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Abstract.
Background: Discrete choice experiments (DCEs) may facilitate persons with dementia and informal caregivers to state
care preferences. DCEs can be cognitively challenging for persons with dementia.
Objective: This study aims to design a dementia friendly dyadic DCE that enables persons with dementia and informal
caregivers to provide input individually and jointly, by testing the number of attributes and choice tasks persons with dementia
can complete and providing insight in their DCE decision-making process.
Methods: This study included three DCE rounds: 1) persons with dementia, 2) informal caregivers, and 3) persons with
dementia and informal caregivers together. A flexible DCE design was employed, with increasing choice task complexity to
explore cognitive limitations in decision-making. Summary statistics and bivariate comparisons were calculated. A qualitative
think-aloud approach was used to gain insight in the DCE decision-making processes. Transcripts were analyzed using
thematic analysis.
Results: Fifteen person with dementia, 15 informal caregiver, and 14 dyadic DCEs were conducted. In the individual DCE,
persons with dementia completed six choice tasks (median), and 80% could complete a choice task with least three attributes.
In the dyadic DCE persons with dementia completed eight choice tasks (median) and could handle slightly more attributes.
Qualitative results included themes of core components in DCE decision-making such as: understanding the choice task,
attribute and level perception, option attractiveness evaluation, decision rule selection, and preference adaptation.
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Conclusion: Persons with dementia can use simple DCE designs. The dyadic DCE was promising for dyads to identify
overlapping and discrepant care preferences while reaching consensus.

Keywords: Care preferences, dementia, health services, informal caregivers, Think aloud study

INTRODUCTION

Discrete choice experiments (DCEs) are frequently
used in health economics to identify preferences of
patients in health care [1, 2]. Outcomes of DCE
research can be used by policy makers, for example
to select treatment options or build care packages.
In DCEs, participants decide between two or more
hypothetical options presented in multiple, sequen-
tial options (e.g., care packages). These options
are described by a range of characteristics named
attributes (e.g., types of care included in a care
package), and corresponding attribute levels (e.g.,
care delivery frequency). The underlying theoreti-
cal framework of DCEs assumes tradeoffs between
options are made based on the relative utility or
attractiveness of attributes and attribute levels [3–6].
Participants are expected to understand the DCE
information, weigh options of the given choice task
and make the best choice selection [4]. However,
overly complex choice tasks may lead to participants
ignoring information and making simplified heuristic
or random choices, which biases results vastly [7].

Most DCE studies that aim to identify the prefer-
ences of persons with dementia use proxy reporting
by the public or informal caregivers [8, 9], despite
known biases of proxy responses [10]. Recent evi-
dence shows that persons with dementia can express
their needs and preferences [11, 12]. The few DCE
studies that included the preferences of persons
with dementia indicated that DCE survey complex-
ity was a serious challenge for participants [13–15].
Involving the person with dementia and the informal
caregiver in individual and joint choice tasks may
empower participants and provide a solution to this
measurement dilemma. However, there are no offi-
cial guidelines or consensus on enabling persons with
dementia to participate in DCEs. Evidence is required
to establish the feasibility of dyadic DCEs for persons
with dementia and their informal caregivers. Fur-
thermore, how individual and joint decision-making
elicits the preferences of the person with dementia
and informal caregivers accurately must be estab-
lished. This mixed methods study aims to determine
the best-in-practice dyadic DCE design to enable

persons with dementia and informal caregivers to
provide input individually and jointly on health care
preferences, by testing the number of attributes and
choice tasks persons with dementia can complete,
and providing insight in their DCE decision-making
process.

METHODS

Design

This mixed method study uses a triangulation
design to corroborate the quantitative and quali-
tative data that is simultaneously collected [16].
Quantitative data aimed to identify the DCE choice
task complexity participants could handle whereas
qualitative data were used to provide insights in
the DCE decision-making process. Three in-person
DCE rounds were conducted with: 1) the person
with dementia, 2) the informal caregiver, and 3)
together. The individual interviews aimed to elicit
individual preferences and the dyadic interviews
their joint preferences. This study used the Checklist
for Mixed Methods Research Manuscript Prepara-
tion and Review (Supplementary Material 1) [17],
and followed the COREQ guidelines (Supplementary
Material 2) to provide more details on the qualita-
tive part of this study [18]. An ethical waiver was
obtained from the ethics committee at the Amsterdam
University Medical Centre (W20 001 #20.025).

