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Abstract 

Background: Primary care nurses can assist General Practitioner’s to identify cognition concerns and support patient 
health self-management for those experiencing cognitive impairment or dementia. This support may lead to more 
appropriate care and better health outcomes for this group. Consequently, there is a need to identify the role of the 
primary care nurse in dementia care provision, nurse perceptions of this role and to also understand the barriers and 
enablers that may influence any current or potential primary care nurse role in dementia care provision.

Methods: Eight focus groups were conducted with a total of 36 primary care nurses. Data was transcribed verbatim 
and thematically analysed.

Results: There was a high level of agreement between primary care nurses that they had a role in provision of 
dementia care. This role was largely attributed to the strong therapeutic relationship between nurses and patients. 
However, dementia care provision was not without its challenges, including a perceived lack of knowledge, limited 
resources and the hierarchical nature of general practice. Three main themes were identified: personal attributes of 
the primary care nurse; professional attributes of the primary care nurse role and the context of practice. Six sub-
themes were identified: knowing the person; overcoming stigma; providing holistic care; knowing what to do; team 
culture and working in the system.

Conclusions: The findings of this study suggest primary care nurses have a role in dementia care provision and, there 
is a need to provide support for the nurse to deliver person-centred health care in the context of cognitive impair-
ment. As the demand for good quality primary care for people living with dementia increases, the role of the primary 
care nurse should be considered in primary care policy discussions. The knowledge gained from this study could be 
useful in informing dementia training content, to provide better prompts in the health assessment and care planning 
templates used by primary care nurses to better identify the care needs of people with a cognitive impairment and to 
develop dementia care guidelines for primary care nurses.
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Background
Due to the increasing economic and social impacts asso-
ciated with aging populations, there is increasing health 
policy pressure, worldwide, to shift dementia care away 
from specialist secondary care into the primary care 

setting. [1, 2]. The benefits of a primary care led approach 
to dementia care include the potential provision of more 
holistic care [3] and a more cost-effective use of health 
care resources [4, 5]. However, a recent review of inter-
national literature revealed that primary care often fails 
people living with dementia [6–9]. Currently, both over-
seas and in Australia, dementia is reluctantly disclosed, 
poorly recognised, under diagnosed and less than opti-
mally managed in the primary care setting [10].
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While it is acknowledged that the management of 
dementia with its progressive cognitive, functional, 
physical and psychiatric changes is complex [10], peo-
ple living with dementia (PLWD) have a fundamental 
human right to accessible, equitable primary care [11]. 
Barriers to the provision of optimal care include high 
care demands, requiring increased time, and continuing 
care which may result in the needs of people living with 
dementia not able to be met by the General Practitioner 
(GP) alone [1, 8, 12].

Early identification of cognitive changes and individu-
alised care plans should reflect an understanding of how 
the person’s cognition may be influencing their self-care 
and adherence to health management strategies [13]. 
Whole-person dementia care that includes medical, 
social and psychological domains [14] and resists frag-
mented approaches to care [9] could lead to improved 
health outcomes for people with dementia and their fam-
ily carers.

World-wide, nurses constitute the largest workforce 
in the primary care setting [15]. A recent systematic 
review investigating the roles of registered nurses in pri-
mary care across six countries found primary care nurses 
(PCNs) are responsible for clinical care, risk assessment, 
patient education and chronic disease management [16]. 
They also play a vital role in coordinating patient care 
before, during, and after the GP encounter [17] and nurs-
ing care has been identified as critical in meeting the 
health care needs and promoting quality of care for peo-
ple living with dementia [18, 19].

The potential value of expanding the existing PCN role 
to include recognition and management of dementia 
has been acknowledged in international literature [12, 
20, 21]. As co-morbidity in people living with demen-
tia is high [22, 23], the PCN is likely to have established 
a therapeutic relationship with people with cognitive 
decline through routine primary care treatment, health 
assessments and chronic disease management. How-
ever, despite evidence supporting the involvement of 
the PCN in the recognition and care of people living 
with dementia and their support person(s), there is lit-
tle evidence on the primary care nurse role in dementia 
care provision [24].

PCNs are an established workforce within primary care 
and accepted by patients, the community, General Prac-
titioners and other health providers. Therefore, PCNs 
supporting the GP to identify cognition concerns and 
support patient health self-management in the context 
of cognitive impairment will likely lead to more appro-
priate care and better health outcomes for patients with 
existing or emerging cognitive impairment or dementia 
and their carers/family members. In 2015, Alzheimer’s 
Australia, now known as Dementia Australia, called for 

greater utilisation of nurses working in General Practice 
as a sustainable and cost-effective means of better meet-
ing the health care needs for people with dementia and 
their support persons [25]. Mobilising this untapped 
PCN workforce has potential to reduce the time and cost 
needed to meet the health care needs of PLWD [1].

