Supplementary Material 1 
The RETRIEVE reporting checklist for pediatric value set studies, completed for the Australian Y-3L value set study
Section A - Stated preferences considered relevant to valuing child HRQoL and sample characteristics 
A1 – Stated preferences 
A1a -Whose preferences were sought? (Adults/Children and young people (CYP)
Adult respondents were asked to value health states considering the health of a hypothetical 10-year-old child. (Paragraph 1, Section 2.1)
A1b - Did the authors provide a rationale for whose preference were sought? (Yes/No) 
Yes, as stated in the manuscript (Paragraph 1, Section 2.1), we followed the international valuation protocol for EQ-5D-Y-3L [1], where rationale was provided. 
A2 Adults’ stated preferences 
A2a -Which adults were the focus of preference elicitation? (General population/ Parent or caregiver of child/ Health care professionals / Adult with a health condition / Other adults, please specify: 
We elicited preferences from a sample of adults from the general population in Australia (Paragraph 1, Section 2.1)
A2b - What perspective were adults asked to take in considering the child states to be valued? e.g. thinking about the health states as experienced by: (Own child (parent)/Another child they know /A hypothetical child /Their own health, thinking back to when they were a child /Their own health, as if they were a child now /Their own health, but blinded to the states under consideration being specific to children/Person with a health condition (e.g. a health professional asked to take the person with a health condition’s perspective)/Other, please specify: ____) 
Adult respondents were asked to value health states considering the health of a hypothetical 10-year-old child. (Paragraph 1, Section 2.1)
A2c - Was the age of the child, for whom respondents were asked to imagine health states to be valued, specified? (Yes/No/ Not applicable)
Yes, a hypothetical 10-year-old child. (Paragraph 1, Section 2.1)
A2d - If yes, what was the age of the child? 
10-year-old child (Paragraph 1, Section 2.1)
A2e - Was the rationale for the choice of the age of child provided? (Yes/No) 
Yes, as stated in the manuscript (Paragraph 1, Section 2.1), we followed the international valuation protocol for EQ-5D-Y-3L [1], where rationale was provided. 
A3 Children and young people’s stated preferences 
Not applicable in this study
A3a - From which child/young person were preferences elicited? (General population / Person with a health condition /Other child, please specify: __) 
A3b - What perspective was the (child/young person) respondent asked to take? e.g. thinking about the health states as experienced by: (Themselves (i.e. their own perspective) / Another known child / A hypothetical child/ Other, please specify:__) 
A3c - Was the age of the child/young person, for whom respondents were asked to imagine health states to be valued, specified? (Not applicable (i.e. own perspective/themselves)/It was applicable but not stated/Yes) 
A3d - If the age was specified, what was the age?_______
A3e - Was the rationale for the choice of the age of child/young person provided? (Yes/No)
A4 Sample 
A4a - Was the population or sample frame defined from which the sample was drawn? (e.g., country, age, condition) (Yes/No) 
Yes, we elicited preferences from a sample of adults from the general population in Australia (Paragraph 1, Section 2.1)
A4b - Is information provided on how the sample was recruited (e.g., doorknocking, location, online panel, convenience sample)? (Yes/Partial/No)
Yes, relevant information was provided in Section 2.4
A4c - If data were collected online, were efforts made to avoid on-line panel fraud? (Yes/No/Not applicable)
We reported relevant information in Section 2.5. For cTTO data, we assessed the data quality using EuroQol’s quality-control process and details provided in electronic supplementary material (ESM) 2. For DCE tasks, we followed the design used in the protocol and did not add repeated pairs or logically dominant pairs in the tasks. We applied a garbage class mixed logit model to identify and account for the respondents with low data quality in DCE. 
A4d - Was there a target sample size (or sample sizes if by block – e.g. number of tasks per block (e.g. DCE) or health state (e.g. TTO))? (Yes/No) 
Yes, as stated in Section 2.4, “The target sample size for DCE and cTTO survey was 1000 respondents and 260 respondents respectively”
A4e - Was the target sample justified? (Yes/No) 
Yes, as described in Paragraph 1, Section 2.3, we followed the international valuation protocol for EQ-5D-Y-3L [1], where the rationale for target sample size was provided.  Justification for cTTO sample size was provided in ESM 2.
A4f - Was the target sample achieved? ((Yes/No/Unclear) 
Yes, final sample was achieved and reported in Section 3.1
A4g - Were the characteristics of the final sample described? (Yes/No) 
           Yes, sample characteristics reported in Section 3.1
A4h - Did the sample characteristics match the intended population? (Yes/No/Unclear), 
Yes, we reported sample characteristics in Table 1. The sample matched the intended population, except that we had relatively few respondents aged under 30, and few people with lower levels of education. We compared observed cTTO mean values by age group and education groups and tested the difference using one-way analysis-of-variance. We did not find evidence that the differences were statistically significant, so we believe that the results are not significantly affected by the non-representativeness.
A4i - Was the year the data collected stated? (Yes – what year(s) were the data collected? / No)  
Yes, we report that in Section 2.4. DCE data was collected in Dec 2021 and Jan 2022, cTTO data collected between Feb and May 2023.
A4j - Was information provided on missing data? (non-completion, withdrawals)? (Yes/Partial/No). 
Given the survey design, we did not allow missing data.

