
Assessing patient preferences for the delivery of
different community-based models of care using a
discrete choice experiment

Simon Dixon PhD,* Susan A. Nancarrow PhD,† Pamela M. Enderby PhD,*
Anna M. Moran PhD‡ and Stuart G. Parker MD*

*Professor, School of Health and Related Research, University of Sheffield, Sheffield, UK, †Professor, School of Health and

Human Sciences, Southern Cross University, Lismore and ‡Research Fellow, School of Community Health, Charles Sturt Uni-

versity, Albury, NSW, Australia

Correspondence

Simon Dixon, PhD

Professor

School of Health and Related

Research

University of Sheffield

Regent Court

30 Regent Street

Sheffield

S1 4DA

UK

E-mail: s.dixon@shef.ac.uk

Accepted for publication
22 May 2013

Keywords: allied health, assistants,

community rehabilitation services,

conjoint analysis, intermediate care,

models of care, outcomes, patient

preference, staff, support workers

Abstract

Objectives To assess patient preferences for different models of care

defined by location of care, frequency of care and principal carer

within community-based health-care services for older people.

Design Discrete choice experiment administered within a face-to-

face interview.

Setting An intermediate care service in a large city within the Uni-

ted Kingdom.

Participants The projected sample size was calculated to be 200; how-

ever, 77 patients were recruited to the study. The subjects had recently

beendischarged fromhospital andwere living athomeandwere receiv-

ing short-termcarebyapublicly funded intermediate care service.

Interventions Not applicable.

Main Outcome Measure The degree of preference, measured using

single utility score, for individual service characteristics presented

within a series of potential care packages.

Results Location of care was the dominant service characteristics

with care at home being the strongly stated preference when com-

pared with outpatient care (0.003), hospital care (<0.001) and nurs-

ing home care (<0.001) relative to home care, although this was

less pronounced among less sick patients. Additionally, the respon-

dents indicated a dislike for very frequent care contacts. No partic-

ular type of professional carer background was universally

preferred but, unsurprisingly, there was evidence that sick patients

showed a preference for nurse-led care.

Conclusions Patients have clear preferences for the location for

their care and were able to state preferences between different care

packages when their ideal service was not available. Service pro-

viders can use this information to assess which models of care are

most preferred within resource constraints.
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In the developed world, the growing ageing

population and increasing prevalence of

chronic conditions have triggered a need to

consider reorientation of health-care systems

from acute hospital-based services to services

which are provided in the community and

focused on the management of long-term con-

ditions. Therefore, there is much interest in

community-based services for older people that

assist transitions between care settings, avoid

hospital use completely, and those which

reduce hospital use by managing the interface or

patient transition between hospital inpatient and

community-based care.

Intermediate care, a form of transition care in

the United Kingdom (UK), is a government

funded initiative that is free to all at the point of

delivery. It is designed to prevent acute hospital

admissions, facilitate early discharge and reduce

admissions to long-term care for older people.

More recently, the focus has also been on

greater streamlining of care for older people in

the community. The model of intermediate care

in the UK was directly shaped by government

guidance outlined in the National Service

Framework for Older People.1 This document

defined intermediate care as a multifaceted ser-

vice for those aged 65 or over covering transi-

tions between hospital and home, including (but

not limited to) supported discharge services,

hospital avoidance services, residential rehabili-

tation and day hospitals. The Framework

advised that these services were to be delivered

by teams of doctors, allied health professionals/

therapists (physiotherapists, occupational thera-

pists, speech and language therapists, etc.),

nurses and support workers/assistants. Follow-

ing this guidance, the number and type of inter-

mediate care services have grown in number and

been configured in many different ways.2

A key driver for the implementation of inter-

mediate care was to improve care pathways and

experiences for older people.3 However, older

peoples’ preferences for care have not been

examined in this context despite further govern-

ment investment promoting consideration of

patient preferences and placing the patient at the

centre of service development.4

It is recognized that it has been hard to effect

a change towards more patient-centred care as

traditional health-care delivery has been largely

defined and dominated by established profes-

sional groups.5 The delivery of patient-centred

care requires a workforce that is responsive to

patient needs, rather than practitioners who are

constrained by distinct role profiles. It is now

well accepted that some forms of care can be

delivered by more than one type of practitioner.