This paper reports on the perceptions of Australian 
primary care nurses, referred to as Practice Nurses (PN), 
and what they see as their role in the provision of demen-
tia care in the General Practice setting and identification 
of barriers and enablers that may influence any potential 
role.

Methods
Research aim
In order to better understand PNs’ perceptions of their 
current and potential role in dementia care provision, the 
aims of this study were to:

1. identify the PN roles in dementia care provision
2. understand the barriers and enablers influencing the 

role of the PN in dementia care provision

Design
A qualitative focus group methodology was used. Focus 
groups are facilitated group interviews that generate data 
through the opinions expressed by purposively selected 
participants individually and collectively on a particular 
topic of interest [26]. Focus groups are an efficient way 
to collect data [27] and are useful when current knowl-
edge about a group or individual experience of a situa-
tion or event is limited because the group discussion can 
generate ideas that others can reflect on, and which some 
participants may not have explicitly thought about previ-
ously [28].

Method Sampling
A purposive sample of PNs, qualified as a Registered or 
Enrolled Nurse, working in GP Clinics located in west-
ern Victoria, Australia, who attended a dementia educa-
tion session prior to the focus group. Enrolled Nurses 
have completed a two year Diploma of Nursing and work 
under the supervision of a Registered Nurse.

Recruitment of participants
Registered and Enrolled Nurses working in General Prac-
tice were invited to participate in the study, in conjunc-
tion with promotion of an education session, through the 
Western Victoria Primary Health Network social media 
and through direct invitations sent to individual GP Clin-
ics by email and letter.
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Focus groups were conducted after each of eight edu-
cation sessions titled “Cognitive Care in General Prac-
tice: Managing the whole patient pathway” scheduled at 
six sites in regional Victoria: Geelong, Ballarat, Horsham, 
Ararat, Daylesford and Warrnambool (Fig. 1). Two edu-
cation sessions were conducted in each of Ballarat and 
Geelong and one session was conducted in each other 
location. The education sessions were conducted by two 
authors of this paper (CG, MY). Information on demen-
tia and appropriate chronic disease management care 
planning for people for people with cognitive impair-
ment in General Practice was provided. In Australia, GPs 
are funded under Medicare to develop chronic disease 
management care plan with eligible patients [29]. This is 
a documented plan  of action developed collaboratively 
between the patient and the GP, or PN on behalf of the 
GP. The plan identifies individual health and care needs, 
describes individualised chronic disease self-manage-
ment strategies, sets out the services to be provided by 
the GP and provides access to services that are required 
for ongoing maintenance of health issues.

The education sessions targeted both GPs and PNs and 
was supported by the Western Victorian Primary Health 
Network (WVPHN). The role of the Australian Com-
monwealth funded WVPHN is to facilitate the delivery of 
best practice primary health care across western Victoria 
which comprises 21 local government areas and a total 
population of approximately 618,000 people [30].

Nurses were given the option to leave prior to the com-
mencement of the focus group. PNs who participated 
in the focus group discussion were offered a $25 Coles-
Myer gift card in appreciation of their time to participate. 
This offer was included in the invitation to participate 
(Fig. 2).

Data collection
The education and focus group events were held on 
mid-week evenings in September–October 2018. One 
hour was allowed for the education session and 45 min 
for the focus group with a supper break provided in 
between. The events were conducted in local venues 
including Western Victoria Primary Health Network 
meeting rooms and local community centres. In each 

setting participants sat around a table in clear view of 
each other.

The focus groups were moderated by a facilitator (CG, 
author and PhD student) and an assistant (LG, Regis-
tered Nurse with primary care experience) and followed 
a semi-structured interview guide with questions and 
prompts designed to elicit information on the role of the 
PN in dementia care provision. Both facilitator and assis-
tant had completed a two-day group facilitation training 
workshop. All PNs who attended the education stayed for 
the focus group discussion.

A signed consent form and participant demograph-
ics sheet were collected prior to commencement of the 
focus group session. The focus group discussion was 
audio-recorded with consent and transcribed verbatim 
by a professional medical transcription service. Follow-
ing each focus group, the facilitator and assistant shared 
observations of the focus group participant’s non‐verbal 
interactions and group dynamics. These observations 
were documented as field notes and supplemented the 
transcribed data. The transcripts were not checked by 
participants. As described in Sandelowski (1993) mem-
ber validation is an on-going process and clarification of 
meaning was sought at the time of discussion [31].

