Wave 1: Attitudes and practices towards vaccination.

Wave 2: Organisation of the cabinet and schedule.

Wave 3: Management and treatment of depression.

Wave 4: Management of the dependence of elders.

Wave 5: Pay for performance, adherence to good practice guidelines, risk attitudes.

⇒ Possibility to combine and pair answers from different waves to exploit the cross-sectional power of the panel.

⇒ We used the national sample and 2 over-samples: About 1500 GPs.

The panel was constituted in June 2010 for the general purpose of research in public health.

GPs were selected by random sampling from ADELI (exhaustive database of health professional in France).

The National Data Protection Authority (CNIL) approved the panel and its procedures.

One telephone cross sectional survey every 6 months. (duration: 20-25 min) We present data of the fifth and last survey of the panel conducted in December 2012 on 1568 physicians.

Each GP receives 23 euros per survey (minimal price of a consultation) and samples of research outcomes.

General objective:

Inclusion of multiple risk attitudes measures in a national panel on GP's in order to better understand this population and their professional practices with regards to this personality trait.

Opportunity of interviewing professionals on a large scale survey and to elicit their risk attitudes knowing that this population is making important decisions under uncertainty on a daily basis.

Necessity to investigate new dimensions of attitudes toward risk that are relevant for the study of doctors.

Possibility to export measuring tools of behavioral economics in a panel survey using telephonical interviews.

⇒ Project connects to three research problematics.

Risk preferences play a central role in economic theory. This needs to be measured in large scale surveys. Two competing methods:

1. Qualitative metrics: Self-reported personal risk attitudes Questions measuring willingness to take risk on a likert scale (0 to 10). ⇒ For understanding doctors professional practices, other-regarding risk preferences are crucial since they often give prescriptive advices concerning medical risky decisions about the health of their patients.

⇒ Introduction and comparison of qualitative (self assessed) and quantitative (revealed choices) metrics of risk attitudes.

⇒ Comparison of these attitudes when different attributes are at stake (Money, own health and patient's health).

⇒ Comparison of the measures for predicting actual medical behavior.

... But this project required several innovations Specific Likert scales questions for self assessed risk attitudes in different domains (especially health).

Lottery choice based method of elicitation of risk attitudes using computer assisted telephonic interviews (CATI).

Binary lottery choices with gains of additional life-years in good health.

1. Risk attitude measures 2. Medical practices 3. Method and results

Conclusion

We introduce standard qualitative questions of self assessed risk attitudes (cf SoEP, Dohmen & al.) for the whole sample as follows:

Pour cette question, il vous est demandé de répondre en fonction de la perception que vous avez de vous-même. Dans les domaines suivants, où vous situez-vous entre 0 et 10, 0 correspondant à "pas du tout disposé à prendre des risques" et 10 correspondant à "entièrement prêt à prendre des risques".

1. Dans les différents domaines de la vie quotidienne.

2. Pour la gestion de vos finances personnelles.

3. S'agissant de vos comportements médicaux impliquant la santé de vos patients. 4. S'agissant de vos comportements médicaux impliquant votre propre santé.

⇒ 4 measures (scales) of willingness to take risks in 4 domains.

We elicited one certainty equivalent per doctor in 2 domains (random order) via a sequence of three binary lottery choices:

1. For Money using standard wording (option A vs option B): Whole sample. La thérapie B qui vous donne 1 chance sur 2 de gagner 10 années de vie en bonne santé et 1 chance sur 2 de ne rien gagner.

For Health asking choices between

Example of elicitation algorithm for lottery B = (100; 1/2; 0) 6 concerning the health of the patient.

⇒ These 10 variables are obtained from the panel cross-sectional surveys and are declarative.

One continuous variable obtained from the RIAP (relevé individuel d'activité et de prescriptions):

Quantity of prescribed biological tests by the GP ⇒ One non-declarative variable of medical practice.

1. Did the GP advise pandemic influenza vaccination AH1N1 to not-at-risk patients?

2. Does the GP prescribe psychological therapy alone for mild-to-moderate depression?

3. Did the GP propose to his last adult patient with asthma diagnosis to keep his follow-up booklet updated?

4. Did the GP use a Rapid Antigen Diagnostic Test (RADT) in the last patient aged between 3 and 16 presenting with tonsillitis?

