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Abstract 

Introduction With an aging population and a growing prevalence of people living with dementia, the demand 
for best-practice dementia care in general practice increases. There is an opportunity to better utilise the nurse role 
within the primary care team to meet this increasing demand in the provision of care for people living with demen-
tia. However, general practice nurses have limited knowledge in the provision of best-practice care for people living 
with dementia and their carer(s). A number of best-practice dementia care recommendations contained in the Aus-
tralian Clinical Practice Guidelines and Principles of Care for People with Dementia have been identified as highly 
relevant to the role of the general practice nurse.

Aims To explore general practice nurses’ perspectives on published best-practice dementia care recommendations 
relevant to their role and identify barriers and facilitators to their implementation into clinical practice.

Methods Thirteen Australian general practice nurses took part in this qualitative interview study. The research ques-
tions for this study were addressed within a paradigmatic framework of social constructionism. Data were transcribed 
verbatim and thematically analysed.

Results There was a high level of agreement between general practice nurses that the recommendations were 
important, reflected best-practice dementia care and were relevant to their role. However the recommendations 
were perceived as limited in their usefulness to nurses’ clinical practice due to being too vague and lacking direc-
tion. Four main themes were identified describing barriers and facilitators to operationalising best-practice dementia 
care.: creating a comfortable environment; changing approach to care; optimising the general practice nurse role 
and working collaboratively. Nine sub-themes were described: physical environment; social environment; complexity 
of care; care planning for the family; professional role and identity, funding better dementia care, education, network-
ing and resources; different roles, one team; and interagency communication.

Conclusion This study identified several factors that need addressing to support general practice nurses to integrate 
best-practice dementia care recommendations into daily clinical practice. The development of interventions needs 
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Introduction
Dementia is a complex chronic disease and a leading 
cause of disability among older people [1]. Worldwide, 
dementia is expected to affect almost 50 million people, 
and this number is predicted to double by 2050, placing 
significant pressure on healthcare systems [2]. To better 
meet the chronic and cumulative dementia healthcare 
needs [3], there is a growing global health policy commit-
ment to a more proactive approach to the diagnosis and 
management of people living with dementia (PLWD) in 
the primary care setting [1].

Nurses working in general practice, henceforth referred 
to as general practice nurse (GPN), are significant con-
tributors in the delivery of primary care [4]. It is well 
established that GPN interventions in the management 
of chronic disease lead to cost effective positive health 
outcomes [5]. The proactive, planned and person-centred 
principles of chronic disease management [6] align with 
best practice principles of dementia care [7]. This sug-
gests that chronic disease management models of care 
can provide a framework for the provision of nursing 
care to PLWD and their carer(s) [8, 9]. However, as GPNs 
have limited knowledge in the recognition of cognitive 
impairment and care planning for PLWD [10], practical 
guidance could assist them to increase their capability 
to better meet the diverse and complex needs of PLWD 
and their carer(s) [11]. The most effective models of care 
are informed by evidence-based clinical practice guide-
lines customised for the intended end-user [12]. A Del-
phi study of GPNs’ perceptions of the Australian Clinical 
Practice Guidelines and Principles of Care for People 
with Dementia [13] was recently undertaken to identify 
the recommendations that were of high relevance to their 
role. [14].

While establishing the most relevant guidelines to the 
GPN role is important, more than guidelines are needed 
to improve GPNs’ provision of dementia care [15, 16]. 
For GPNs to successfully operationalise best-practice 
dementia care recommendations in their daily practice, 
effective implementation strategies guided by theoretical 
frameworks [17], need to first consider potential barriers 
and facilitators [16]. Whilst barriers to optimal dementia 
care by the primary care team, with a focus on general 
practitioners, have been well identified [1, 3, 18–20], few 
studies have investigated barriers and facilitators specific 

to the GPN provision of dementia care [11]. To our 
knowledge this paper is the first to report on a qualita-
tive study that explores the barriers and facilitators per-
ceived by GPNs to impact on their delivery of published 
best-practice care recommendations for PLWD and their 
carer(s).

Methods
Research aim
In order to better understand the factors influencing 
GPNs’ implementation of best-practice dementia care 
recommendations, the aims of the study were to:

1. Gain greater insight into GPNs’ perspectives on the 
recommendations in relation to their delivery of 
dementia care.

2. Identify barriers and facilitators to GPNs’ implemen-
tation of the recommendations in the General Prac-
tice setting.

Study design
The research questions for this study were addressed 
within a paradigmatic framework of social construction-
ism. Social constructionism theory is concerned with the 
processes by which people describe, explain, or account 
for the world in which they live [21]. The theory of social 
constructionism posits that much of what individuals 
perceive as ’reality’ is actually the outcome of a dynamic 
process of construction influenced by social conven-
tions and structures [22]. This theory offers a broad lens 
to explore the ‘reality’ of the nurse provision of dementia 
care by understanding GPN experience and perceptions 
of their role and perceived barriers and enablers in provi-
sion of best practice dementia care.