This has been demonstrated in the UK, and

elsewhere, where policies and programmes to

address workforce shortages have resulted in the

development of a range of new flexible models

of workforce development and delivery.6–8

The workforce involved in caring for older

people is undergoing substantial changes inter-

nationally. For instance, within community-

based older peoples’ services, vertical and hori-

zontal substitution is evident in role overlap

between nurses, allied health practitioners and

social care providers and through the delega-

tion of a range of tasks to the rapidly growing

support worker personnel.9–11 The potential to

provide care in a range of different settings,

including hospital, nursing homes, the patient’s

own home; and using a range of technologies,

further impacts on the way that care is pro-

vided, and on the hierarchies and interactions

between workers.9

A systematic review of the ‘Evidence for the

effectiveness of intermediate care’3 found that

the evidence supporting the development,

structure and organization of specific interme-

diate care services is quite heterogeneous, and

still lacking. Others have identified a need for

more research regarding strategies to promote

effective involvement of patients in decision

making regarding their care.4,5

Previous research has demonstrated large

variations in the way that intermediate care

services are provided.13 The majority of care is

provided in the patient’s own home; however,

it can also be provided in community-based

facilities and dedicated hospital beds. The num-

ber and types of staffing vary greatly, as does

the intensity of care provision. To date, there

is no evidence of the ‘best’ way to deliver or
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organize intermediate care services. Nor is

there any evidence on the preferences of service

users on their desired configurations of care.

This study used a discrete choice experiment

(DCE) approach (also known as conjoint analy-

sis) to examine patient preferences. The DCE

approach has been used widely in health services

research to investigate a range of service

issues.12 With this approach, preferences are

determined by asking respondents to choose

their preferred option between two different ser-

vice configurations referred to as ‘pairwise

choices’. This process is repeated with further

pairs describing different service configurations.

With sufficient data, it is possible to develop

models that describe the impact of specific char-

acteristics on patient preferences for different

types of more complex service configurations.

This regression model (or ‘utility function’) mea-

sures the relative importance of different service

characteristics which allows trade-off to be

quantified on a single scale.

The aim of this study was to explore patient

preferences for different configurations of care

packages within an intermediate care service

within a large city in the UK. For the purpose

of this study, intermediate care is defined as

non-acute, time-limited services that are

designed to increase the independence of older

people. This project was part of a broader pro-

gramme of research that incorporated several

studies to examine the impact of different work-

force models on patient, staffing and service out-

comes. The study reported here examined

patient preferences for staffing and service inten-

sity, whilst other components of the study

looked at actual staffing models in relation to

patient and staff outcomes.13–15

Methods

Study design

When developing the pairwise choices within a

DCE, three design issues need to be consid-

ered. Firstly, the service characteristics of inter-

est were identified. The three service

characteristics identified for this study were

based on a review of policy documents and

research related to skills mix issues in interme-

diate care.15,16 These were location of care, fre-

quency of care, and principal caregiver. The

degree of multidisciplinary working was also

considered as another service characteristic that

would be relevant to this research area; how-

ever, this was not added as we failed to

develop a meaningful way of describing this

characteristic within the confines of the DCE.

Secondly, levels are assigned to the charac-

teristics so that they can be described in terms

appropriate to the patient population and the

policy question. The levels used in this study

were ‘home’, ‘hospital’, ‘outpatients’ and ‘nurs-

ing home’, for location of care; ‘once per

week’, ‘3 times per week’, ‘7 times per week’

and ‘15 times per week’, for frequency of care;

and ‘support worker’, ‘nurse’, ‘therapist’ and

‘doctor’, for the principal carer. For the pur-

pose of this study, the term ‘therapist’ refers to

a physiotherapist, dietician, podiatrist, speech

and language therapist, social worker or other

manifestation of the term ‘therapist’ that the

participant related to in terms of their care-

giver.

