
Anemia is a common complication of CKD. Currently available treatment options in 
the United States (US) include iron supplementation, erythropoiesis-stimulating agents 
(ESAs; administered intravenously or subcutaneously) and red blood cell (RBC) 
transfusion.1 
Despite these treatment options, there is evidence that some patients with Stage 3–5 
CKD may have untreated or undertreated anemia,2 and that RBC transfusion use may 
exceed iron and ESA use as part of anemia of CKD management.3 
Hypoxia-inducible factor prolyl hydroxylase inhibitors (HIF-PHIs) have been 
developed as a new mechanistic approach for treating anemia of CKD and are orally 
administered.4

An improved understanding of patient and physician preferences for the management of 
anemia of CKD may help to inform on both patients’ and physicians’ treatment objectives.
A Discrete Choice Experiment (DCE) was developed following a targeted literature 
review and qualitative interviews with patients and physicians.5,6 The aim of the DCE 
is to elicit trade-offs that patients and physicians are willing to make between different 
attributes of treatments for anemia of CKD. It will add to and build on existing insights.7

We report results from qualitative pilot-testing of the DCE.

Participants were ND (CKD stages 3–5) and PD (CKD stage 5 PD) patients and 
nephrologists recruited in the US, Germany and Japan (Table 1). 
The study protocol, recruitment materials and informed consent forms were approved 
by an Institutional Review Board. Participants received reimbursement.
During 60-minute pilot interviews, participants completed an online DCE in which they 
made trade-offs between five treatment attributes (Figure 1). Viewed content was 
mirrored between moderators and participants, with an alignment check after each 
advancement to the next screen in the survey. 
The clarity and completeness of attributes, as well as participants’ willingness to make 
trade-offs, was assessed using a think-aloud approach from cognitive psychology.
Participants also shared their most important and least important attributes at the end 
of the DCE. Interviewers probed carefully to obtain participants’ perspective on the DCE 
design. 

Conclusions
Pilot testing of the DCE instrument confirmed attribute comprehension, relevance, and tradability.
Differences in importance of the attributes presented in treatment profiles suggest potentially divergent treatment priorities between 
patients and physicians, and the presence of preference heterogeneity, wherein the same attribute may be considered either most or 
least important.

Introduction ResultsMethods
A total of 18 patients (ND=13; PD=5) and 12 nephrologists participated in the pilot (Figure 2). 

The included attributes and levels were considered as relevant and meaningful, but their relative 
importance ranking differed (Table 2). 

• Patients named route and frequency of administration (n=11, 61%) and reducing fatigue (n=10, 
56%) as the most important attributes. Physicians prioritized keeping hemoglobin (Hb) levels 
within target range (n=9, 75%) and reducing the 1-year risk of major cardiovascular events 
(n=6, 50%). 

• Dosing restriction requirement was named as least important attribute by some patients (n=5, 
28%) and physicians (n=4, 33%), while other patients considered this as most important (n=4, 
22%).

• For the least important attribute ranking, a single preference choice was not reported by 1 (6%) 
patient and 3 (25%) physicians, as they considered all attributes to be important. For 4 (22%) 
patients, no least important attribute was stated.

Both patients and physicians were willing and able to make trade-offs between considered 
attributes.

Minor adjustments in the wording and presentation of attributes were made based on 
participants’ feedback. 

Figure 2. Summary of participants

N=18 (6 from each country)
PD (n=5) and ND (n=13) patients
≥Stage 3 CKD (50% [n=9] were Stage 5)
72% receiving an ESA
Most frequent comorbidities: hypertension (78%), T2DM (46%), hyperlipidemia (22%)

N=12 (4 from each country)
All in clinical practice for 40–50 years
75% in private practice, 25% in university hospital / academic center

Patients

Nephrologists

Table 2. Directly stated most or least important attributes in pilot interviews
Treatment attributes within profiles Patients (n=18) Physicians (n=12)

Most important* Least important* Most important* Least important*

Route and frequency of administration 11 (61%) 1 (6%) 1 (8%) 0 (0%)

Keeping Hb in the target range 8 (44%) 1 (6%) 9 (75%) 0 (0%)

1-yr risk of major cardiovascular events 3 (17%) 4 (22%) 6 (50%) 3 (25%)

Reducing fatigue 10 (56%) 2 (11%) 3 (25%) 2 (17%)

Dosing restriction requirement 4 (22%) 5 (28%) 1 (8%) 4 (33%)

None – all important 0 1 (6%) 0 3 (25%)

Not stated 0 4 (22%) 0 0

*Not mutually exclusive

Table 1. Eligibility criteria for participants

Patient Sample

Inclusion criteria
• Aged 18 years or older at the time of enrolment in the 

study (aged 20 years or older in Japan)
• Currently residing in US, Germany or Japan
• Literacy: able to read, speak and understand the 

relevant language
• Able to access survey link on computer / tablet
• Willing to be audio-recorded
• Physician-confirmed diagnosis of Stage 3–5 CKD

• Physician-confirmed use of ESA:
 – Patients who are currently on ESA
 – Patients who are ESA-naïve
• Physician-confirmed diagnosis of CKD-related anemia 

(hemoglobin level <13 g/dL in male,  
<12 g/dL in female, most recently measured per their 
medical record)

• Physician-confirmed dialysis status:
 – Non-dialysis (ND) patients (CKD stage 3–5)
 – Peritoneal dialysis (PD) patients (CKD stage 5 PD)

Exclusion criteria
• Diagnosis of other causes of anemia (e.g., pernicious 

anemia, thalassemia major, sickle cell disease and 
myelodysplastic syndrome)

• Diagnosed with any type of cancer within the last 3 
years

• Hearing difficulty or insufficient knowledge of the 
local primary language, which in the opinion of the 
investigator/interviewer, could interfere with the 
participant’s ability to provide online consent and 
complete a telephone interview

Nephrologist Sample

• Reside and practice in US, Germany or Japan
• Literacy: able to read, speak and understand the 

relevant language
• Able to access the survey link on a computer (desktop, 

laptop) or a tablet
• Willing to be audio-recorded

• Has nephrology as medical specialty with minimum 2 
years of practice

• Has treated at least 5 patients for CKD-related anemia 
within the last 3 months

• Prescribed treatment for CKD-related anemia within 
the last 6 months

Figure 1. Illustrative example of attributes and levels presented in the DCE  
(note: treatments A–C do not represent actual treatment profiles or outcomes)  
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Oral pill,
once daily

Patients feel 
tired and week
all of the time

Treatment

No dosing requirements for 
prescribed phosphate binders 

and iron supplements

90 out of 100 (90%)
have Hb level within the target 

range when measured

Treatment A

Oral pill,
three times a week

Patients feel 
tired and week 
none of the time

Supplement Supplement

2h 2h

Treatment

Take treatment 2 hours before or 
after your phosphate binder and 

iron supplements

40 out of 100 (40%)
have Hb level within the target 

range when measured

14 out of 100 patients (14%)
develops major cardiovascular 

side effects (eg stroke, heart attack) 
at least once during the year

Treatment B

Injection under the skin,
once every 2 weeks

Patients feel 
tired and week
some of the time

Supplement Supplement

1h 1h

Treatment

Take treatment 1 hour before or 
after your phosphate binder and 

iron supplements

90 out of 100 (90%) 
have Hb level within the target 

range when measured

7 out of 100 patients (7%)
 develops major cardiovascular 

side effects (eg stroke, heart attack) 
at least once during the year

7 out of 100 patients (7%) 
develops major cardiovascular 

side effects (eg stroke, heart attack) 
at least once during the year
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