Participants

Dyads of informal caregivers and persons with
dementia were recruited through dementia care orga-
nizations from different regions of the Netherlands.
Potential participants were approached by JW via
telephone and informed about the study aims and
procedures.

Persons with Alzheimer’s disease and other
dementias (hereinafter referred to as persons with
dementia) were eligible if they had a diagnosis from
a medical specialist. We used the Dutch version of
the Telephone-based Interview for Cognitive Screen-
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Table 1
Attribute description and corresponding levels

Attribute Description Attribute levels

Homecare I can get assistance at home with personal care such
as showering, dressing, or medication.

• Daily on a fixed time
• 24/7 on demand

Help with daily
activities

I can get assistance at home with household tasks
such as groceries, laundry, cooking, cleaning, or
help with doing my finances.

• Once per week
• Multiple times per week

Social activities I can participate in social activities that I like to do. • At a daycare facility, once per week
• At a daycare facility, multiple times per week
• At home, once per week
• At home, multiple times per week

Emotional support I can talk to someone when I feel down or want to
share my worries.

• Peer support group
• Psychologist
• Telephone helpline
• Case manager

Information about
dementia

I can get information about having dementia. • Telephone helpline
• Case manager
• Peer support group

Navigating the
healthcare system

I can get assistance with organizing care and help
with insurances.

• Telephone helpline
• Case manager

Home adaptations
and tools

I can get home adaptations and tools such as a stair
lift, grips in shower and toilet, or a personal alarm.

• No reimbursement
• Full reimbursement

ing (TICS) to screen the cognitive status of the
person with dementia [19]. The TICS has a cutoff
point of < 34 for mild cognitive impairment and < 28
for severe cognitive impairment [19]. Persons with
dementia gave oral informed consent, informal care-
givers signed written informed consent and proxy
informed consent. Furthermore, informal caregivers
completed a short questionnaire to obtain demo-
graphic information, completed the Zarit 6 Burden
Interview to assess caregiver burden [20], and a proxy
report of the Katz 6 Activities of Daily Living Scale
for the person with dementia [21].

DCE choice tasks

We used a DCE to establish preferences of home-
care and support that enable persons with dementia
and their informal caregivers to extend their time liv-
ing at home. Table 1 describes the attributes and levels
that were used to describe hypothetical packages of
homecare and support based on previously published
focus groups [12]. All choice tasks consisted of two
hypothetical options.

We created easy-to-understand illustrations to
describe each attribute including a simple written
description (Supplementary Material 3). Attribute
levels were presented by a simple written descrip-
tion. See Supplementary Material 4 for a choice task
example. We designed a DCE template on which
attribute and level cards could be placed to create

the hypothetical scenarios. During the iterative pro-
cess of designing the DCE, we piloted and consulted
our expert group consisting of two informal care-
givers, four geriatricians, two day-care professionals,
and two DCE experts.

Interview design

A concurrent think-aloud approach was used to
provide insights into the decision-making process of
persons with dementia and informal caregivers [22].
In a think-aloud, participants perform tasks and are
asked to say everything that crosses their mind. The
interview started with an explanation of its purpose,
followed by a general introduction about responding
to DCEs. The interviewer explained each attribute
card as objectively as possible with the use of the
picture and the written description. A practice round
helped participants understand the requirements of
the choice task. We chose a flexible DCE design
to test the boundaries of the cognitive abilities in
decision-making of each participant. For persons with
dementia, we started with the simplest design of
two attributes. If four choice sets of two attributes
were completed without difficulty, complexity was
increased by adding an extra attribute to the next
choice task. Complexity was increased following the
same procedure until a maximum of six attributes.
For informal caregivers, we followed the same pro-
cedure, but started with a choice set containing four
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Table 2
Characteristics of participants

Person with dementia Informal caregiver
(n = 15) (n = 15)

Age (mean,±SD) 76.1 (6.2) 70.2 (6.5)
Female (n, %) 5 (30) 12 (80)
Living situation (n, %)

Alone 2 (13.3)
With informal caregiver 13 (86.7)

TICS score* (mean, ±SD) 22.6 (3.5)
Multi morbidity† (n, %) 9 (60.0)
KATZ 6 score‡ (mean, ±SD) 5.5 (0.5)
Case manager involved (n, %) 13 (86.7)
Relation to person with Dementia (n, %)

Partner 13 (86.7)
Child 1 (6.7)
Sibling 1 (6.7)

Zarit Burden Interview score§ (mean, ±SD) 7.8 (2.5)

*Cut-off mild cognitive impairment < 34 points, dementia, or severe cognitive impairment < 28
points based on Telephone-based Interview for Cognitive Screening (TICS). †Two or more chronic
conditions. ‡Score 0 = very dependent, score 6 = independent. §Score ≥ 11 high caregiver burden.

attributes. We started with two attributes in the dyadic
interviews.