Thirdly, different service configurations were

identified in order to make a set of choices.

This subset of service configurations were iden-

tified using an orthogonal array (Oa16.5.4.2)

which identifies 16 service configurations.17

Pairings, or choice sets, were created using the

minimal overlap approach identified in previ-

ous work.18 Giving answers to all sixteen

choice sets was considered to be too taxing for

some patients in the proposed sample, and so,

the set of choices was split into two groups of

8 choices. An example of one choice set is

shown in Table 1.

The interview schedule

The interview started with questions to elicit

the patient characteristics, their use of services,

their level of care needs as assessed by a thera-

pist and measured on a 9-point ordinal scale as

a proxy for the severity of patient illness and

to identify potential patient groups based on
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their level of service requirement,19 their degree

of functioning as measured by the Therapy

Outcome Measures Scale (TOMS)20 and their

health-related quality of life as measured by

the EQ-5D (formerly the Euro-Qol).21

The TOMS is a therapist-rated outcome mea-

sure used principally within rehabilitation.20 It

contains four dimensions based on the World

Health Organizations International Classifica-

tion of Functioning22 describing care needs in

relation to impairment, activity, social partici-

pation and well-being. Each dimension is scored

on an 11-point scale (0–5, including half-points).

Lower scores indicate higher levels of impair-

ment. The EQ-5D is a simple, patient completed,

generic quality-of-life measure with five domains,

each described via a single question with three

response categories. For this study, it serves as a

summary measure of health-related quality of life,

ranging from 1 indicating full health to �0.6 indi-

cating worst possible health.21

Prior to the choice sets, three questions

asked the respondent how they rated the

importance of the three dimensions of care on

a four-point response scale ranging from ‘very

important’ to ‘not important’. Patients were

then asked which type of therapist they would

prefer from a choice of physiotherapist, dieti-

cian, podiatrist, speech and language therapist,

social worker or other. From this information,

the interviewer personalized the patient’s pre-

ferred choice of therapist in the pairwise

choices. This personalization of health-care

worker removed the possibility of the therapist

being irrelevant to the respondent’s care and

thereby making the choice meaningless.

Following the discrete choice experiment,

two further questions were asked to determine

whether the experiment was fully understood

by the respondents. Finally, the participant

was asked ‘did they miss out any aspects of

your care that you feel important? If yes, what

are they?’ Furthermore, although participants

were not formally invited to ask questions dur-

ing the interview, the interviewer clarified any

questions that did arise and this was recorded.

Two versions of the interview schedule were

produced, each with eight separate choice sets.

These two versions were randomly allocated to

patients.

Participants and recruitment

Participants were current patients of an inter-

mediate care service within a large city. The

study received ethical approved from the local

research ethics committee (ethics approval

number 07/Q2305/45). The ethical consider-

ations for this study were equity of participa-

tion, the risks of respondent burden and/or

distress, maintaining participant confidentiality,

and the consideration of the trade-off of the

risks versus the benefits to the participants.

Due to the complexity of the study design and

the questions, patients who were unable to

communicate in English or had severe cognitive

impairment were excluded from the study.

Cognitive ability was assessed by the patient’s

ability to complete informed consent, and this

was judged in advance by a professional mem-

ber of staff who was familiar with the patient.

Sample size

A target of 200 patients was set. Sample size

calculations based on anticipated effect sizes,

or any other rules, have not been produced by

previous applications of DCEs. A review of

Table 1 One possible choice of service configurations*

Type of care A OR Type of care B

Care own home, with Care in hospital, with

Contact once per week, and Contact 15 times per week, and

A support worker delivering most of your care A doctor delivering most of your care

*Each card contains three components relating to place of care, frequency of care and the practitioner who provides the care. For each card

shown, participants must pick whether the prefer type A or type B or ‘don’t know’.
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recent studies showed that sample sizes for

interview-based studies generally range from 50

to 300 respondents.23–27 Larger studies have

been untaken, but these tend to be when postal

questionnaires are the source of data and when

more scenarios need to be evaluated.28 The

sample size of 200 was therefore larger than

some previous studies, but was thought neces-

sary given likely missing data rates in the

patient population and the need for subgroup

analyses.