5. Does the GP sometimes prescribe antibiotics to children with tonsillitis in case of a negative RADT result?

6. Does the GP occasionally practice alternative medicines (e.g., homeopathy or acupuncture)?

1. Is he vaccinated against hepatitis B?

2. Is he vaccinated against seasonal influenza (2009)?

3. Is he vaccinated against AH1N1 influenza? 4. Has he performed a lipid profile for himself in the last 3 years?

Method and Results

15 et 16 Octobre 2015 Reunion Aliss-Ecopub -26

Set of regressions where:

Dependent variable = each of the 11 medical practices variables (10 dichotomous+1 continuous)

Main explanatory variable = risk attitudes variables (successively introduced)

Control variables: Characteristics of the GP (gender, age, location and volume of activity) and characteristics of the patientel (prop patients under 16, older than 60, exempt from payment and covered by CMU).

⇒ Objective: Comparison of the predictive power of each of the risk attitudes measures.

Two-steps analysis, first by domain and then by tool.

Scales and GP's own health Scales and GP's patient health Tool comparison (GP's own health practices)

Tool comparison (health practices for patients)

Risk attitudes appear to be significant predictor of real life behaviors but...

For professional (or specific) practices, the domain matters and...

The type of measures matters!

⇒ Importance of identifying the relevant domains when dealing with a contextualized and applied field of research ⇒ Importance of choosing the relevant tool for eliciting risk attitudes (type of analysis, constraints of the study, theoretical focuss, etc...)

First study of GPs risk attitudes in a national survey in different domains and with two different tools.

Design of these measures specially for telephonical interviews: good response rate and acceptability for both the interviewer and the interviewee.

Compatibility between the qualitative and quantitative metrics.

Risk attitudes are context-dependent and can be used in the medical domain to explain health-related decisions

Several limitations of the study inherent to survey data collection.

⇒ Necessity to collect the best (non-noisy) data with the methodology at our disposal and to be aware of their limits.

Background théorique et méthodologique sur le comportement et la décision individuelle + enrichissement interdisciplinaire.

Mouvement vers une individualisation de la santé

Relation alimentation/santé: collaboration interdisciplinaire (épidémio, médecins, informaticiens)

Politiques de prévention individualisée: Utilisation de nouvelles méthodes de collecte de données (E-santé, big data, etc...), Deux axes potentiels de recherche:

1. Etudes des modifications des comportements via la personnalisation des informations sur les facteurs de risque individuels.

2. Identification des individus à risque et calibration du message de prévention.

GPs constitute a specific and busy population that may be reluctant to provide personal information about their risk attitudes (cf prior pilots...).

This survey is ran by professionals using computer assisted telephonical interviews (CATI).

The time devoted to the risk attitudes section is extremely limited (5-7 minutes)

The binary lottery choice task is cognitively demanding for the interviewee especially when no visual information is available.

The interviewers are not used to such decision theoretical task.

⇒ Necessity of progressive and cautious development of the design.

20 pilots made by a decision theorist on various physicians ⇒ feasibility of binary lottery choices through telephonic interviews.

50 pilots made by a professional interviewer on GPs monitored by the experimentators.

-Length control and wording optimization.

-Acceptability and capacity on the interviewer side.

Fine-tuned and personal training of the interviewers team at the beginning of the survey.

Design of a graphical aid tool aimed to be sent by mail directly to the GPs to decrease the cognitive load of the decision task.

Development of an dichotomic algorithm under CATI in order to minimize the number of binary lottery choices to elicit a certainty equivalent.

Our sample is divided as follows: ⇒ Qualitative measures are very convenient for studying such systematic differences between sub groups and are easily usable in regression for explaining other types of behaviors.