Data collection

A total of 44 DCE interviews were conducted at
participants’ homes: 15 with persons with dementia,
15 with informal caregivers, and 14 within sample
dyadic interviews. Interviews were spaced at least
two weeks apart to minimize mere exposure effects
[23, 24]. All interviews were conducted by JW, an
experienced qualitative interviewer. Interviews were
audio-recorded and transcribed verbatim. Data satu-
ration was reached after 44 interviews. Quantitative
DCE survey data such as time on task and choice task
complexity were collected during the interviews.

Data analysis

Transcripts were analyzed using thematic analy-
sis based on the guideline of Braun and Clarke [25].
Inductive thematic analysis of the written data con-
sisted of six phases: 1) familiarizing the data, 2)
generating initial codes, 3) searching for themes, 4)
reviewing potential themes, 5) defining and naming
themes, and 6) producing the report [25]. JW analysed
all transcripts while JMV and NL each independently
analysed four transcripts. Coding schemes were dis-
cussed in the research group to enhance investigator
triangulation. See final coding scheme in Supple-
mentary Material 5. Qualitative data were analyzed
using MAXQDA 2018 V.18.2.0. Furthermore, quan-

titative DCE survey data was analyzed by summary
statistics and bivariate comparisons. Linear regres-
sion modelling was used to analyze the association
between scores on the cognitive screening test of
participants with dementia (TICS) and number of
choice tasks completed, in addition to the association
between scores on the cognitive screening test and the
maximum attributes participant with dementia could
handle within a choice task. Statistical significance
was set at p < 0.05. Quantitative data was analyzed
Using Stata V15.1 SE.

RESULTS

Characteristics of participants

Table 2 describes characteristics of the partici-
pants.

Individual DCEs

Survey data
The DCE interviews with persons with dementia

lasted between 20 to 70 min. Of the 15 persons with
dementia participating, three were not able to com-
plete the two-attribute choice task. The remaining
12 participants with dementia completed at least one
choice task. The median number of choice tasks com-
pleted was six, while most participants with dementia
(80.0%) completed choice tasks with three attributes
(Table 3). Unadjusted bivariate comparisons show a
positive association between cognitive screening test
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Table 3
Maximum number of attributes and choice tasks completed

Persons with
dementia
(n = 15)

Informal
caregivers
(n = 15)

Dyadic
interviews
(n = 14)

Maximum choice tasks
completed, Median (Interquartile
range)

6 (5) 9 (1) 8 (5)

Maximum number of attributes
per choice task, n (%)

Did not complete the first 3 (20.0) – 2 (14.3)
task of two attributes
2 attributes* 0 (0.0) – 1 (7.1)
3 attributes 8 (53.3) – 5 (35.7)
4 attributes 3 (20.0) – 4 (28.6)
5 attributes 1 (6.7) 3 (20.0) 2 (14.3)
6 attributes 0 (0.0) 12 (80.0) 0 (0.0)

*The starting number of attributes was 2 for the individual DCE with persons with dementia and
joint DCE for persons with dementia and informal caregivers, and 4 was the starting number of
attributes for the individual DCE with informal caregivers. Three persons with dementia were not
able to complete the first task.
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Fig. 1. Number of attributes and choice tasks completed by indi-
vidual scores on the Telephone Interview Cognitive Screening in
participants with dementia.

scores and the maximum number of attributes par-
ticipant with dementia could handle within a choice
task (�=0.251, 95% CI 0.133–0.368, p < 0.000), and
between cognitive screening test scores and the max-
imum number of choice tasks completed (�=0.714,
95% CI 0.419–1.00, p < 0.000). Figure 1 illustrates
the number of attributes and choice tasks completed
by scores on the cognitive screening test for each
participant with dementia.

The interviews with the informal caregiver lasted
between 50 to 90 min. The mean number of choice
tasks completed was nine and most informal care-
givers (80.0%) completed choice tasks with six
attributes.