Data analysis

The data from the DCE were analysed using a

random effects probit model within STATA,

which estimates the impact of each attribute on

the probability of ‘B’ being chosen. Probit

regression is similar to logistic regression which

is more widely used in multivariate analyses of

probabilities. The key difference is that the two

approaches relate to difference shaped distribu-

tions between 0 and 1. However, both share

the general properties of the coefficients being

non-linearly related to the estimated probabil-

ity with their signs and magnitudes reflecting

the direction and relative size of any relation-

ship. Consequently, the estimated coefficients

indicate the importance of the different attri-

butes on individual preferences. A positive sign

on a coefficient indicates that as the level of

the attribute increases so does the utility

derived and vice versa. As a secondary analysis,

differences in the preferences between patient

subgroups were tested. The subgroups exam-

ined were service needs, health-related quality

of life (as measured by the EQ5D) and care

needs (as measured by the TOMs).

Results

Only 77 interviews were undertaken, short of the

target of 200 interviews. The principal reasons

for this were a delay in research governance

approval, a lack of patients being referred

through to the study from some of the teams

and a block on undertaking interviews within

day care facilities over concerns that it would

interfere with the smooth running of the ser-

vices. However, all patients responded to at least

one set of choices with only 31 of a total of 616

choices being coded as ‘don’t know’, which

includes any reason for a choice not being made.

The sociodemographic characteristics of the

sample are described in Table 2. A large

majority of the sample were over the age of 70,

with a small majority over the age of 80, and

62% were female. The sample had generally

poor health as measured by the EQ-5D, with

only four patients scoring over 0.8 (where one

is full health and zero represents a health state

considered by the general population to be

equally preferable to being dead). Seven

patients had negative scores, which represent

health state considered by the general popula-

tion to be worse than death.

Current care requirements of the sample are

described in Table 3. The most common level

of care category suggested that the patients

required a prevention and or maintenance pro-

gramme (49%). Very few patients had very

specific, complex care (levels of care 5–8). The
majority of patients received their care at out-

patient or day hospital visits. Only 42% of

patients received care more than once per week

through contacts with health professionals

although 10% received more than 14 contacts

per week. Therapists were the principal profes-

sional carer for around two-thirds of the sam-

ple, with support workers being the principal

carer for a quarter, and <10% of patients

receiving the bulk of their care from either

nurses or doctors.

Table 2 Sociodemographic characteristics of the sample

Characteristic Type Proportion (%)

Gender Male 37.7

Age <70 9.1

70–79 37.7

80–89 48.0

90+ 5.2

EQ-5D <0 9.1

0–0.39 13.0

0.4–0.69 54.5

0.7–1 23.4
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When asked to rate the importance of the

different aspects of care that were used to

derive the choice sets within the DCE

(Table 4), it appears that location of care is the

most important consideration. Frequency of

care and type of carer appears less important,

although still 80–90% of patients rated this as

quite or very important.

Prior to the multivariate analysis of the

choice data, which forms the central part of a

DCE, we undertook a simple univariate analy-

sis by identifying the proportion of times that

a choice favoured an individual characteristic

of a service regardless of the other characteris-

tics. Figure 1 shows that for location of care,

‘home’ appears to be clearly favoured, with

hospital and residential care preferred least.

The regression analysis shows a clearer pic-

ture (Table 5). For the full sample, home-based

care is the most preferred as all other locations

(which are measured relative to home care) have

negative and statistically significant coefficients.

Hospital and residential care have the largest

negative impact on patient preference and have

P-values <0.001. The most intensive form of

therapy, with 15 contacts per week, is least pre-

ferred, and this is statistically significant. No

other aspects of care have a statistically signifi-

cant effect on preference. The subgroup analy-

ses are generally supportive of these results, but

with a few noticeable alterations.