Interview guide
Six focus group questions were designed, by the authors, 
to probe participant experience on topics related to the 
research question. The questions (Table  1) were pro-
jected onto a screen in view of all participants to prompt 
discussion and maintain focus. Spontaneity of discussion 
was encouraged, and the facilitator actively drew partici-
pants back to the study topic only if the conversation was 
clearly irrelevant to the study topic or when there was 
repetition of the same issue.

Focus group duration
The focus groups varied in duration from 23 – 42  min 
with an average of 33  min. (Total 260  min). Resource 
availability limited the number of focus groups to six, 
however data saturation had been reached at this time 
with similar discussion content emerging across all 
groups.

Fig. 1 Illustrates the design of the education eventwith the inclusion of the focus group
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Group dynamics
The contributions of participants were balanced 
across the focus groups. In one group there was a 
dominant participant who was focussed on one issue 
and provided little opportunity for others to con-
tribute. This was moderated by re-iterating that all 
participant contributions were essential and shifting 
attention to other participants. In a different group 
a participant emailed the facilitator after the session 
to state she felt constrained in the conversation as 
her Practice Manager was present. This participant 
was invited to email any comments she would like to 
add to the facilitator, but no further information was 
forthcoming.

Data analysis
Transcribed data were entered into the NVivo11 qualita-
tive software [32] aiding data management and thematic 
analysis. Thematic coding of the focus group data fol-
lowed Braun and Clarke’s [33] six phase process: familiar-
isation with the data, coding, generating initial themes, 
reviewing themes, defining and naming themes and writ-
ing up.

All authors read at least two transcripts and partici-
pated in an initial exploration of themes generated in a 
group discussion. Two coders (CG, AH) coded all the 
data, and a third coder (DG) was called upon to resolve 
any discrepancies in the coding. A detailed record of the 
data collection and data analysis phases was maintained 
to allow auditing of the data analysis process and find-
ings. All data were available for the other study investiga-
tors to access.

Trustworthiness
A rigorous approach to data analysis was achieved by 
systematically following Braun and Clarke’s method of 
thematic analysis [33]. This study meets Guba and Lin-
coln’s trustworthiness criteria: credibility, dependabil-
ity, conformability, and transferability and authenticity 

Fig. 2 Illustrates the participant recruitment process

Table 1 Focus group interview guide

● Do you discuss cognitive impairment with your patients?

● How would you describe dementia appropriate care/ cognitively 
aware chronic disease management?

● Is there value acknowledging dementia in care planning?

● Whose role is the recognition and management of dementia?

● What would be helpful in supporting you in dementia care provision?

● What prevents you providing dementia care?
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[34]. Credibility was achieved with two coders (CG, AH) 
independently coding the data which was then cross-
checked for consistency. Any discrepancy was discussed 
until agreement about themes were reached. A reflex-
ive attitude was maintained throughout, with the focus 
group facilitator (CG) acknowledging her own subjectiv-
ity as a nurse with PN experience and the influence that 
this may have had on the study. The focus group facili-
tator and assistant exchanged observations of the group 
dynamic and discussion after each session and notes were 
recorded. Dependability was met through prolonged 
engagement, observation and clarifying meaning with 
participants. Conformability and transferability were met 
with thick description using narratives and maintaining 
an audit trail. The use of participant quotes expressing 
feelings and emotions associated with their experiences 
provides authenticity.

Patient and public involvement
There was no patient or public involvement in this study.

Results
Participants
Eight focus groups were conducted with PNs (N = 36 in 
total), with group sizes ranging from two to nine par-
ticipants. All PNs who attended the education session 
elected to stay and participate in the focus group. There 
were no non-participants present.

Table 2 presents participant demographics.

Thematic findings
Analysis of the data identified three themes with six sub-
themes as illustrated in Fig. 3.

Theme 1 Personal attributes of the PN
Knowing the person
There was a high level of agreement, across all FGs, that 
PNs have a therapeutic relationship with patients that 
supports the recognition and discussion of cognitive 
changes. The nurses described how knowing patients 
over a period of time provided the opportunity to notice 
changes in the patient’s presentation and behaviour.

“You’ve got this husband and wife coming in, and 
you know they’re falling apart because you see 
them all the time. She’s coming in all dishevelled.” 
(FG3)
“if they’re doing something and then something 
changes, as in they used to be able to do it and then 
they couldn’t do it … so I’m noticing this is going on 
today, how is everything? You don’t seem yourself ” 
(FG8)

All PNs described trust as a key characteristic of the 
nurse-patient relationship. This trust supported demen-
tia care provision.