Understanding the choice task

After the practice round, few participants with
dementia (2/15) could directly comprehend the
choice task, and understood they had to make trade-
offs based on the options presented (as assessed by
the interviewer). Although participants with demen-
tia showed a clear learning curve in understanding the
choice tasks, most needed reminders throughout all
choice tasks. Informal caregivers required minimal
guidance after the practice round.

The most common decision-making strategy was
going over the choice task from top to bottom,
expressing their preference for package A or B per
attribute, followed by valuing the total attractiveness
of the options. Others seemed to choose the most
important attribute of the choice task and used it to
evaluate the attractiveness of the other attributes.

Person with dementia (ID#4): You want the best
options from the package. This is not possible
because they are in both A and B. Both packages
have their advantageous, which makes it difficult
to choose.

Attribute perception

Several participants with dementia (5/15), and
all informal caregivers were able to understand
the attributes presented by the illustration and text.
Participants with dementia generally needed addi-
tional explanations. Some participants with dementia
needed a new explanation each time an attribute
reoccurred in a choice task. Also, their perceptions
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about attributes appeared to be temporally inconsis-
tent as they forgot or changed their understanding
of what the attribute entailed. The attribute illustra-
tions seemed helpful in decreasing cognitive burden
of the choice tasks because many participants with
dementia and informal caregivers remembered the
illustrations.

Most participants with dementia were able to
express differences in attractiveness across attributes
and could evaluate multiple attributes given in a sin-
gle choice task (quote below). However, when an
attribute was not understood well, participants with
dementia were likely to ignore the attribute.

Person with dementia (ID#4): I think personal
in-home care becomes more important than help
with daily activities. You can ask your children
to do groceries and those sorts of things, how-
ever you cannot expect them to come to help you
shower every morning.

Attribute level perception

Most participants with dementia (8/15) directly
understood the attribute levels presented without
further explanation and could explain the attractive-
ness of levels (quote below). Sometimes participants
with dementia and informal caregivers interpreted the
attribute levels differently from the original intension.
For example, the telephone helpline was perceived
as having the option to call their own case manager.
Some attribute levels, like social activities organized
at the daycare center, seemed to be a dominant pref-
erence, leading to screening of alternatives without
that level.

Person with dementia (ID#9): At the daycare cen-
ter you are out for a day and there are other people
you can talk to; it is like going on an outing. That
is different from somebody coming to my home.

Option attractiveness evaluation

Most participants with dementia (12/15) were able
to process all information from the options given in
the choice task and could make tradeoffs across all
aspects of the choice task presented. During each
choice task the interviewer frequently prompted par-
ticipants to express how they were doing. This gave
participants the opportunity to express their difficul-
ties and opt out if they were not able to come to a
decision. Too many attributes and fatigue were the
main reasons mentioned for not being able to process
all information from the given choice task.

Person with dementia (ID#1): I do not know; it
is a lot. Yes, combining the cards [attributes and
levels]. I try to do it card by card. Then if I read
the next, this one was B, the other I had A, then I
do not know what to do.

Decision rule selection

The interviewer prompted participants to explain
their preferences. Sometimes participants with
dementia did not provide any explanation, choosing
a care package at random. Moreover, when explain-
ing their preferences, some lacked insight that they
had dementia or might need care or assistance. Oth-
ers used simplified decision rules such as motivating
their preferences by counting the number of favorable
attribute levels per care package.

Person with dementia (ID#3): Well, I think I
choose for . . . let see, one, two, three for this
package. That is three out of four, so I choose
that one.

Often participants with dementia and informal
caregivers used their present situation as an anchor
point (i.e., their present situation constitutes a refer-
ence alternative). Care that they were already using
seemed to predominate over the ones they were less
familiar with (i.e., there may be attribute level-based
inertia). Also, participants with dementia and infor-
mal caregivers indicated that they found it difficult
to envision what their future care needs might be that
could enable them to live at home, since the course of
dementia is unpredictable. This may have led to deci-
sion avoidance, ultimately leading to random choice.

Person with dementia (ID#6): I try to consider
that in the future I might worsen. It is a shame, at
this moment I’m doing quite ok, however I will
do less and less. Now I must think about what I
still might be able to do in the future and what
not, that is very difficult.

Sometimes participants with dementia made deci-
sions influenced by outside considerations, refusing
to keep within the boundaries set by the two options
presented. This phenomenon happened often when
a similar level option was in both care packages
of the choice task but related to different attributes.
For example, when the level case manager was in
option A for emotional support, but also in option
B for information about dementia. Also, decisions
from previous choice tasks were sometimes included
in decisions of the present choice task. Participants
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with dementia stated that they already could receive
this care as they chose for this option in a previous
choice task. The latter phenomenon could translate
into a lack of independence between tasks, which is an
almost universally adopted assumption in statistical
procedures used to analyse DCE responses.