Section B - Child HRQoL states to be valued 
B1 Type of study 
B1 - Did the values reported in this paper comprise: (A value-set?/ Values for a limited number of health states (e.g. vignette)?) 
A value set. 
B2 Value-Sets 
B2a - Which HRQoL instrument was valued? 
EQ-5D-Y-3L.
B2b - Were the domains and response options of the instrument clearly described? (Yes/No) 
Yes, described in Section 2.2
B2c - What experimental design approach was used to choose the health states (combination of dimension levels) to be valued?   
For DCE, we followed the design in the international protocol –a blocked design with ten blocks and 15 pairs per block. The information was provided in Paragraph 1, Section 2.3
For cTTO, we used an expanded cTTO design of 52 health states, including 50 health states obtained from an orthogonal array [2, 3], and two additional states (i.e., the worst state ‘33333’ and one intermediate state ‘22222’). The orthogonal array included 10 states with a level sum score (LSS) of 7 and 9 respectively, and 30 states with a LSS of 11. All 52 states were assigned into four blocks of 14 health states, with the state 33333 included in each block and state 22222 included in two of the four blocks. The information was provided in Paragraph 3, Section 2.3. We have provided the distribution of the 52 health states by block in Table S1 in ESM2.
B2d - How were the health states assigned to respondents? 
Each respondent in cTTO study was randomly assigned to one of the four blocks. Each respondent in DCE study was randomly assigned to one of the ten blocks. Relevant information was provided in Section 2.4.
B3 Specific health states 
Not applicable in this study
B3a - How were the health states described? (Disease specific vignettes / From a disease-specific HRQoL instrument / Other, please specify ____) 
B3b - How many health states were preferences elicited for? ______ 
B3c - Was the rationale for the selection of these health states specified? (Yes – What was the rationale?/ No) 