A qualitative design with semi-structured interviews 
was used to explore the views of GPNs in relation to the 
research questions. Semi-structured interviews have 
the potential to provide a deeper understanding of par-
ticipant experience than would be obtained from quan-
titative methods [23]. This approach also allowed for the 
study participants to raise topics important to them that 
may not have previously been thought of as pertinent 
by the research team [24]. The consolidated criteria for 

to include strategies to mitigate potential barriers and enhance facilitators that they perceive impact on their delivery 
of best-practice care for people living with dementia and their carer(s). The knowledge gained in this study could 
be used to develop multi-faceted interventions informed by theoretical implementation change models to enable 
the general practice nurse to operationalise best-practice dementia care recommendations.

Keywords General practice nurses, Dementia, Care planning, Primary care, Best-practice recommendations
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reporting qualitative research (COREQ) checklist [25] 
was used for reporting the research.

Participants
A purposive sample of Australian GPNs were recruited. 
The method described by Francis et al. [26] was used to 
determine an adequate sample size. Initially, 10 inter-
views were conducted. Sampling ceased when there were 
three consecutive interviews without additional themes 
identified. At the point when no new themes or codes 
were generated, data saturation was deemed to have been 
reached [27].

Recruitment
Participants were recruited through promotion of the 
study on Australian primary care nursing organisations’ 
websites and social media. These organisations included 
the Australian Primary Health Care Nurse Association 
and Practice Nurse networks. Interested GPNs contacted 
the primary researcher using the email included in the 
study promotion. The primary researcher forwarded the 
participant information and consent form (PICF) to each 
potential participant. On return of the signed consent 
form an interview time was arranged. As described in the 
study promotion, each study participant received a $100 
gift card in appreciation of their time and contribution to 
the study.

Data collection
The interviews were conducted by the primary 
researcher, a PhD candidate and registered nurse in pri-
mary care. The participants were informed the study was 
part of the primary researchers’ PhD research. No rela-
tionship between the interviewer and the participant 
was established prior to the study commencement. The 
interviews took place in February and March 2023 using 
the ZOOM on-line platform [28]. The demographics sur-
vey and interview guide were sent to each study partici-
pant with the completed demographics survey returned 

prior to the interview taking place. The interviews ranged 
between 21 and 61 min, with an average length of 38 min 
(total minutes = 498 min). The interview discussion was 
audio-recorded with consent and transcribed verbatim 
by a professional medical transcription service. The tran-
scripts were not checked by participants as clarification 
of meaning was sought at the time of discussion.

Interview guide
The interview guide (Fig. 1) was provided to participants 
prior to the interview so they had time to consider the 
five recommendations (Fig. 2) and the guiding questions. 
The questions were designed by the authors to probe par-
ticipant perspectives on topics related to the research 
question.

Data analysis
The data were coded and analysed using Braun and 
Clarke’s six steps of thematic analysis; familiarisation, 
generating codes, constructing themes, revising and 
defining themes and reporting [27]. All study authors 
read the transcripts and met to discuss initial impres-
sions of the data in the context of the research aims. 
Following this, two authors (CG and DG) developed the 
initial coding framework according to deductive codes 
identified from study aims and interview guide. CG 
and DG then independently conducted deductive and 
inductive coding of three interviews and met again to 
note any new codes and establish agreement in the final 
analytic coding framework. The transcribed interviews 
and codes were entered into the NVivo11 qualitative 
software [29]. CG and DG then independently coded 
all data by systematically going through each transcript, 
highlighting meaningful salient text and attaching an 
appropriate code from the final analytic coding frame-
work. When new concepts emerged, the coders met to 
discuss and propose additional inductive codes. Any 
discrepancies were resolved via consensus The tran-
scripts were reviewed to apply new codes. Each code 

Fig. 1 Interview guide
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was noted as either ‘barrier’ or ‘facilitator’, depending 
on the context in which the code occurred. An example 
of the coding framework is described in Table 1.

The data analysis phase was designed to maxim-
ise trustworthiness and authenticity. Using a sys-
tematic approach to develop the coding framework 
provided rigour with inter-rater reliability testing [30] 
and an auditable trail of evidence for data transpar-
ency enhanced the credibility of findings [31]. The pri-
mary researcher (CG) maintained a diary of subjective 
involvement in the study for reflexive analysis with the 
aim of reducing researcher bias in the data analysis, 
acknowledging her own subjectivity as a nurse with 
GPN experience and the influence that this may have 
had on the study.

Patient and public involvement
There was no patient or public involvement in this 
study. However, consumers were involved in the devel-
opment of the Australian Clinical Practice Guidelines 
and Principles of Care for People with Dementia [13] 
from which the five recommendations discussed by the 
study participants were drawn.

Ethics approval
This project was approved by the University of Newcas-
tle’s Human Research Ethics Committee, Approval No. 
H – 2022 0363.