Using the estimated regression equations, we

can calculate the mean utility of the sample for

each combination of care characteristics. With

four levels for each of the three care character-

istics, 64 possible care packages can be defined.

A selected set of care packages are listed in

Table 6 in rank order.

Table 3 Current care of the sample

Characteristic Type Proportion (%)

Level of care Client does not need any intervention 6.5

Client needs prevention/maintenance 49.4

Client needs convalescence/respite 1.3

Client needs slow stream rehabilitation 1.3

Client needs regular rehabilitation 28.6

Client needs intensive rehabilitation 2.6

Client needs specific treatment for individual acute disability 7.8

Client needs medical care and rehabilitation 1.3

Client needs rehabilitation for complex disabling condition 1.3

Place of care At home 23.4

Outpatient visits/day hospital 75.3

Nursing home 1.3

Frequency of care 0–1 contacts per week 58.4

1.1–7 contacts per week 24.7

7.1–14 contacts per week 6.5

>14 contacts per week 10.4

Principal carer Support worker 23.4

Nurse 5.2

Therapist 67.5

Doctor 2.6

Table 4 Importance of different aspects of care

Aspect of care Very important Quite important Little importance Not important

Location 72.7 24.7 1.3 1.3

Frequency 58.4 31.2 7.8 2.6

Type of carer 58.4 20.8 18.2 2.6
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At the end of the interview, patients were

asked to assess their difficulty in answering

the questions. 5% found the questions to be

‘very hard’, 22% ‘hard’ 26% ‘okay’, 29%

‘easy’ and 18% ‘very easy’. Likewise, when

asked whether the descriptions of care seemed

sensible, 18% thought them to be ‘very sensi-

ble’, 29% ‘moderately sensible’, 34% ‘okay’

15% ‘not sensible’ and 4% thought they

‘made ‘no sense’.

Discussion

The DCE shows that whilst all aspects of care

impact on the preferences of patients receiving

intermediate care, location of care was the

most important with care at home being most

preferred, with residential home and hospital

care least preferred. Given that the need to

move care ‘closer to home’ is a key underpin-

ning policy assumption that has driven the

growth of intermediate care in the UK, this is

an important finding.1 It is interesting to note

that patients did not demonstrate an over-

whelming desire to have frequent contacts,

particularly among the healthier patients who

appear to want contact with health profes-

sionals no more than once per week. There

was strong evidence that intensive therapy

(>15 contacts per week) was not a desirable

option. The subgroup analysis suggests only
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small variations in preferences for services

associated with health and care needs of the

patient. This finding has important implica-

tions for the interdisciplinary provision of

home-based services to reduce the need for

multiple providers to deliver different compo-

nents of care. In other words, where there is

the option for a single health-care provider to

address multiple health-care needs, this is pref-

erable to allowing several different service pro-

viders to enter the patient’s home.

Perhaps, the greatest strength of the DCE

approach is reflected in Table 6, which illus-

trates how preferences for care packages are

not ‘all-or-nothing’. This shows that whilst

there was a strong preference for care at home,

respondents were willing to trade this off if

other aspects of care were available at other

locations. For example, daily outpatient ther-

apy from a therapist was preferable to home

care with twice daily contact with a doctor

(rankings 15 and 21, respectively), although

this difference was not statistically significant

at the 5% level. From a service provider’s per-

spective, this is important, as it shows that

even with constraints on some aspects of the

service, for example the staffing of home care,

patient satisfaction could potentially be main-

tained by providing a different type of care in

an alternative setting.

The results suggest that patients have no

clear preferences for different types of staff.