Section C – Methods used to elicit stated preferences for child HRQoL 
C1 - Which method or methods were used to elicit stated preferences? DCE/TTO/SG/BWS/VAS /Other, please specify____) 
DCE and composite TTO.
C2 - Was a rationale for the choice of method(s) provided? (Yes/No) 
Yes, we followed the international valuation protocol for EQ-5D-Y-3L [1], where rationale was provided. We also briefly described the rationale and purpose of each method in the 3rd paragraph in Section 1 Introduction.
C2a - If yes, what was the rationale?___ 
As mentioned in the Introduction: 
“It uses a two-step approach using two valuation methods via two independent surveys and samples. A discrete choice experiment (DCE) is the principal method to determine the relative importance of dimensions and levels. The composite time trade-off (cTTO) is used to anchor the latent scale DCE results to a dead = 0 and full health = 1 scale to be used to construct QALYs.“
 More details are described in the international valuation protocol for EQ-5D-Y-3L [1].
C3 - Was the duration of the states to be valued reported (e.g ‘x years in this state, followed by death’)? (Yes/No)  
Yes, duration of states in composite TTO was reported (Paragraph 2, Section 2.3). We did not include duration as an attribute in DCE.
C3a - Was the duration fixed? (Yes/No) 
Yes
C3b - What duration(s) was used? 
As described in Paragraph 2, Section 2.3:
“The cTTO tasks comprised a traditional TTO to elicit values for states considered better than dead and a lead-time TTO for states worse than dead. The respondent was asked to choose between two lives for a hypothetical 10-year-old child, A and B, or state that they are indifferent. For health states considered as good or better than dead, life A equalled a number between 0 and 10 of life-years in full health and life B equalled 10 years in an Y-3L state. The length of life in Life A was varied until indifference was reached.  For health states considered as worse than dead, life A still equalled a number between 0 and 10 of life-years in full health whereas life B referred to 10 years in full health followed by 10 years in an Y-3L state. Detailed information on the composite TTO has been described elsewhere  [4, 5]. The cTTO produces values on a scale range between -1 and 1. After completing all the cTTO tasks, respondents were given the opportunity to review their responses and flag any responses they felt should be reconsidered in the Feedback Module. Details about the feedback module can be found elsewhere [6].”
C4 - Did the method(s) allow values to be elicited that were < 0 (‘worse than dead’)? (Yes/No) 
Yes
C4a - How were values < 0 elicited? 
Values <0 were elicited using lead-time TTO. Details in Paragraph 2, Section 2.3
C4b - What was the minimum value possible? (may vary according to the method used so should be clearly stated) 
Yes, as mentioned in Paragraph 2, Section 2.3: “The cTTO produces values on a scale range between -1 and 1.”
C4c - What determined how the task was terminated? 
As described in Paragraph 2, Section 2.3:
“The respondent was asked to choose between two lives for a hypothetical 10-year-old child, A and B, or state that they are indifferent. For health states considered as good or better than dead, life A equalled a number between 0 and 10 of life-years in full health and life B equalled 10 years in an EQ-5D-Y-3L state. The length of life in Life A was varied until indifference was reached.  For health states considered as worse than dead, life A still equalled a number between 0 and 10 of life-years in full health whereas life B referred to 10 years in full health followed by 10 years in an EQ-5D-Y-3L state.” 
We also provided reference in the manuscript for more detail [4, 5].
C5 - How were the values anchored on a utility scale? 
We reported anchoring strategy in Paragraph 4, Section 2.6. Briefly, we explore two anchoring methods: (1) anchoring on the worst health state, where we rescaled the DCE model coefficients by the ratio of the mean cTTO value for 33333 to the predicted DCE value for 33333; (2) mapping by modelling the relationship between the predicted DCE values and the mean observed cTTO values for the 52 health states included in the cTTO design.
The choice of the preferred anchoring method was reported in Section 3.4. We chose the linear mapping without a constant as the preferred model for the value set for EQ-5D-Y-3L in Australia.
C6 - What was the mode of administration for the stated preference tasks? (Online self-completion by the respondent/Self-completion of mailed questionnaires/Online computer assisted personal interview (CAPI)/In person CAPI/In person interview/Other, please specify ____) 
For DCE, the mode of administration was online self-completion by the respondent.  For cTTO, it was videoconferencing interviews. Details reported in Section 2.4.
C7 -How was the quality of stated preference data assessed? 
We followed the EQ-VT protocol and QC process. Details reported in Section 2.5 and ESM2.
C8 - Were any exclusions made to the preference data (eg used to represent average preferences)? (Yes/No/ Unclear) 
There was no exclusion on DCE data, details provided in Paragraph 1, Section 2.5. 
For cTTO, no respondents were excluded from the analysis of cTTO data. We did not exclude non-traders (i.e., gave value 1 to all health states) as it could reflect true preferences. However, following literature [7], responses flagged by respondents in the feedback module were excluded from the cTTO data analysis. Details provided in Paragraph 3, Section 2.6 
C8a - Were reasons for the exclusions provided? (Yes/No/Unclear) 
Yes, Details provided in Paragraph 3, Section 2.6 
C9 - Were the health states randomly assigned? (Yes/No/Unclear) 
Yes, each respondent in DCE study was randomly assigned to one of the ten blocks. Each respondent in cTTO study was randomly assigned to one of the four blocks. Relevant information was provided in Section 2.4.
C10 -Was ethics approval for the study obtained from an appropriate research ethics committee? (Yes/No/Unclear/Not stated) 
Yes, information provided in Section 2.1.
C11 - Were sources of funding and non-monetary support and the role of the funder(s) in the design described? (Yes/No) 
Yes, information provided in the Declarations.