Results
Participants
Thirteen GPNs participated in the study (Table  2). The 
participants were all female, aged between 30 and 69 
years. Ten (77%) participants had 6 years or more expe-
rience as a general practice nurse. All participants had 
experience in chronic disease management. Ten (77%) 
participants self-reported participating in dementia 
training, although the type of training was not specified. 
All Australian states were represented except Tasmania. 
The two territories were not represented.

GPNs’ perceptions of recommendations overall
Overall, GPNs thought there was a great deal of over-
lap between the five recommendations and that all were 
important in delivering care to people living with demen-
tia. Some GPNs chose more than one of the five recom-
mendations as important; some said all were. All the 
GPNs also described limitations in the usefulness of the 
recommendations to their clinical practice. For exam-
ple, they were described as “long and wordy" (GPN 1), 
“waffly” (GPN 8), “fluffy” (GPN 5) and “repetitive and 
overlapping’”(GPN 10). The GPNs wanted guidelines and 
recommendations that were easily “accessible [and] just 
make it smart and encompass the majority of what we 
need to be doing” (GPN 8).

In the interviews, the study participants did not discuss 
each recommendation separately and specifically. They 
considered the recommendations in the context of the 
provision of dementia care overall and the barriers and 

Fig. 2 Recommendations highly relevant to the GPN role contained in the Australian Clinical Practice Guidelines and Principles of Care for People 
with Dementia



Page 5 of 13Gibson et al. BMC Primary Care          (2024) 25:147  

facilitators often portrayed the same phenomenon from 
different angles. The four themes and nine sub-themes 
were identified that described the GPNs perspectives on 
the factors that impacted on good dementia care provi-
sion are presented in Fig. 3.

Theme Creating a comfortable environment
Sub‑theme Physical environment
The majority of GPNs highlighted the physical environ-
ment of the general practice clinic as a significant barrier 
to the provision of good dementia care as “the environ-
ment is not set up for people with dementia. It’s not a good 
place to have them in. When we’re even bringing them 
down into the consulting rooms, even though it’s a quiet 
space, it’s very distracting. Even the carers are distracted  
when they come and see us, so you don’t get as much 
information even out of the carer. I think in primary 

care, if we could give them more care in the home where 
they’re comfortable and supported, that would be much 
more ideal than what we’re doing at my practice anyway”. 
(GPN4).

Sub‑theme Social environment
In addition to providing a better environment for the 
provision of care, conducting a home visit was also seen 
as facilitating better care as it provided contextual under-
standing of the impact of dementia on the person and 
carer(s). One nurse described how a home visit provided 
information that potentially delayed entry into perma-
nent care.

“you can see for yourself about how they’re actually  
managing, and they’re happy, because she is at 
home, … and they’re both managing, and they’ve got  
services in place … their house is clean, there’s no 

Table 1 An example of the coding framework used to arrive at themes

Theme Sub-theme Example codes Example text

Working collaboratively Different roles, one team General practice hierarchy (barrier)
Nurse lack of autonomy (barrier)
Professional respect GP and GPN trust each 
will do their role (enabler)

“so I’m very lucky where I am. I’ve got great GPs 
and they’re very invested in their patient care, 
and they do take what I say not just, oh, she’s 
just the nurse, and she’s trying to just make me 
busy or do something, find something that’s 
not there. They actually respect my position, 
and my knowledge, and experience and say, 
oh, okay, if that’s what you think let’s bring him 
back next week, and let’s do a memory test and 
let’s take it from there” (GPN 6)

Optimising the GPN role Funding better dementia care General practice is a business (barrier)
Funding model does not work for demen-
tia care (barrier)
Nurse the best person to provide the care 
(enabler), but no renumeration attached 
to nurse care (barrier)
Funding nurse-led care (enabler)

I think the role of the practice nurse could be 
used a lot better, if there was just better remu-
neration for it, because obviously you’ve got to 
bring the money in somehow. (GPN 13)
“funding is an issue and practice nurses, we 
don’t get that funding and there’s talk of differ-
ent codes and things coming in. At moment 
the doctors or the business is needing us to 
do so much clinical stuff. If there was more 
funding so that we could spend that time with 
people to help set them up. (GPN 7)

Changing approach to care Care planning for the family Funding does not allow including the fam-
ily/ carer(s) (barrier)
Carer support and education(enabler)
Value the carer (enabler)
Balancing needs (enabler)
Recognising challenges for carers(enabler)

I think that in general practice, we just need to 
be more supportive of the family members and 
the cost that it is to try and keep them in the 
community, and particularly the mental health 
surrounding it” (GPN 4)
“Being understanding, I suppose, to the situa-
tion. That everything is going to change in the 
next couple of years for that person and their 
family and to offer the best support that we 
can” (GPN 7)
It’s very important that the nurse be respectful 
or from both the angles… that is important 
to explain to the support persons why the 
patient is feeling so – and it’s totally normal for 
someone newly diagnosed or going through 
a new health need in their life, to go through 
this. How the support person can connect and 
to empathise and to slowly take it. It’s very 
important (GPN 2)
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clutter, there’s ramps, there’s grab rails. …. You can 
let the GP know. You can stop pushing and pressing  
for them to go into care because at the moment 
they’re actually managing okay. Why ruin that?” 
(GPN 13).