  Therapy A and B in the 2 following contexts: Patient's Health: half of the sample GP's own health: half of the sample ⇒ 3 measures (premium) of risk attitudes for 3 domains: money, patient's health and GP's Heath. Domaine monétaire: Entre les deux options suivantes, préférez-vous : L'option A qui vous donne 40 euros de façon certaine L'option B qui vous donne 1 chance sur 2 de gagner 100 euros et 1 chance sur 2 de ne rien gagner Domaine santé patient: Pour un patient agé de 70 ans et gravement malade, si vous deviez choisir entre deux thérapies, préféreriez-vous: La thérapie A qui lui donne 4 années de vie en bonne santé de façon certaine. La thérapie B qui lui donne 1 chance sur 2 de gagner 10 années de vie en bonne santé et 1 chance sur 2 de ne rien gagner. Domaine monétaire: Entre les deux options suivantes, préférez-vous : L'option A qui vous donne 40 euros de façon certaine L'option B qui vous donne1 chance sur 2 de gagner 100 euros et 1 chance sur 2 de ne rien gagner Domaine santé médecin: Etant agé de 70 ans et gravement malade, si vous deviez choisir pour vous meme entre deux thérapies, préféreriez-vous: La thérapie A qui vous donne 4 années de vie en bonne santé de façon certaine.

  health of the GP himself.

⇒

  Order, health and U/W comparisons are between-subjects.Gender effect (daily life):Age effect (Patient heath)

  

  

  

  

  

  They have been included in several national surveys.

	Most of the quantitative evaluations of risk attitudes are made There is a growing amount of experimental studies on
	using lottery involving monetary outcomes. other-regarding risk preferences (i.e. when risky decisions are
	However, there are several recent investigations of risk attitudes in made on behalf of other individuals) and results are mixed:
	other domains (especially health): Rodhe & Rodhe (JRU, 2016) cannot reject risk neutrality for
	Ex: SoEP (Dohmen & al, JEEA 2011 & RES 2012) With different health related insurance policies (Einav & al, others.
	AER, 2012).
	2. Quantitative metrics: Lottery choice based questions
	Two successive binary lottery choices framed in terms of Time gains and losses (Abdellaoui & Kemel, MS 2014).
	employment in the HRS (Kimball & al., JASA 2008), on a Life duration years (Attema & al, JHE, 2014), days in full sample of the danish population using Holt & Laury procedure (Harrisson & al 2008). health (Miraldo & al. WP, 2014).
	Relapse-free days for multiple sclerosis patients Willingness to pay (WTP) for a lottery ticket in the Insee-Delta enquete (Arrondel & al, 2008, etc...) or in the (Prosser al, MDM, 2008).
	GPD survey (Hartog & al., 2002) ⇒ We propose a new attribute (additional years of living in good health) inspired by Nightingale (MDM, 1987) that allows a clear ⇒ These quantitative methods are not satisfactory and their consistency with the qualitative metrics have not been tested. correspondence with the standard monetary lotteries.

Andersson & al. (WP, 2013) 

found no difference of risk attitudes in the gain domain but a reduction of loss aversion (consistent with the findings of

Palhke & al., EL, 2012)

.

Chakravarty & al. (SEJ, 2011) 

found less risk aversion for others.
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Elicitation of 6 CEs per doctor: 3 for money and 3 for health.

Probability weighting Utility Money

Heath Money Heath CE 1 (100, 1/2; 0) (10, 1/2; 0) (100, 1/2; 0) (10, 1/2; 0) CE 2 (100, 2/10; 0) (10, 2/10; 0) (100, 1/2; 50) (10, 1/2; 5) CE 3 (100, 8/10; 0) (10, 8/10; 0) (50, 1/2; 10)

(5, 1/2; 1)

⇒ Half of the doctors were interrogated about their own health and the other half about their patient's health.

⇒ Maximal exploitation of the size of the sample for between-subjects analysis but within-subjects comparison of risk attitudes for health and money. ⇒ Money and Health comparison is within-subjects.

Our Daily life distribution is similar to the one of Dohmen & al.

All four scales are mutually correlated.

In average, GP's are more prone to take risk for their own health than for their patient's.

We find a gender effect for all the scales except for the doctors own health.

We find an age effect where the older GP's (< 56yo vs >49yo) are more willing to take risks than the younger one for the daily life and the patient's health scales.

⇒ This last result is uncommon and may be due to the specificity of our population (more experienced doctors, selection effect, etc...)