Dyadic DCEs

Survey data
The dyadic interviews lasted between 50 min to

80 min. The median number of choice tasks com-
pleted was nine, and 78.6% of the dyads were
able to complete choice tasks with a maximum of
three attributes (see Table 3). Some participants with
dementia (21.4%) were able to complete choice tasks
with more attributes in the dyadic DCE compared to
the individual DCE.

Informal caregivers assisting with choice task

During the dyadic interviews, informal caregivers
helped the person with dementia in understanding
the choice tasks. They explained in their own words
what was expected of them completing the choice
task. Furthermore, they suggested methods for mak-
ing tradeoffs.

Informal Caregiver: You also must consider the
other cards.
Person with dementia (ID#3): You mean I cannot
pick both?
Informal care Caregiver: No, you must choose
between package A or B. So, if you prefer to have
the home adaptations reimbursed, you can only
contact the telephone helpline for assistance with
organizing care and not the case manager.
Person with dementia (ID#3): Ok, now I remem-
ber. I cannot take both, I must choose between
these two.

Furthermore, informal caregivers helped elicit
preferences from persons with dementia and indi-
cated whether these were not realistic in their present
situation, making operative choice constraints and
contextual considerations apparent (quote below).
Also, it enabled persons with dementia and informal
caregivers to understand each other’s motivations,
thus taking both preferences into consideration. Both
frequently did not know each other’s’ preference.

Person with dementia (ID#5): I do not need help
with doing groceries. This is something I can still
do myself.

Caregiver: No, you cannot do this by yourself.
Person with dementia (ID#5): Why not?
Caregiver: How? You have not done this for years.
Person with dementia (ID#5): I just go there by
bike.
Caregiver: I do not think that is a good idea.
Sometimes we ask our children to do that.

Preference adaptation

Many informal caregivers let the person with
dementia choose first. However, when informal care-
givers shared their opinion, persons with dementia
were likely to follow their decision. When per-
sons with dementia found it difficult to state their
preference, they asked their informal caregiver for
confirmation of their choice or refrained completely
from choosing by asking for the informal caregiver’s
opinion. Clearly, different degrees of agency delega-
tion can occur in these joint decisions.

In total 15 identical choice tasks were completed
during the individual DCE by the person with demen-
tia, by the informal caregiver, and by both during the
dyadic DCE. In 66.7% of those choice tasks there
was full agreement on the decision throughout all
three DCEs. In 13.3% the preference of the persons
with dementia from the individual DCE was domi-
nant in the dyadic DCE, in 20.0% the preference of
the informal caregiver was dominant in the dyadic
DCE, indicating that in 33.3% of the dyadic tasks
the chosen alternative arose through some degree of
preference balancing.

DISCUSSION

This study found that most persons with dementia
in the individual DCE round were able to complete
a median of six choice tasks that included two illus-
trated scenarios using a maximum of three attributes.
The informal caregiver DCE round was helpful to
identify their individual preferences, in which they
experienced minimal difficulties with completing the
choice tasks. In the dyadic DCE round, persons with
dementia were able to complete more choice tasks
and handle an increased number of attributes. Infor-
mal caregivers had a meaningful role in helping the
persons with dementia complete the dyadic DCE. A
surprising finding was the dyadic DCE enabled com-
munication on care preferences between the persons
with dementia and their informal caregiver.

Study results suggest that the number of attributes
and choice tasks are decisive factors in establishing
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cognitive burden for persons with dementia. In this
small sample we found a positive unadjusted asso-
ciation between cognitive screening test scores and
maximum number of attributes within a choice task,
and a positive unadjusted association between cog-
nitive screening test scores and maximum number of
choice tasks completed. In addition, we found that
two options described by three attributes, and six
choice tasks, was the limit for most participants with
dementia. Longer and more complex surveys could
lead to participants making simplified choices. Study
participants adopted for example the single-attribute
lexicographic rule, making decisions based on only
the most important attribute [26]. Also, participant
adopted the majority of confirming dimensions deci-
sion rule, making decisions based on the number of
favorable attributes instead of maximizing the total
attractiveness of the attributes [27]. Both decision
rules do not include making trade-offs among the
other attributes, which is essential in DCE decision-
making [26, 27]. This type of adaptive behavior is
not limited to populations with dementia but are
widely recognized impacts of exceeding bearable
cognitive burdens [26, 27]. Cognitive screening tests
such as the TICS are recommended for respondent
inclusion.