The therapeutic nurse-patient relationship was viewed 
as an important element of creating a supportive environ-
ment. The building of rapport and trust enabled the nurse 
to “have those difficult conversations that people don’t 
like to have. But they’re important to have, and then if a 
patient feels that they can open up to you, and trust you, 
they tell the nurses very different things than they tell the 
doctors” (GPN 13). The GPNs felt that a positive nurse-
patient relationship also created a safe environment, 
which could help mitigate the social stigma of dementia 
and fear and denial of the condition that were described 
as barriers to the provision of appropriate care. Demen-
tia was described as “one of those illnesses where it’s still 
hidden. Families don’t want to admit that they’ve got a 
patient or a relative with dementia. It’s hard” (GPN 8). 
The GPNs felt that they had the potential to “make it not 
a scary subject, because a lot of people link it with dying. 
It’s like blowing the lid off, letting the cat out of the box 
that it’s not a dirty secret, there’s nothing to be ashamed 
of.” (GPN 10) It was also felt that it was important to reas-
sure people that the nurse’s role was to provide support 
to live at home. “They do have that really preconceived 
idea, the first thing they say is what—when I say what’s 
your plan for the next phase of your life? I am not going 
into a nursing home, that’s the first thing they say to me 
and I’m going okay, well, that’s not my job to tell you to go 
to a nursing home. It’s to provide support” (GPN 9).

Table 2 Participant characteristics

(N = 13) n

Age (years)
 30–39 5

 40–49 2

 50–59 4

 60–69 2

Gender
 Female 13

Years of PN experience (years)
 2–5 2

 6–10 7

 Over 10 years 4

Chronic disease management experience 13

Attended a dementia training program 10

Location of primary place of work as PN
 Victoria 4

 NSW 2

 QLD 3

 SA 1

 WA 3

Fig. 3 GPN perceptions of the five recommendations—themes and sub-themes
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Theme Changing approach to care
Sub‑theme Complexity of care
All the GPNs described that providing care for PLWD 
was different to routine care and required a change in 
approach. However, many of the study participants felt 
there was a lack of knowledge and skills to provide care 
to meet the complex needs of PLWD. “You’re just expect-
ing—when you see a name and an age and a medical his-
tory on a file, you’re expecting a certain flow to go to that 
consult. When they arrive, it all goes out the window, and 
then you’re floundering wondering how on earth you can 
help this person in the same way that you would help oth-
ers. It’s really, it’s such a difficult presentation to deal with. 
If you don’t have nurses in general practice that under-
stand how to care for someone with dementia, trying to 
treat them like somebody without it, you’re going to miss 
things. So, I think we do need to alter the way that we care 
for people with dementia, and I don’t think that nurses 
in general practice are really trained in how to do that” 
(GPN 4).

A few GPNs stated that it was essential to consider the 
impact of dementia when providing chronic disease man-
agement for other conditions. “If you’ve got someone who 
comes in with diabetes and they have a cognitive impair-
ment, and you wanted to address the diabetes… It changes 
the way you approach [the care]. The nurses who aren’t so 
confident don’t want to talk about problems with demen-
tia, but they’re talking about diabetes with someone, and 
ignore the other parts…you can’t, it’s all rolled into the one 
patient that you’re dealing with, not the one disease. If 
they’re doing a care plan and the patient has diabetes and 
dementia, they need to be on equal status… …so that you 
don’t miss one and highlight the other one” (GPN 12).

There was agreement amongst all GPNs that dementia 
could not be ignored. Early recognition and provision of 
care was perceived as essential to preventing future prob-
lems. “Prevention is better than cure… prevent the com-
plications of cognitive decline in patients by implementing 
services and strategies before it gets too bad. When you 
start to notice that it’s mild and patients’ relatives are 
starting to notice changes too, that is when you intervene, 
not when it’s six months later and they can’t tell you what 
their name is. Early intervention is key” (GPN 12).

Identifying health and social care needs and linking 
people with community support services was perceived 
as a key element in the provision of dementia care to 
both the PLWD and their carer(s). “Being able to navigate 
where services could be implemented to assist, commu-
nity-based services, respite, extra nursing support “ (GPN 
13) and “get those support services in earlier, I say to them, 
you’ll be able to be more independent, more safe, [stay] 
longer in your house” (GPN 3). One GPN went so far as to 
state that “a good practice or a good practice nurse knows 

what’s available in her community” (GPN 2). However, 
all the GPNs acknowledged that it was difficult to know 
what services were available and this lack of knowledge 
was a barrier to care. “If we’ve got the knowledge of how 
to help and point people in the right direction, it makes 
such a big difference. But it’s tricky if we’re lacking the 
knowledge of where to send people to or providing that ser-
vice” (GPN 11). GPNs stated that locating services was “a 
minefield in itself… each area seems very different about 
what support is out there” (GPN 9) and there is a constant 
need to “keep up with what services are around your local 
area, because that’s constantly changing” (GPN 3).