“there’s a trust comes between you and the patient. 
They feel very threatened by families saying, mum, 
you’re getting dementia. But you can - a nurse, the 
nurse can suggest little things and they don’t feel as 
threatened” (FG6)

It was acknowledged in all FGs that both the GP 
and nurse have a role in the recognition of cogni-
tive changes, but the nurse has the advantage having 
a different relationship, and also time, that supports 
disclosure.

“But by gaining that therapeutic trust building up, 
that relationship with them. Having that extra time 
to listen to them ramble on a little bit. That’s where 
we’re probably going to get a better picture. Also 
having that little bit of extra time with them allows 
us visually to see how they behave, how they inter-
act. How their thought processes work instead of just 
perhaps putting them on the spot in that brief GP 

Table 2 Participant characteristics

Characteristic N (%)

Age range (years)
20–29 2 (6%)

30–39 4 (11%)

40–49 5 (14%)

50–59 17 (47%)

60–69 8 (22%)

Gender
Male 1 (3%)

Female 35 (97%)

Qualification
Registered Nurse 30 (83%)

Enrolled Nurse 4 (11%)

Years of practice as PN
Less than 1 5 (15%)

1–2 1 (3%)

2–5 6 (18%)

5-10 6 (18%)

 > 10 16 (45%)

Chronic disease management part of role
Yes 31 (86%)

No 5 (14%)

Self-reported completion of any type of dementia training in 
addition to the education provided prior to the focus group

Yes 24 (67%)

No 12 (33%)
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type setting”(FG1)
“the GPs feel that their relationship can be threat-
ened if they broach the subject …we have the gift 
of time … we can actually build rapport with the 
patient and speak to them”(FG2)

Overcoming stigma
In all FGs, the nurses discussed the impact of negative 
assumptions associated with dementia in terms of both 
patient and nurse perceptions of dementia. Perceived 
stigma made conversation about dementia challenging, 
undermining provision of dementia care.

PNs were in high agreement that dementia care provision 
was limited when patients were reluctant to discuss cogni-
tive changes as “they still see it as a real fear” (FG6) and “one 
of the biggest barriers is patient acceptance” (FG1). How-
ever, it was acknowledged that these difficult conversations 
needed to be had if appropriate care was to be provided.

“if we’re all just having it [the conversation with] 
everybody… you know it becomes more normal…
It’s a bit like depression; once upon a time, nobody 
talked about it. Well most people are happy to talk 
about it now that it’s not as scary. Whereas demen-
tia is still pretty scary”(FG5)

Fig. 3 Final three themes with six sub-themes
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Some PNs, across all FGs, demonstrated their own neg-
ative attitudes to people living with dementia, potentially 
undermining good dementia care provision. The nurses 
generally used positive language but there were occasions 
when inappropriate language was used; for example, “this 
patient’s saying, no, I’m all fine. I’m thinking, you’re as 
demented as anything” (FG6). When asked about possible 
barriers to developing chronic disease management care 
plans with people living with dementia, it was suggested 
that a care plan could not be developed because the nurse 
may not be “Getting a straight story” (FG1) or concerns 
that “What they’re telling you is the truth, for one” (FG7).

Theme 2 Professional attributes of the PN role
Caring holistically
All focus group participants described their nursing care 
as holistic and that this approach supported the provision 
of dementia care.

“when I first started nursing it was very task orien-
tated. You told the patient what to do and they were 
expected to do it. But now the push is for the holistic 
view. So you’re looking at not just the disease, you’re 
looking at them as a person and their whole lifestyle. 
So even if you’re not thinking cognitively, if you are 
thinking of the holistic patient, the cognitive stuff 
starts popping up”(FG3)

When explored more closely, although the PNs perceived 
their care as holistic, the majority of nurses described dis-
ease specific and clinically focussed care planning.

“I haven’t probably pushed enough in that cognitive 
sort of side of things. I’m really concentrating on the 
physical, you know, medical things”(FG8)

Despite the disease focussed nature of care plans if 
the PN was to include cognition most nurses stated they 
would not address cognition separately.

“All our care plans are based around musculoskeletal, 
cardiovascular or diabetes. I don’t think I’d do it sepa-
rately, I’d incorporate it into everything else”(FG7)

One group did spend some time exploring whether a 
cognition-specific care plan would be useful.