Section D – Econometric modelling and statistical methods 
D1 – Did the values reported comprise: (A value-set/values for a limited number of health states (vignette or condition-specific)?) 
A value set.
D2 Econometric modelling of value-sets for HRQoL instruments 
D2a - What was the theoretical model? OR What models were estimated? e.g. OLS, Tobit etc. 
Tobit model was used for censoring cTTO value. Garbage class mixed logit model was used to analyse DCE data.
D2b - Were the main assumptions of the model stated? (e.g. assumptions about preference homogeneity/heterogeneity) (Yes/No/Unclear) 
Yes, the garbage class mixed logit model assumes heterogeneity. 
D2c - How was the constant term treated (if included)? 
For cTTO data and DCE data, we included constant term in the model. For anchoring strategy (mapping method), we explored models with and without constant term, which was reported in Paragraph 4, Section 2.6.
D2d - How were missing data handled (e.g.: imputation, complete case analysis)  
Not applicable, because our study design did not allow missing data.
D2e - Were subgroup analyses completed? (Yes/No/Not applicable) 
No. 
D2f - Were interaction terms included? (Yes/No) 
No. 
D2g - Were details of the interactions provided? (Yes/No/Not applicable) 
Not applicable.
D2h - Were non-linear specifications considered? (Yes/No) 
No.
D2i - Was more than one model described? (Yes/No) 
Yes, we report results from garbage class mixed logit model in the main text, and report results from a standard mixed logit model in the appendix. We also reported two models for the mapping approach to anchor DCE values to the QALYs scale.
D2j - Were goodness-of-fit statistics for each model reported? (Yes/No)
No.
D2k - Was the preferred model clearly stated? (Yes/No) 
Yes, we provided rationale for choosing garbage class mixed logit model in Paragraph 2, Section 2.6. We also discussed the results from a standard and a garbage class mixed logit model in the Discussion Section (Paragraph 5, Section 4), and discussed the alternative method for anchoring (i.e. hybrid model) in the Discussion Section (Paragraph 7, Section 4).
D2l - Were the criteria used to select the preferred model described? (Yes/No) 
Yes, we provided rationale for choosing garbage class mixed logit model in Paragraph 2, Section 2.6. We also discussed the results from a standard and a garbage class mixed logit model in the Discussion Section (Paragraph 5, Section 4).
D2m - Do the preference parameters for the health states follow a logical order (monotonic)? (Yes/No)
Yes, results shown in Table 2.
D2n - Was any post estimation undertaken to force monotonicity (e.g. collapsing levels)? (Yes/No/Unclear or not stated) 
No.
D2o - How were insignificant differences between adjacent levels managed (e.g. collapsed/ forced to be different)? ]
Not applicable.
D2p - Were robustness checks conducted? (Yes/No) 
Yes, we compared the results from a standard and a garbage class mixed logit model (Table S3 in online ESM2). We conducted a robustness check to explore whether the results differed if such data were not excluded. (Figure S1 & Table S4 in online ESM2). Details on the robustness checks were provided in Paragraphs 5-6, Section 4.
D2q - Was uncertainty around values reported? (Yes/No) 
No.
D3 Analysis of values for specific HRQoL states 
Not applicable.
D3a - Have the statistical methods been described? (Yes/No) 
D3b - Have the statistical methods been justified? (Yes/No)
D3c - How were missing data handled (e.g.: imputation, complete case analysis)? ___
D3d - Have subgroup analyses and interactions been undertaken? (Yes/No) 
D3e - Were sub-groups and interaction variable chosen for assessment justified? (Yes/No) 
D3f - Were sensitivity analyses undertaken? (Yes/No) 
D3g - Were sensitivity analyses described? 
Section E - Characteristics of values
E1 Was there qualitative or quantitative evidence reported that demonstrates the extent to which respondents engaged with and understood the valuation tasks? (Yes/No?) 
No.
E2 - Where a value was reported, were the values generated by the final model logically consistent? (Yes/No/Unclear). 
Yes, as reported in Table 2.
E3 - Did authors report the distribution of values over all states defined by the HRQoL instrument (e.g. as per Figure 1 (see Figure 1 in (Yes/No)
Yes, reported in Figure 4.
E4 - Key characteristics of the values 
E4a - How many percentage values less than zero were possible? 
0%.
E4b - What was the maximum possible value less than one? 
0.977 for the states 12111.
E4c - Where in the descriptive system does the biggest change in values occur, when shifting between adjacent states?  
Between Level 2 and Level 3 in PD (-0.298)
E5 - Was the order of importance of dimensions (domains) suggested by the value-set discussed? (Yes/No)
Yes, reported in Section 3.3.