All GPNs talked about the complexity of the health and 
social care needs associated with dementia as a barrier to 
care. “[providing care] covers everything from their abil-
ity to drive, their ability to stay at home, their planning 
for the future, advanced care plans, power of attorney, it’s 
pretty overwhelming… It can sometimes be a really slow, 
slow process” (GPN 3). Taking it slowly, however, was 
seen as a facilitator as it allowed time to build trust and 
be respectful of changing needs “[the GPN] shouldn’t 
address everything all at once, it should be a step-by-step 
process, help, when and how they want the help, I can 
suggest things one year, and the next year I go back, and 
it’s like, have you done anything about that? No, no. It’s 
like, okay. It can sometimes be a really slow, slow process. 
That’s fine, because that’s building the trust, it should be a 
step-by-step process” (GPN 9).

Continuity of care was perceived as important to reg-
ular reviews and providing care to address the chang-
ing needs of PLWD. However, the study participants 
described how a largely part-time and stressed workforce 
were significant barriers to continuity of care. “I think the 
fact that most of us don’t work full-time its difficult follow-
ing up. Just having different nurses in their care, is often a 
big barrier. If they’re coming back to see the same nurse, 
then you can follow-up on their care. Okay, that didn’t 
work. Let’s try this. What about we put this into place? 
Let’s tweak that. It’s a huge workload and you’re just try-
ing to get through everyone, get through people, get people 
sorted. Then if referrals get lost, how do we know? People 
fall through the cracks” (GPN 11).

Sub‑theme Care planning for the family
GPNs described how the provision of care usually 
focuses on one patient’s needs, the goals they identify 
and the actions they agree to undertake. However, when 
providing care for a PLWD it is necessary to involve the 
carer(s) in care planning and decision-making. One nurse 
said “being able to tailor an individualised plan for a fam-
ily, would be my ideal world situation” (GPN 6). Part of 
the care provision for the PLWD was to provide support 
to the carer to maintain their own health and well-being 
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particularly given the carer role in enabling the PLWD to 
remain living in the community as their cognitive decline 
progresses.

 “There needs to be a more detailed assessment ongo-
ing evaluation of both them and how their carers 
are coping, because it gets missed until there’s a big 
crash and burn, … because if you don’t care for the 
carer the house is going to fall apart. It will collapse” 
(GPN 12).

Theme Optimising the role general practice nurse
Sub‑theme Professional role and identity
All GPNs in the study perceived the nurse to be the best 
primary care health professional to provide demen-
tia care. “We are perfectly suited. We already know [the 
patient and family], we’ve got a rapport … they appreci-
ate my effort, and they sense the caring. They will come 
and see me where they may not see your experts, because 
it’s all too hard or intimidating. You do have a knowl-
edge base, everyone is so lost and frightened and scared, 
just even if you don’t do jack except be there and say, oh 
this must be really unsettling for all of you, or wow, you’re 
doing a fantastic job. You have done something for that 
person already, or by people carer and the person. The 
general practice nurse is totally underutilised, they’re in 
the perfect place. They have the knowledge, they have the 
rapport, they have the skills. You need to use them pretty 
much” (GPN 5).

The GPNs felt that part of their value in dementia care 
was that, unlike the doctor, they could provide more 
holistic psychosocial care “with a GP, it’s time pressured…
that whole psychosocial aspect doesn’t ever get met, or it’s 
pushed to the back and it’s like, okay, we’ll deal with that 
later. That later, never comes. So, I know, as a nurse, I do 
a lot of that listening to the family members. The doctor 
is just there to write my scripts and send me for referrals, 
and fix me, but the nurse will take care of me. So, I think 
it’s the value of having a nurse within a general practice 
is huge. I would say for any patient that has dementia, is 
just to have regular reviews with the nurse, we can prevent 
hospitalisations” (GPN 13).

The majority of nurses discussed a lack of empower-
ment as a health professional, which was perceived as 
demoralising and a barrier to provision of dementia care. 
“If it was more nurse led, I believe the nurses would actu-
ally be more inclined to follow up and do something on it. 
But we make these recommendations to the doctor and 
expect that they follow up on it. The nurse does all of this 
work, makes recommendations to the doctor, and then the 
doctor goes, okay, well, all right, we’ll order you a blood 
test, okay, see you next week. Yeah. It’s so frustrating. 
Then the nurses just go, well, what’s the point in doing all 

of this work?” (GPN 6). One nurse described how being 
respected professionally facilitated care. “I’m very lucky 
where I am. I’ve got great GPs and they do take what I 
say not just, oh, she’s just the nurse, and she’s trying to just 
make me busy or do something, find something that’s not 
there. They actually respect my position, and my knowl-
edge, and experience and say, oh, okay, if that’s what you 
think let’s bring him back next week, and let’s do a mem-
ory test and let’s take it from there” (GPN 13).