“it’s such a big topic it could be - it could be a care 
plan or whatever on its own… Is there an actual 
assessment you can do separately?”(FG2)

The majority of PNs saw the assessment and man-
agement of the impact of cognitive impairment as 
an additional task rather than something to inte-
grate throughout chronic disease education and 
management.

“they are coming for generally a specific thing like dia-
betes or something like that. So, you do - you touch on 
their mood and that sort of stuff. Sometimes it can just 
be hard to move over to… When you’ve got so many 
other things you’ve got to look at”(FG2)

By viewing cognitive assessment and management as 
an additional task, most nurses stated that it would add 
time that nurses did not have.

“Sometimes time constraints would stop you. You 
haven’t got time to… sit with them and go through 
all the cognitive stuff”(FG4)

Some nurses did not perceive time as a limitation, 
describing an opportunity to gather information about 
cognitive changes with subsequent visits potentially pro-
viding a more holistic approach.

“We need a follow-up to see what changes have 
occurred and then we need to plan care, support 
and carer support appropriately”(FG2)

Despite the limitations described by disease focussed 
care planning and perceived lack of time to address cog-
nitive changes, the majority of PNs did see value in con-
sidering cognition in care planning as it was part of the 
person.

“It doesn’t matter where the cognition impairment 
comes, whether it’s early in the cardiac disease, or 
late in the cardiac disease, we’ve got to…because it’s 
combined as part of the same person, we’ve got to 
deal with it very early and make sure that we look 
after people early on(FG6)

Exploring cognitive impairment in care planning was 
perceived to improve quality of care as it helped correctly 
identify the cause of health concerns leading to appropri-
ate management.

“I just think it’s a huge area that’s lacking and I 
think we can do a lot as a practice nurse…we’re see-
ing those patients coming with high blood pressure, 
high blood sugar, but why? Why are they missing the 
medication, why aren’t they - you know that sort of 
thing”(FG3)

Despite PNs, across all FGs, describing their nursing 
practice as holistic, in only one focus group did nurses 
clearly articulate the need to address dementia in chronic 
disease management care planning. However, they did 
not describe how they might do this.

“It isn’t all just about facts and figures. It’s not about 
the one disease or the one comorbidity, it’s the whole 
lot impacting on each other … you can’t isolate one 
disease from the other. You’ve got to - if someone’s got 
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dementia and diabetes, for example, you can’t just 
treat the diabetes without having stuff in place for 
the dementia and likewise”(FG7)

Knowing what to do
There was a high level of agreement across all focus 
group participants that PNs needed to know more about 
recognising dementia.

“I think we’re recognising there is an increasing need 
of recognition because it’s - a thing. It is a growing - 
it’s increasing”(FG6)

It was commonly acknowledged that asking about 
cognition was “as part of the whole package” (FG5) and 
that PNs “do not ask as regularly as we should” (FG8). 
The majority of PNs, however, admitted that they did 
not know what to do once cognitive impairment was 
identified.

“I’m just wondering what, as a nurse… what can we 
do? Is it just referring on? Or is there stuff that we 
can do of value? … What is our role other than keep-
ing an eye on them?(FG2)

In many cases this lack of knowledge left them feeling 
powerless.

“but I don’t know what to do with these people. The 
poor carer comes in and they’re nearly crying and 
pulling their hair out … but you still feel that you 
[are] useless because you don’t know what to do for 
them”(FG2)

Lack of dementia knowledge and skills was often attrib-
uted to the perception that PNs are generalist health 
practitioners and that dementia care requires specialist 
knowledge.

“we’re jack of all trades and masters of none? Like 
you’re not really focussing on one - you might go 
from that, to doing a four-year-old immunisation 
and wound care, to, you know”(FG6)

A few PNs did not perceive the identification of a 
potential problem with memory as part of their role.

“I don’t think that we should be in the role to 
say, yes I think you’ve got a problem with your 
memory”(FG2)

And many PNs stated they would want a diagnosis listed 
in the medical record before they considered the impact 
of cognitive impairment when developing a care plan.

“Yeah, when I do a care plan before I even get the 
patient in, I’ll sort of look at their problem list and 

I’ll sort of work out in my head some goals related to 
each problem that they’ve got. So then if it did have 
dementia there, I could think of something to do 
with dementia”(FG5)

The majority of FG participants recognised that 
they needed to “pick the right time to ask” (FG1) about 
memory and this skill was often attributed to the nature 
of nursing and “using that sort of sixth sense of nursing” 
(FG8).