This reinforces the existing literature about

patient preferences for different types of

health-care providers in community-based

rehabilitation. For example, in evaluations of

the introduction of assistant practitioner roles,

patients often have difficulty distinguishing

between different staff types and generally

express no specific preferences for specific staff

as long as the practitioner is appropriately

trained, supported and competent.11,29

From a provider and service perspective, a

wide range of skills are required to meet the dis-

parate care needs of this patient group. There-

fore, it makes sense that a smaller number of

practitioners are trained to deliver the range of

roles, rather than imposing a large, multidisci-

plinary team on an individual. This approach is

consistent with the introduction of generic assis-

tant practitioners and the blurring of role bound-

aries seen in some intermediate care settings.9

Study limitations

This is a heterogeneous client group, and thus,

we are disappointed that we were only able to

recruit 77 subjects particularly given that our

estimated power calculation was for 200. How-

ever, even with this number, it remains one of

the largest con joint analysis studies in this field.

One surprise was the lack of any clear pat-

tern relating to the preferences for the profes-

sional group of the principal professional

Table 6 Rankings of selected care packages

Location

Frequency*

(pw) Principal carer

Linear predicted

value (LPV)†
95% confidence

interval of LPV Rank‡

Home 7 Therapist 0.30 �0.27 to 0.88 1

Home 3 Support worker 0.02 �0.22 to 0.27 11

Outpatients 7 Therapist �0.09 �0.78 to 0.61 15

Outpatients 1 Nurse �0.17 �0.63 to 0.29 20

Home 15 Doctor �0.20 �0.71 to 0.31 21

Outpatients 15 Doctor �0.59 �1.22 to 0.05 37

Residential home 1 Therapist �0.69 �1.28 to �0.09 43

Hospital 15 Nurse �0.83 �1.25 to �0.40 52

Residential home 15 Support worker �1.23 �1.60 to �0.86 64

*pw = Per week.
†The linear predicted value is produced using the probit coefficients from the all respondent results in Table 5. Higher values represent more

preferred scenarios. The upper and lower limits for this study are 0.3 and �1.23.
‡1 = best, 64 = worst.
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carer. Only in the subgroup of sick patients

(EQ5D < 0.5) was there a statistically signifi-

cant relationship with preference which in this

group was to have nursing care. This possibly

reflects the diverse mix of needs and prefer-

ences among the respondents, even when sub-

groups were examined. It may also reflect a

genuine lack of understanding of the roles of

different employed caregivers and as such the

ability to discern between and hence have a

preference for specific professions. For exam-

ple, patients often struggle to identify the dif-

ference between qualified and support staff

particularly as they age.30 This may be particu-

larly difficult in this setting, given the frequent

blurring of professional boundaries within the

intermediate care workforce.

Other reasons for the lack of a clearer pic-

ture should also be considered. Firstly, the

sample was heterogeneous in terms of disabili-

ties and care needs, and as such, ‘unclear’ pref-

erences for staff across the sample may be

masking strong, yet conflicting, preferences

among subgroups. This issue could also pertain

to the groups that were not included in the

study, specifically people who were excluded

because the study was unable to address their

communication requirements, whether cogni-

tive or linguistic. By the nature of their exclu-

sion, these subgroups are likely to have

different requirements, and therefore prefer-

ences to meet their needs which this methodol-

ogy was unable to capture.

Intermediate care, by nature, addresses the

needs of heterogeneous patients, and to date,

there are no commonly accepted ways of classi-

fying patient subgroups within this patient

population.2,13 It is possible that patients with

more discrete or more acute health problems

may have clearer preferences for service and

staffing types. It is equally plausible that in a

service that is predominantly community based

and designed to restore or optimize function,

patients may want the least obtrusive model of

care to aid their restoration and recovery,

regardless of the type of role. Further research

is required to ascertain the relationships

between nature and acuity of illness and

patient preferences for staffing and service

types.