Sub‑theme Funding better dementia care
Australian general practice funding is paid on a fee-for-
service basis, with GPs paid for each service they pro-
vide. Study participants stated the primary care funding 
model does not allow for the time required to provide 
care for PLWD and carer(s) “because you’re dealing in 
general practice with an adult in a time slot that is [not]
altered for people with dementia or Alzheimer’s. We’re 
just expected to care for them in the same timeframe with 
the same amount of funding as what we get for everybody 
else. It doesn’t work” (GPN 4).

The GPNs all agreed that the primary care funding 
model also restricted their ability to involve the carer. 
“there should be a Medicare rebate allowing the family 
member or the caregiver to come for an appointment and 
sit down, speak to us without having to bring the actual 
person who the appointment’s about with them because 
it’s ridiculous that they have to have that family member 
in the building for us to see them. We’ll quite often have 
our people cancel appointments because it’s not a good 
day to bring them out. Then what that does to their car-
egiver mentally, they’re needing to come for support and 
someone to talk to about what’s happened, and they’ve 
now had to cancel the appointment because they don’t 
want to take their loved one out that particular day. It’s 
just not very supportive” (GPN 4).

All GPNs believed that funding nurse-led demen-
tia care would facilitate the delivery of best-practice 
dementia care and that the PLWD and or their carer(s) 
should be able to “make an appointment with the nurse. 
You don’t need to have the doctor involved. The nurse can 
actually just say these are the steps that we would need 
to do, where do you think your parent is at, what sort of 
support work would you like. That’s all pretty easy to do. 
Then you bring the doctor in as needed rather than the 
other way around. You can say all right, well, it sounds 
like we need to make an appointment with mum, I’ll do 
a 75-year-old assessment, then they’ll see the doctor. I’ll 
make sure that the doctor’s on board with what you’d like 
to happen and it might take three or four visits to get this 
all happening” (GPN 9).
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Sub‑theme Education, networking and resources
A lack of organisational investment in primary care nurse 
formal dementia education was perceived as a significant 
barrier to increasing knowledge and skills. “I know in the 
hospitals, often they get paid education days—tell me the 
last nurse who got paid a paid education day. Why does 
the practice not just go, okay, our needs are dementia, 
okay, we’re going to send you guys to these courses on these 
days. But it’s because practices, usually they’re privately 
run, they don’t get funding from the government to send 
nurses to those kinds of things so they don’t. We don’t have 
time to take time off work to go and seek out education” 
(GPN 6). They expressed frustration that there would not 
be an expectation for other health professionals to work 
in areas they were not trained for. “during the appoint-
ments you just feel like just out of your depth really, you’ve 
got an adult coming in for an issue that you see all the 
time, but they don’t act the same as your adult popula-
tion. So, I feel like it should almost be categorised like the 
way that they provide us with specialist training. If you’re 
going into paediatrics, you know that you’re going into an 
environment where things are very different, and you’re 
given that information and that help and support on how 
to manage. But you’re not really given that information, 
help or support on how to change your behaviour to get 
what you need and to give what you need to people with 
dementia” (GPN 4).

All the GPNs in the study discussed the value of men-
toring and networking as effective ways of learning new 
knowledge and skills and receiving support if they were 
unsure of what to do. “I really like the idea of network-
ing and getting people from other practices to share how 
they change their practice or how they can manage, hav-
ing support that way. Maybe creating a community of care 
amongst nurses designed around people caring for demen-
tia. I’m part of a wound care group. So, we meet once a 
month at a place and discuss different issues in wound 
care. Having something like that for dementia where you 
meet up with the other nurses and just have those conver-
sations about what they’ve struggled within their practice, 
how they’ve overcome and that support, I think that would 
be amazing” (GPN 3).

All the GPNs wanted easily accessible resources that 
provided direction on what to do “it needs to be a bit of 
a one-stop shop. So, if they do this, if their memory’s 19, 
okay, this is what you might consider next; what’s the next 
step? Have you considered their driver’s license? Have you 
considered support in the home? Even before that, it’s like 
ticking off advanced care plans, guardianship, power of 
attorney…obviously it’s going to be like a basic guideline, 
you’re not going to get everything into it. But just to give 
you a bit of an idea. Okay, does the GP know? Have you 

done an MMSE? Then work out a referral pathway from 
there” (GPN 11).