All PNs stated the 75 + Health Assessment, a general 
health assessment for people aged 75  years and older, 
was the most appropriate opportunity to discuss cogni-
tion. Nurses described it as better fit, when compared 
to chronic disease care planning, because there was a 
prompt to ask about cognitive change and do a cognition 
screening tool, the Mini-Mental-Scale-Examination.

[Asking about cognition] “Particularly in the health 
assessments… I was going to say, not during a 
care plan. Yeah, definitely in a health assessment” 
because it’s listed on the template “You’ve sort of got 
that prompt to fill in”(FG4)

All focus group participants agreed home visits to com-
plete health assessments were optimal in recognising 
cognitive impairment.

The nurses also stated that changes could be picked up 
opportunistically in provision of clinical care.

“you’re doing a spirometry say and things weren’t 
just making sense and it was really hard to get them 
to understand... you might be able to say, so, it seems 
like you’re finding this a bit challenging. What’s dif-
ficult here? You could probably start a conversation 
there that might lead you to have some suspicion 
that you may then raise with the GP”(FG8)

When the PNs were prompted to consider how they 
would change care provision in response to identifying 
cognitive impairment, PNs in one focus group did not 
consider changes to usual care delivery and were largely 
in agreement that dementia care was primarily someone 
else’s responsibility, and saw their role as facilitating a 
referral to the Cognitive Dementia and Memory Service 
(CDAMS). CDAMS is a medical specialist diagnostic ser-
vice in Victoria, Australia.

“that’d be my first port of call would be actually to 
get a CDAMS assessment because … Have they got 
dementia or not … Yep, I think that’s the first port 
of call…When they’ve had that CDAMS assessment, 
come back and see me… When we get an outcome 
from that then there should be some recommenda-
tions or I would think from the CDAMS assess-
ment... Yeah, well they [CDAMS] can refer or [I’m 
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assuming] that they may have some case workers 
or something that they refer onto to make sure that 
sort of starts there…you can refer them onto a case 
worker that can get all those ducks in a row for 
them” (FG2)

However, the majority of PNs did identify some specific 
things they would do in response to the recognition of 
cognitive impairment. These changes included modify-
ing how they communicate with people if they identified 
cognitive impairment.

“Well, I mean you would sort of…like your wording; 
make sure that its simple things I think you mostly 
would need to do; things that they would under-
stand, yeah”(FG5)

Many PNs across the FGs discussed how they would 
provide reassurance and support by making referrals.

“the nurse reassuring the patient and the carer that 
there is help and we’ll refer you onto somebody that 
we feel can help you”(FG2)
“Getting them connected with services in the com-
munity, be it home help, Meals on Wheels, social 
groups”(FG7)

The majority of PNs would support the patient in plan-
ning for the future. Planning for the future was described 
in terms of managing day-to-day activities such as shop-
ping and medication administration. None of the partici-
pants referred to future health care directives or advance 
care planning.

“planning really early and what plans have you got 
in place? How can we give them clues to deal with 
all of those things early on”(FG6)

Determining patient supports when cognitive impair-
ment was identified was another role many PNs took on.

“finding out who their social supports are and work-
ing out - seeing if they’ll engage and assist with the 
care”(FG2)

Most nurses recognised that supporting the carer was 
important.

“you want to be able to maintain the carer, carer’s 
role and help support relationships there where you 
possibly can as well, because they’re - we all know 
what sort of stress these people are under and their 
families”(FG2)

Education sessions were seen, by some PNs, as useful in 
increasing knowledge and skills; however all PNs stated 
that the use of templates with prompts would be most 
helpful in the provision of appropriate dementia care.

“The prompting in the care plan itself, in the tem-
plate. Like we have your height, your weight, let’s 
put a cognitive assessment … Just to make you go, oh 
have I picked up anything while we’ve been discuss-
ing something…that doesn’t quite make sense”(FG7)
“They can keep you focussed, a template, I 
reckon”(FG6)
“I think it’s a very sensitive subject… So, to actually 
have a list of questions that you could ask I think 
would be handy to - the language, the words, correct 
terminology, the words that you use - it’s not going to 
be threatening to them”(FG2)

Having a specific dementia care guideline “so we’re 
not messing it up” (FG2) was also seen by most nurses as 
helpful in the provision of appropriate dementia care.

“Just this sequencing of the progression of the con-
dition, at what point do we … we need some sort 
of stage plan when we know when things get to this 
situation we need to refer onto so and so or we need 
to revisit that or where do we go to from here?”(FG2)

Theme 3 The context of practice
Team Culture
Working in practices with a strong team culture, in which 
the nurse felt respected and valued, supported collabora-
tive care with the GP, potentially increasing the quality of 
care provided to PLWD.