Secondly, a sizeable proportion of respon-

dents found the questions to be hard (26%), or

not sensible (20%). This, we interpreted as sug-

gesting that the options were not appropriate

for their particular situation. These problems

can manifest themselves in two ways: missing

data and arbitrary responses. Given the low

rates of missing data, it is possible therefore

that many responses were arbitrary. Whilst this

does not bias the results, it does reduce our

ability to identify ‘real’ preferences among the

‘noise’. It is difficult to see how this can be

reduced within this patient population; inter-

views were undertaken to improve the quality

of response, and the scenarios were kept sim-

ple. It is possible that we oversimplified scenar-

ios such that they were no longer ‘sensible’;

however, it is likely that greater complexity

would have increased the number of patients

considering the questions to be hard. We also

limited the number of choice sets given to each

respondent to reduce burden. However, this

can introduce other problems as intraperson

variability is increased and respondents have

little opportunity to learn about the elicitation

process and potentially generate more accurate

responses. Whether more choices could be

given to an elderly and frail population, how-

ever, is open to question from both research

and ethical perspectives.

Finally, the lack of a clear picture with

regard to some of the aspects of care may be

due to the sample size. Whilst we had hoped to

recruit 200 patients, only 77 were eventually

included in the study. This has a direct effect

on the power of the study to detect relation-

ships within the data. This highlights a general

limitation of discrete choice experiments that is

rarely discussed; identifying what is an impor-

tant difference in preferences and powering the

study on identifying those differences is not

straightforward. Greater participant numbers

would provide more robust findings and sub-

group analyses, but it is difficult to estimate

what sample size would be sufficient to identify

an important difference in preferences for any
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given power. However, even in the presence of

many P-values above conventional levels of

significant, our conclusions identify the over-

whelming importance of location of care to this

patient group and represent an important start-

ing point for defining patient-focussed care

packages for this group.

Whilst we highlight that the findings are use-

ful when considering service provision, it is

clear that the scenarios are simplifications.

Consequently, service configurations will

include aspects of care that were not consid-

ered here, but those patients may have strong

views on. For example, within our broader

programme of research, we have raised the

importance of multidisciplinary working,15 yet

we were unable to capture this within the

DCE. Even with the simple design, we chose to

explore in this study, some unlikely scenarios

were generated through the DCE design pro-

cess, for example doctors visiting patients 14

times per week. We could have mitigated this

through a more restricted set of levels within

ranges, but this would then have removed

important care packages (such as support

workers visiting 15 times per week). Clearly,

there is a trade-off between the comprehensive-

ness of care packages described and the plausi-

bility of the packages that patients are asked to

choose between. However, whilst some of the

scenarios were unlikely, given that the vast

majority of respondents considered the ques-

tions to be sensible, we feel that this did not

unduly impact on the validity of our findings.

The study was undertaken within a single

organization, and the majority of patients were

referred from a single team (of a possible six).

Clearly, this will not produce generalizable

findings beyond the city or even that team.

However, given the diversity of intermediate

care provision, any study of this type that tries

to generate generalizable findings will need to

include other dimensions of care so that the

full range of care models are described. As we

discussed earlier, this will automatically pro-

duce more complex pairwise choices which will

have the potential to make the interview too

difficult for many respondents. More complex

research designs may also produce a greater

number of unlikely care packages, which may

impact on the quality of responses.

This study shows that the DCE approach

can be used to identify care packages that

allow the quantification of patient preferences.

However, fitting these data into a fuller evalua-

tion of intermediate care services incorporating

costs, patient outcomes and issues relating to

workforce dynamics (e.g. team working)

remain challenging.15

The key questions to answer in further

research are the degree to which a more com-

plex DCE is necessary that takes into consider-

ation other aspects of the care packages

offered, and the way in which the DCE results

can be combined with cost and outcome data

to identify the most cost-effective service con-

figuration that meets the diverse care needs

seen across patient populations.

Conclusions

The DCE interview captured data on a wide

range of patients, with varying health and care

needs. Whilst some patients found the choice

questions to be hard, all patients were able to

answer some, and overall missing data rates

were low. The results show that the most

important aspect of care is the location, with

home care the most preferred option. Some

variations are seen among subgroups, with

healthier patients preferring less intensive care

or support. There is little evidence for one type

of principal carer over another.
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