A recent DCE study that included persons with
mild cognitive impairments showed that using pic-
tures and simplified language helped participants
increase attribute understanding [28]. This is consis-
tent with our study findings that show illustrations
improved understanding the attributes and therefore
may reduce cognitive burden. Piloting illustrations in
survey designs with its end-users is recommended.

The face-to-face interview combined with the con-
current think-aloud approach appeared to help the
persons with dementia with the DCE tasks. Results
of this study showed that most persons with demen-
tia benefited from frequent reminders on the rules
of the choice tasks. This consistent with two previ-
ous studies [15, 28] that found interviewers could
check if persons with dementia were able to under-
stand the DCE choice task through the think aloud
approach. Although the added strain of thinking aloud
when performing a task is discussed in literature
[29], in our study it helped persons with demen-
tia focus on the task. Like Ratcliffe et al. [15], our
study found that attribute and level perceptions, and
reading difficulties, are a common concern. In addi-
tion, this study found that persons with dementia
sometimes made choices influenced by outside con-
siderations or decisions from previous choice tasks.

These results suggest that persons with dementia need
extra guidance and feedback when using DCEs. By
letting participants think aloud, the interviewer can
observe the above-mentioned issues and help over-
come them in real time. Moreover, the interviewer
can elicit the decision rules of participants to avoid
simplified decision-making.

There are limited studies that included both the
preferences of persons with dementia and informal
caregivers [13, 14]. However, choices are commonly
made by more than one individual [30, 31]. The
dyadic DCE from this study created an opportunity
for both members of the dyad to explore, learn, and
discuss each other’s preference, together formulating
joint preferences. An advantage of joint choice exper-
iments found in this study was that it made it possible
for informal caregivers to assist persons with demen-
tia in completing the choice tasks. Informal caregivers
helped explain the choice task, elicited justifications,
made constraints of the choice task salient, and pro-
vided a reality check. Consequently, this might have
enabled persons with dementia to complete surveys
that were more complex.

Dyadic preferences are expected to be different
from individual preferences, as persons with demen-
tia and informal caregivers have distinctive care needs
and preferences [12]. In this study, frequently they
did not know each other’s care preferences, which
is consistent with previous literature [32]. Differ-
ences between individual and joint preferences are
also reported by DCE studies in other fields, and
they suggest that joint preferences should be cau-
tiously interpreted as they could be yielding the
preference of the stronger agent [30, 33]. Our study
found full agreement in 66.7% throughout all three
DCEs. In 13.3% the preference of the persons with
dementia from the individual DCE was dominant in
the dyadic DCE while in 20.0% the preference of
the informal caregiver was dominant in the dyadic
DCE. It appeared that especially the choice tasks
that were difficult for the persons with dementia pro-
moted agency transfer by the person with dementia
to the informal caregiver. This shows the importance
of interviewing the informal caregiver separately to
obtain their individual preference, followed by the
individual DCE of the persons with dementia, with
the informal caregiver merely having an assisting
role, and on a later occasion with sufficient time inter-
val conducting the joint DCE round.

Policy makers can use the preference outcomes
of both individual and joint DCEs for health policy
decisions based on their relevancy. There are valid
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reasons for including the preference outcomes of per-
son with dementia, as they are the recipients of most
care and can provide their own opinions while infor-
mal caregivers provide most of the care and have
their own needs [12, 34]. Outcomes of joint DCEs
might identify preferences that are shared by persons
with dementia and informal caregivers. Future DCE
research with larger sample sizes should determine
what their preferences are.

Strengths of this study include participation of
informal caregivers and persons with dementia in a
previous qualitative study prioritizing characteristics
of homecare and support to ensure attributes used in
this study were relevant to participants [12]. While
the sample size in this study is small, we did three in-
depth rounds of qualitative interviews and achieved
saturation on the themes we sought to explore. This
study is a starting point for larger scale studies to
explore other DCE survey designs that can be utilized
by persons with dementia.

In conclusion, this study provided evidence that
persons with dementia can participate in DCEs with
low choice task complexity. Including the informal
caregiver and persons with dementia in dyadic DCEs
can enable greater empowerment of the person with
dementia while enabling joint decision-making.
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