“I’ve worked with both extremes. You get the ones 
that are trusted and value their practice nurses…
they read everything you write in the care plan and 
take it on board, to the other end of the spectrum…
There’s still a few [GPs] around who think you’re a 
hand maiden…It’s how they value the team…Can 
you drag a GP across and go, I’m worried about Mr 
so and so, I’m a bit worried about his memory, its 
deteriorating. If the GP - if you’ve got a good team 
they’ll go, oh I’ll look into that the next time I see 
him” (FG3)

Many of the nurse participants described working 
in medical practices where they were not supported to 
function as proactive health practitioners.

“The thing is, we’ve got - we’re limited to what we can 
do. We can suggest things, but we’ve sort of - you’ve 
got to bring it to the GP’s attention sort of thing if 
it’s a patient. It’s - we can’t just go ahead and order 
things like that. It’s got to come from the GP, so we’re 
sort of…We can plant the seed, we plant the seed 
pretty much and say, you know, we’re just a bit con-
cerned about this patient such-and-such, or what-
ever, and then they – whatever”(FG6)
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Good communication and collaborative care with 
other health providers was valued in supporting the PN 
in dementia care provision.

“It can be just people who see them regularly can be 
the first ones that pick up when things are wrong…
I think you’re right. The people that see them on a 
regular basis. The podiatrist … whereas I may never 
have seen them before, but they may have seen them 
over a period of time”(FG1)

Working in the system
Working as a PN in small community practices was seen 
as supportive of good dementia care.

“Us on this side of the table are in smaller communi-
ties and the communities, you are really aware, you 
know…you see Mrs such-and-such down the street, 
or you see her coming out of the pokies every day… 
you have a little bit more insight into what’s actually 
going on…I’ve seen you driving up the wrong side of 
the road”(FG6)

All FG nurses agreed that current primary care fund-
ing models, which do not financially remunerate most 
nursing activities, impact on nurse scope of practice and 
autonomy, potentially limiting their role in providing 
good dementia care.

“Well from where we are at in a bush nursing cen-
tre, it’s obviously a little bit different to practice. 
Whereas we might see the patient more often than 
what you would in the medical centre. So we can 
actually see the changes differently, we talk to them 
a lot more, we go to their home a lot more. So we can 
certainly pick up a lot more issues and have triggers. 
We have a lot more time to spend with them. .. Yeah 
and a lot more time. We’re not financially [driven].
We’re not looking at the dollar sign every five min-
utes as you would in the medical centre”(FG3)

Perceived difficulty in getting a dementia diagnosis was 
seen as a barrier to the provision of dementia care. This 
was particularly significant given that many PNs wanted 
a diagnosis before they would consider cognitive impair-
ment in the provision of care.

“It’s can be a bit of a quagmire, the process of get-
ting them diagnosed … if you do have the concerns 
about their memory and then need them to go to the 
memory clinic… The waiting list ... the paperwork 
you have to fill in”(FG6)

Given that many of the PNs in this study described 
their role in provision of dementia care as making refer-
rals, the complexity of a health care system requiring 

lengthy referrals and multiple assessments was seen as a 
barrier to the provision of dementia care.

“We get an hour, but half of that is if you have to 
write 10,000 referrals. It’s like I’ll go through My 
Aged Care, you need that extra time”(FG5)
“All the assessments they have to have, you know 
like to…It’s just ridiculous. Just to even get a district 
nurse or…Early enough to be able to get support and 
medication… they’ve got to have a My Aged Care, or 
they’re under 65 they’ve got to have this, Can’t they 
take the word of a registered general nurse, who has 
assessed them as needing this care, but no, they’ve 
got to have three other assessments”(FG6)

Discussion
There was a high level of agreement between PNs that 
they had a role in provision of dementia care. Although 
varying in confidence, the PNs recognised opportuni-
ties in their usual nursing practice to identify cognitive 
impairment. The 75 + health assessment, particularly 
when conducted within the client home, was perceived 
as the optimal opportunity to identify cognitive impair-
ment. In addition to identifying changes in memory, the 
nurses described referrals, guidance to community sup-
port services, future planning identifying patient sup-
ports, inclusion of the carer and simplifying language as 
the main features of their role in dementia care provision.

PNs routinely use health assessment and care planning 
templates, albeit disease focussed ones, and all nurse par-
ticipants strongly agreed that templates with prompts 
would support the provision of dementia care and be 
easy to develop and implement on an individual prac-
tice level. The use of clear care pathways and/ or decision 
support tools have been shown to be effective in models 
of care for managing complex conditions[3] and could 
potentially be incorporated into routinely used care plan-
ning templates.