Theme Working collaboratively
Sub‑theme Different roles, one team
Collaboration both within the general practice clinic 
and with external agencies was perceived by all GPNs as 
a facilitator for dementia care. A hierarchical structure 
with a separation of the GP, GPN and receptionist role, 
and a perceived lack of trust that the GP will inetegrate 
the nurse’s findings into their management, compro-
mised the ability of the nurse to provide dementia care. 
“we need to be able to work as a team more efficiently 
… there’s the doctor and then there’s the nurse and then 
there’s a receptionist after that—and they actually do play 
a big part in a lot of ways as well. The nurses and doctors 
[need to] see that we’re actually on the same team doing 
two different parts, and it’s not as much of a hierarchy 
as it is a team. Like, we make our recommendations to 
the doctor and then we have to trust that the doctor will 
pass them on and implement them. But often that doesn’t 
happen… if you look at a hospital, if they have a patient 
who has a difficult, complex case in a hospital, they call a 
multidisciplinary team together with the family and they 
sit down and they create a care plan for them. Yes, it is 
usually a short-term plan to achieve a common goal, but 
that’s what they do. But I guess it would be cool to see us in 
general practice doing that with the doctor. We might not 
be able to get the other disciplines in clinic and that’s fair, 
but between the nurses and the GPs to go clinically, GPs, 
you can order this range of tests and this is necessary and, 
nurses, we can do this, this and this. That would be cool to 
see and we would be able to create a more individualised 
plan for the patients then” (GPN 6).

Subtheme Interagency communication
The lack of shared information between health and com-
munity service agencies was seen as a significant bar-
rier to the provision of care to PLWD and their carer(s). 
“there needs to be increased interagency communication. 
The left hand needs to know what the right hand is doing. 
A little less bureaucracy and a bit more sharing of infor-
mation, if it’s health professional sharing information, it 
should be allowable. You’re not gossiping" (GPN 1).

The GPNs reported that the lack of communication 
with other agencies involved in a patient’s care led to poor 
care continuity and difficulty in ensuring the PLWD and 
carer(s’) needs were being met. “if I can [find] out [from 
the community care provider] what’s happening. Then if 
there [are] holes and cracks, when I see that patient next 
time, I can go, oh okay. I see that this, this and this has 
been done. Okay, what’s happening now? Something else 
has happened. Okay, we need to sort that and you might 
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need this. Then get them back in and add another referral 
in. Whereas now they’re coming back and you don’t know 
what’s happened or what has been done” (GPN 11). One 
GPN reported how good collaborative relationships with 
other care providers facilitated provision of care “There’s 
two homecare providers in town that I’ve actually got very 
good rapport with. They let me know if there’s issues. If 
there’s issues, something like, you know, they’re not taking 
[their medications] the message gets back to the homecare 
support supervisor who gets in touch with me and we work 
out what happens next” (GPN 12).

Discussion
The emphasis on care for PLWD and their carer(s) is 
increasingly focussed on supporting people and fami-
lies to live as well as possible with dementia across the 
disease trajectory [32]. Optimising the role of GPNs has 
the potential to deliver best-practice dementia care in the 
primary care setting where dementia is reluctantly dis-
closed, poorly recognised, under diagnosed, and less than 
optimally managed [1]. In this study, the GPNs thought 
that the five published best-practice dementia care rec-
ommendations contained in the Australian Clinical Prac-
tice Guidelines and Principles of Care for People with 
Dementia [13] as best-practice dementia care and highly 
relevant to the role of the GPN [14] were too vague to 
easily put into practice. The study participants reported 
that they considered all five of the recommendations 
were important in delivering care to people living with 
dementia. The study participants reported multiple barri-
ers and facilitators to their implementation.

As reported in previous studies, the GPNs in this 
study strongly believed that they were better suited than 
the general practitioner to provide care for PLWD and 
their carer(s) and should be included in a team-based 
approach to care [11]. All study participants perceived 
their approach to care as holistic [11, 33] based on build-
ing therapeutic relationships, which is well established as 
essential to the delivery of person-centred dementia care 
[34, 35]. This approach to care underpins all five best-
practice recommendations under investigation in this 
study [14]. The strong belief they could support PLWD 
and their carer(s) was perceived as a significant facilita-
tor to the implementation of best practice dementia care 
recommenndations into daily practice by the GPN.

Further facilitators to the implementation of the best-
practice dementia care recommendations identified by 
the GPNs in this study included being proactive in hav-
ing a conversation about dementia, integrating dementia 
into other chronic disease management care delivery, and 
taking a dyadic approach to care. These elements of care 
are supported in the literature as essential in meeting the 
health and social care needs of both the PLWD and the 

carer(s). Stigma, fear and denial are significant barriers 
to people concerned about their cognition and or fami-
lies seeking out information and support [36]. The use 
of effective and thoughtful communication by GPNs can 
potentially mitigate stigmatizing beliefs and stereotypes 
associated with dementia and encourage open conversa-
tions [37]. Findings of studies in primary care suggest that 
supporting the PLWD without due consideration of the 
carer(s) can result in poorer health outcomes for both [3, 
38]. GPNs already have a well-established and accepted 
role in chronic disease management [39]. Given that it is 
common for PLWD to have at least one other long-term 
health condition [32, 40] and higher rates of hospitalisa-
tion compared with people living without dementia [41], 
high-quality care needs to address the impact of demen-
tia in all chronic disease management interventions.

