social Values for Paediatric Health Technology Assessment and Drug Policy
	-
	-
	4
	7
	4
	7
	-
	18
	Constructivist grounded theory methodology
	Semi-structured interview
	Thematic analysis
	Ethical and social values dimensions of health technology assessment (HTA) and drug coverage decisions for children

	Denburg 2020b [80]
	Canada
	‘The problem is small enough, the problem is big enough’: a qualitative study of health technology assessment and public policy on drug funding decisions for children
	-
	-
	4
	7
	4
	7
	-
	18
	Constructivist grounded theory methodology
	Semi-structured interview
	Theoretical codes and constant comparison
	Technical and sociopolitical determinants of public funding decisions on paediatric drugs

	Varekamp 1998[81]
	Netherlands
	Age rationing for renal transplantation? The role of age in decisions regarding scarce life extending medical resources
	-
	-
	-
	-
	-
	33
	-
	33
	Qualitative study
	Observation and in-depth interviews
	Three stages: topics inferred from medical ethical theory; text fragments given code words; summarising all fragments in matrices.
	Age rational for renal transplants and how it factors in medical practice

	Aidem 2017 [82]
	Norway
	Stakeholder views on criteria and processes for priority setting in Norway: a qualitative study
	9
	-
	-
	-
	13
	5
	-
	27
	Qualitative study
	Semi-structured interview
	Template approach
	Priority settings in health

	Werntoft 2007 [74]
	Sweden
	Older people's reasoning about age-related prioritization in health care
	300
	[60+]
	-
	-
	-
	-
	146
	446
	Qualitative study
	Interview
	Manifest and latent qualitative content analysis
	Reasoning of people aged 60 years and over about prioritization in health care with regard to age and willingness to pay

	Werntoft 2005 [73]
	Sweden
	Older people's views of prioritization in health care
	54
	[60-93]
	-
	-
	-
	-
	-
	54
	Mixed methods
	Interview
	Manifest content analysis
	Older people’s views of prioritization in health care

	Kuder 1995 [83] 
	Switzerland
	Attitudes toward age-based health care rationing: A qualitative assessment
	46
	[20-85]
	-
	-
	-
	-
	-
	46
	Qualitative study
	Focus groups (n=5)
	Inductive thematic approach
	Public views on age-based rationing of health care

	Cookson 1999 [59]
	UK
	Public views on health care rationing: a group discussion study
	60
	[18-70]
	-
	-
	-
	-
	-
	60
	A group discussion study
	Discussion grouos
	Qualitative analysis
	Ethical principles of health care rationing the public support after discussion and deliberation

	Lasseter 2018 [84]
	UK
	The views of the general public on prioritising vaccination programmes against childhood diseases: A qualitative study
	21
	[35-75+]
	15
	-
	-
	-
	-
	21
	Qualitative study
	Individual face-to-face interviews
	Thematic framework approach
	Whether QALYs should be treated equal and should societal preferences for childhood vaccinations should be used to help inform childhood immunisation policy

	Powell 2021 [85]
	UK
	Valuing child and adolescent health: a qualitative study on different perspectives and priorities taken by the adult general public
	30
	44.4 [18-69]
	16
	-
	-
	-
	-
	30
	Qualitative study
	Focus groups (n=6)
	Framework analysis
	Adults' valuation of child and adolescent health states

	Leider 2014 [86]
	US
	Tradeoffs in resource allocation at state health agencies
	-
	-
	-
	45
	-
	-
	-
	45
	Mixed methods (interviews followed by a national quantitative survey)
	Semi-structured interview
	Data were coded and classified into conceptually distinct tradeoffs using nVivo 9
	This project was undertaken to provide more insight into tradeoffs within state health agencies with regard to what types of tradeoffs exist and how often they occur.

	Gauvreau 2022
[87]
	Canada
	Access to novel drugs and therapeutics for children and youth:
Eliciting citizens' values to inform public funding decisions
	31
	[22-65+]
	10
	-
	-
	-
	-
	31
	Qualitative study
	Citizen panels (virtual)
	Thematic analysis
	Precision therapies for children and youth informed by societal values.

	Denburg 2022
[88]
	Canada
	Ethical and Social Values for Paediatric Health Technology Assessment and Drug Policy
	-
	-
	4
	7
	-
	11
	-
	22
	Qualitative study
	Semi-structured interview
	Constructivist grounded theory.
	Social values that influence decision-making for public funding of paediatric drugs and health technologies.
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