Supplementary Material 2
Detailed information on cTTO sample size calculation, data collection and quality control
The EQ-5D-Y-3L valuation protocol suggests with a sample size of 200 respondents each completing 10 health states in cTTO tasks, a standard error of 0.005 can be reached. Previous literature on EQ-5D-5L suggested a sample size of 100 respondents per health state is needed to reach a standard error of 0.01 [8, 9]. In our study, we used an expanded cTTO design of 52 health states and opted to reduce the number of observations per state to 70. Reducing the sample size per health state will affect the standard error, but only by a square root of the sample size number. The reduced number of observations per state may reduce the precision on estimating the mean for each health state, but we have increased the number of health states included in cTTO tasks. This would reduce the uncertainty and scope for mis-extrapolation in the mapping between cTTO and DCE. 
We estimated the sample size of respondents required to be 260 (52 states *70 observations per state/14 states per block). 
The cTTO survey included four sections in each interview: (1) the interviewer explained the study and obtained consent; (2) respondents reported their own heath using the EQ-5D-Y-3L instrument and  a short demographic survey; (3) respondents entered the cTTO tasks, valuing “being in a wheelchair” and a state either much better or much worse than being in a wheelchair to understand the traditional and lead-time cTTO tasks. They valued three EQ-5D-Y-3L states as practice, then were randomly assigned to one of the four blocks of the cTTO design to value 14 health states, presented in a random order; (4) participants responded to the feedback module where they can flag any states they felt should be reconsidered [6], debriefing questions, and additional demographic questions.
For the cTTO interviews, we followed the standard quality control (QC) process established by the EuroQol Group to evaluate the interviewers’ compliance of the protocol and interviewer effects [10].   Four criteria were used: (1) sufficient time (at least 3 minutes) on explaining the ‘wheelchair’ example, (2) whether the lead-time TTO (tasks to value a state worse than dead) was explained to each respondent, (3) sufficient time (at least 5 minutes) to complete the 14 formal cTTO tasks, and (4) inconsistent response (i.e. 33333 was not the lowest and at least 0.5 higher than the state with the lowest value). One training workshop was arranged prior to the cTTO data collection, covering the study background, concept of cTTO, structure of cTTO section, QC process and providing interviewers opportunities to practice interviews with each other. The first QC report was generated for the first 10 interviews each interviewer conducted to assess if they meet the minimum four criteria, then weekly meetings were organized to discuss weekly QC reports and interviewer performance between the study team, interviewers, and EQ-VT support team. Detailed information on the QC process has been described in Ramos-Goñi et al. [10]
Four interviewers participated in the training and practice workshop, two of which had experience in valuing adult EQ-5D-5L via face-to-face and videoconferencing interviews [11]. After the first QC report, two interviewers were flagged as more than 4 of their initial 10 interviews failed one of the criteria described above. The data from these interviews were dropped, and interviewers were trained and evaluated again. In the end, three interviewers were retained in the cTTO data collection. 



	Table S1 Distribution of health states by block (after excluding flagged states)

	Block 1 
	Block 2
	Block 3
	Block 4

	Health States
	Number of Observations
	Health States
	Number of Observations
	Health States
	Number of Observations
	Health States
	Number of Observations

	11212
	69
	11122
	68
	11313
	66
	11133
	65

	12211
	69
	11331
	68
	12112
	66
	11221
	65

	12332
	69
	12121
	68
	12233
	66
	12323
	65

	13113
	69
	13322
	68
	13232
	66
	13131
	65

	21233
	69
	21211
	68
	13311
	66
	13223
	65

	22111
	69
	21323
	68
	21121
	66
	21112
	65

	22222
	69
	22222
	68
	21332
	66
	23123
	65

	22313
	69
	23213
	68
	22133
	66
	23231
	65

	23132
	69
	31113
	68
	22331
	66
	31311
	65

	23321
	69
	31223
	68
	23312
	66
	31322
	65

	31131
	69
	32213
	68
	32132
	66
	32123
	65

	31232
	69
	33122
	68
	32321
	66
	32231
	65

	32312
	69
	33221
	68
	33111
	66
	33212
	65

	33333
	69
	33333
	68
	33333
	66
	33333
	65







	Table S2 Means by health state for all states valued in the cTTO task (after excluding flagged states)

	Health states
	Mean 
(raw observed)
	Standard deviation
(raw observed)
	Mean (censored)