All GPNs in this study described a lack of knowl-
edge and skills as a barrier to provision of best-practice 
dementia care, particularly in recognising potential 
dementia, initiating a conversation about cognition and 
knowing what services were available to support PLWD 
and their carer(s). Poor knowledge and skills is well rec-
ognised as a barrier to dementia care provision; however, 
few formal education programs target GPNs [42] and it 
is known that translation of education, particularly as a 
single activity, to clinical practice is poor [3, 41, 43]. In 
this study GPNs highly valued access to peer support 
through informal networking, mentorship, and formal 
and informal access to specialist support as opportunities 
to improve knowledge, skills and confidence. This was, 
in part, due to the reported barriers to accessing formal 
education, including lack of funding, time and organisa-
tional support. It is known that networking and mentor-
ing can facilitate communication and knowledge sharing 
between nurses and offer opportunities for peer support 
[41] and, with the increasing acceptability and use of 
technology-based meetings, may be a more flexible and 
accessible alternative to formal training programs, par-
ticularly for sole practitioners and those working in rural 
and remote healthcare settings [44]. However, the design 
and implementation of networking strategies, such as 
communities of practice, that effectively support infor-
mation sharing and knowledge transfer is not well under-
stood [44].

All the GPNs in this study reported a need for easily 
accessible resources, including guidelines, checklists and 
care pathways, to inform best-practice dementia care. 
To our knowledge there are limited resources available 
targeting GPNs. It is also well-established that guide-
lines do not always impact clinical practice change [16]. 
Care pathways have been described in the literature as 
a process to develop and implement well-organised care 
and improve quality and efficiency [45]. Effective care 
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pathways depend on enhanced team work [45] and a lack 
of team work was identified by all GPNs as a significant 
barrier to best practice dementia care. This suggests that 
general practice team culture change would be needed as 
part of the developmemt and implementation of demen-
tia care pathways.

Environmental contexts, including primary care fund-
ing models, the internal general practice team culture, 
limited open communication with external agencies and 
a largely part-time nurse workforce presented significant 
barriers to GPNs providing best-practice dementia care. 
Nurses employed in general practice in the main work for 
either small businesses or corporate chains and do not 
generate income unless working under the direction of 
the general practitioner. Research has shown that GPNs 
do not routinely collaborate in patient care and deci-
sion-making with the dotor but are delegated tasks that 
generate income for the practice [46]. The GPN usually 
has to rely on the doctor to follow through on the GPN’s 
recommendations for care which, as reported in this 
study, often does not happen. This lack of professional 
autonomy and status and a medical practitioner activity-
based funding model further entrench the hierarchy, and 
as described by nurses in this study, result in the nurses 
feeling demoralised and disincentivised, presenting a 
significant barrier to provision of best-practice demen-
tia care. GPNs described the development of trusting 
practitioner-patient relationships and continuity of care 
as important in the delivery of person-centred dementia 
care. However the study participants described them-
selves as a largely part-time workforce which impeded 
contiunty of care. Authors of the Australian Primary Care 
Nurse workforce survey (2019) [47] reported that 49.6% 
of survey respondents worked part-time.

Strengths and limitations
A strength of this study was the use of semi-structured 
interviews to facilitate primary care nurses to contrib-
ute, explore and clarify their views on a research topic 
that little is known. Another strength 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, the majority of which had some 
degree of dementia training, meant they could actively 
reflect on and provide insightful responses to the 
research questions, enriching the findings about their 
role in the care of people living with dementia.

A limitation was the small sample size as it is likely 
not representative of all GPNs, however there was 

considerable consistency in responses. Not all states and 
territories of Australia were represented in the study 
population, with no GPNs from the Australian Capital 
Territory and Northern Territory and Tasmania included. 
However, as shown in the Australian Primary Care Nurse 
workforce survey (2019) [47] these three regions of Aus-
tralia comprise only 9.4% of the primary location of place 
of work for Australian GPNs. Similarly, no males partici-
pated in the study. In the Australian Primary Care Nurse 
workforce survey (2019) data [47] 96.1% of the workforce 
was female and only 3.8% were male.

Implications of study findings
As the number of PLWD and their carer(s) increases, the 
GPN role in dementia care provision within the primary 
care team needs to be optimised. Theoretical frameworks 
for the development and operationalisation of complex 
interventions describe. understanding barriers and ena-
blers as an essential initial step. The knowledge gained 
in this study can potentially inform the development of 
multi-faceted interventions to support the GPN provi-
sion of best practice dementia care.

Conclusion
This study identifies a number of practitioner and organi-
sational level factors that impact on GPNs ability to 
integrate best-practice dementia care recommendations 
into daily clinical practice. Strategies to mitigate these 
barriers and enhance the facilitators that GPNs perceive 
prevent the delivery of best-practice care for PLWD and 
their carer(s) need to be implemented.
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