Many PNs wanted dementia care guidelines clearly 
describing “what to do at each stage of dementia”. Rely-
ing on guidelines to facilitate dementia care provision is 
potentially problematic, however. This is because guide-
lines have a variable impact on practice change [35] and 
may not support patient-centred care as they are neces-
sarily reductionist in nature and do not take into account 
individual circumstances [36]. The PNs overwhelming 
described their care as holistic and person-centred, which 
along with the development of strong therapeutic rela-
tionships, was perceived to enable provision of dementia 
care. It is well established in the literature that therapeu-
tic relationships and person-centred care contribute to 
holistic whole person care that is essential to dementia 
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care [37–39]. However, rather than holistic and person-
centred care, PNs in this study primarily described deliv-
ery of disease-focussed chronic disease management, 
which remains common practice in primary care [9]. This 
misalignment between nurses’ belief that their practice is 
person-centred and their actual practice was explored in 
a recent literature review which showed person-centred 
care in nursing is poorly defined and operationalised 
[40]. Few nurses in the present study suggested that a 
cognitive impairment would impact on all chronic dis-
ease management and thus should be integrated into all 
care provided. This is significant given that in primary 
care improving dementia care is best considered within a 
general approach across chronic conditions, since people 
living with dementia typically have multiple conditions to 
be managed [9, 41, 42]. No PN described how they would 
adapt chronic disease management in the context of cog-
nitive impairment.

Consistent with the literature, the nurses in this study 
found asking about cognitive decline difficult, due to a 
lack of knowledge and experience [19], feelings of help-
lessness [43] and negative attitudes about people living 
with dementia which can lead to an unwillingness to get 
involved [14].

It is well known that high performing primary care 
encompasses a team-based approach [44]; however, find-
ings of this study support evidence that many PNs and 
GPs, despite working in a multidisciplinary setting, do not 
provide collaborative care [45]. The PNs in this study who 
worked in settings where they felt respected and valued 
were more likely to communicate concerns about a person’s 
cognition to the GP and contribute suggestions for care 
potentially improving the quality of care provided to PLWD.

Strengths and limitations
Focus group methods were used to facilitate primary care 
nurses to contribute, explore and clarify their views on a 
research topic that little is known about.

A strength of this study was the structured analysis 
process. The high level of agreement between the themes 
generated independently by the authors increase our 
confidence in the results.

The use of a convenience sample can decrease trust-
worthiness. However, including an experienced group of 
primary care nurses who could actively contribute to the 
discourse supported natural exchanges and exploration 
about their role in the care of people living with dementia.

When the group members know each other there is a 
risk that they may be less likely to be critical about their 
own and other’s practice. Other potential biases with 
focus groups include group think, the halo effect and 
the dominance effect [46]. The facilitator was observant 
to these possibilities and effective moderation ensured 

conversation was equally shared and robust in all groups. 
In an attempt to minimise power relations, only PNs 
were included; however, in one group a PN was also the 
Practice Manager. The facilitator was aware of this and 
provided one participant who may have been affected by 
this an alternative way to contribute to the discussion.

Holding the focus group after a dementia education 
session was a pragmatic approach to recruiting PNs. It is 
well known that primary care practitioners are difficult 
to recruit in research studies often because of pressures 
on clinician time. Combining the education session and 
the focus group presented an efficient use of time. It is 
acknowledged that the education material addressed prior 
to the focus group, and the group knowledge that the facil-
itator was a PN and PhD candidate may have influenced 
the ideas participants expressed in the focus group inter-
views and may have prompted socially desirable responses 
to questions. It is also possible that participants were more 
interested in the topic than the average primary care nurse.

Implications
PNs have a role in dementia care provision and as the 
demand for good quality primary care for PLWD 
increases, the role of the PN should be considered in pri-
mary care policy discussions. The knowledge gained in 
this study could be used to review health assessment and 
care planning templates used by PNs to provide prompts 
to better identify the care needs of people with a cog-
nitive impairment. Additionally, these findings may be 
useful in informing dementia training content and the 
development of dementia care guidelines for PNs.

Conclusions
This study provides insight into the role of PNs in pro-
viding care to people living with dementia. The findings 
point to the need for further support for PNs to develop 
a role in dementia care provision and deliver person-cen-
tred health care in the context of cognitive impairment. 
The outcomes have significant potential to improve the 
care received by people living with dementia and the 
people who support them in General Practice.
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