	11122
	0.868
	0.251
	0.860

	11133
	0.413
	0.534
	0.383

	11212
	0.915
	0.180
	0.915

	11221
	0.812
	0.397
	0.797

	11313
	0.638
	0.473
	0.647

	11331
	0.560
	0.513
	0.531

	12112
	0.873
	0.321
	0.889

	12121
	0.858
	0.271
	0.844

	12211
	0.933
	0.152
	0.938

	12233
	0.305
	0.645
	0.284

	12323
	0.554
	0.460
	0.528

	12332
	0.407
	0.434
	0.408

	13113
	0.691
	0.300
	0.706

	13131
	0.540
	0.465
	0.515

	13223
	0.556
	0.431
	0.531

	13232
	0.386
	0.575
	0.386

	13311
	0.830
	0.310
	0.808

	13322
	0.707
	0.389
	0.688

	21112
	0.899
	0.149
	0.890

	21121
	0.847
	0.305
	0.813

	21211
	0.892
	0.247
	0.880

	21233
	0.342
	0.448
	0.344

	21323
	0.606
	0.415
	0.591

	21332
	0.425
	0.564
	0.417

	22111
	0.914
	0.187
	0.919

	22133
	0.320
	0.601
	0.324

	22222
	0.749
	0.363
	0.734

	22313
	0.627
	0.329
	0.614

	22331
	0.392
	0.604
	0.396

	23123
	0.546
	0.454
	0.522

	23132
	0.363
	0.464
	0.357

	23213
	0.657
	0.392
	0.626

	23231
	0.501
	0.453
	0.461

	23312
	0.714
	0.368
	0.713

	23321
	0.768
	0.244
	0.775

	31113
	0.731
	0.314
	0.720

	31131
	0.430
	0.454
	0.423

	31223
	0.660
	0.346
	0.630

	31232
	0.443
	0.433
	0.436

	31311
	0.814
	0.323
	0.813

	31322
	0.687
	0.353
	0.680

	32123
	0.588
	0.431
	0.540

	32132
	0.347
	0.594
	0.367

	32213
	0.696
	0.322
	0.663

	32231
	0.485
	0.542
	0.455

	32312
	0.735
	0.268
	0.720

	32321
	0.656
	0.392
	0.651

	33111
	0.805
	0.307
	0.802

	33122
	0.791
	0.266
	0.748

	33212
	0.713
	0.334
	0.698

	33221
	0.758
	0.307
	0.730

	33333
	0.099
	0.549
	0.068















Sensitivity analysis: Modelling DCE data using a standard mixed logit model 

	Table S3 Modelling results of DCE data using a standard mixed logit model

	Level 
	Coefficients  

	MO2 
	-0.453***

	MO3 
	-1.043***

	SC2 
	-0.285***

	SC3 
	-0.985***

	UA2 
	-0.662***

	UA3 
	-1.609***

	PD2 
	-1.373***

	PD3 
	-3.171***

	AD2 
	-0.969***

	AD3 
	-2.527***

	Observations
	30,060

	Log-Likelihood
	-6630

	Chi-square test
	570.6

	AIC
	13390.27

	BIC
	13930.48

	MO: Mobility. SC: Self-care. UA: usual activity. PD: Pain/discomfort. WSU: worried, sad, unhappy
The rows represent the coefficient level dimensions (e.g. mo2 represents mobility level 2)
Coefficients estimated from the standard mixed logit model. We allowed for correlation between the estimated parameters of the variance-covariance matrix.
*** indicates significance at the 1% level.





Sensitivity Analysis: Using all cTTO data (without excluding flagged data)
Figure S1 Mean observed cTTO value (raw data and data adjusted for censoring at -1) over the 52 health states included in cTTO design, including all cTTO data
[image: ]


	Table S4 Estimation results for different anchoring approaches 

	
	Rescaling on mean value state 33333
	Linear mapping
	Linear mapping (no constant)

	Intercept
	0.0595
	-0.0393
	 

	Coefficient 
	-  
	0.0584
	0.0537

	Power
	-  
	 
	 

	R-squared
	-  
	0.8585
	0.9673

	Root MSE
	0.0865
	0.0735
	0.0745

	MAE (means 52 states)
	0.0703
	0.0598
	0.0615

	MAE (mild states)
	0.0367
	0.0390
	0.0303

	Value (22222)
	0.659
	0.704
	0.692

	Value (33333)
	0.085
	0.140
	0.174

	MSE mean square error. MAE mean absolute error.
MAE and RMSE of three different anchoring techniques; linear mapping, linear mapping without a constant and rescaling directly on the mean observed value for state 33333 in the cTTO data. 
MAEs are calculated on the mean cTTO values for the 52 health states in the health state design and the means for 25 mild health states included in our study, which have a level sum score of 7.
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