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INTRODUCTION 

 

This project was funded to recruit two general practices in order to develop a model of using 

a specialist memory nurse to assess patients referred by a GP or practice nurse. This is the 

final report on this pilot project. Once the model was developed, a feasibility study was also 

funded. An additional four general practices were recruited and both the initial practices also 

continued to be involved. This report covers the initial pilot stage only. A report on the 

feasibility study will follow.  

 

BACKGROUND 

 

What is dementia? 

Dementia is the term covering a range of conditions characterised by impairments to 

memory, problem solving and thinking affecting language, social skills, emotional reactions, 

personality and intellect. There are different types of dementia with the two commonest 

being Alzheimer’s disease and vascular dementia. 

Prevalence 

There were estimated to be 266,574 people with dementia in Australia in 2011, with an 

expected increase to 553,285 people by 2030, and to 942,624 people by 2050. Dementia 

prevalence is expected to grow by around 254% in Australia between 2011 and 2050 

(Deloitte Access Economics, 2011). 

The total health and residential aged care expenditure on dementia was estimated to be 

$3.8 billion in 2003 and is estimated to increase, from then, to $17.8 billion in 2033. Over half 

of this increase is predicted to be attributable to ageing (AIHW, 2008).  

Risk factors 

Recognised risk factors for dementia are old age and some genetic factors, with smoking, 

high blood pressure, low birth weight, severe head injury and diabetes regarded as likely risk 

factors. Although incurable, some treatments have been shown to slow progression of the 

disease including medications currently available in Australia as well as improved 

management of conditions that are risk factors such as diabetes and high blood pressure. 

Increasing evidence shows the benefits of physical activity in dementia prevention with 

estimates that a reduction from 70% to 50% in population inactivity from 2009 to 2050 would 

see a 5.7% reduction in cases (Access Economics, 2009).  

Early detection 

Early detection of dementia is increasingly promoted as the benefits of this approach 

become more evident. Early detection can promote or facilitate access to treatments which 

may slow the progression of the disease as well as provide acknowledgement for patients 
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and families of a reason for their problems and time for preparation and planning for the 

future (Manthorpe et al., 2003).  

Support for carers is a key issue with approximately 30% of carers of persons with dementia 

found to be depressed (Schoenmakers et al., 2009). Mittelman et al., (1996) found that 

support for carers assists them to care for their relative for longer at home reducing the need 

for admission to nursing home. This is particularly the case in the early and middle stages of 

dementia. Early detection is supported by Alzheimer’s Australia, the peak advocacy and 

support group for Australians living with dementia (Alzheimer’s Australia, 2010). 

Delays in Diagnosis 

Despite evidence of the benefits of early diagnosis, delays in diagnosis are common. 

Speechly et al. (2008) conducted a survey examining timeframes of dementia identification 

and found that family members noticed the first dementia symptoms 1.9 years before their 

first consultation with a health professional about dementia and 3.1 years before a definite 

diagnosis. Utilisation of resources to support care was found to first occur 2.8 years after the 

initial symptoms were noticed. 

Risks of Early Detection 

There are risks with early detection. For the patient there may be isolation, embarrassment 

and confusion and families may be unprepared for changes that may be required (Iliffe and 

Manthorpe, 2004). Intra family conflict may arise (Hansen et al., 2008). Most often though it 

is the relative or caregiver who asks for help from the family doctor (De Lepeleire, 2008). 

Iliffe et al. (2003) highlight that there are difficulties in accepting a diagnosis for health 

professionals as well as for patient and families.  

Risk versus benefit 

Data drawn from a series of multidisciplinary educational workshops in the UK found health 

practitioners agreed on the risks of isolation, stigma, shame and anxiety for patients and 

families but could also see benefits in early diagnosis particularly for families (Iliffe et al., 

2003). This creates a potential catch 22 for GPs who are aware of the problem but reluctant 

to begin a process of identification because of the problems it may raise for patients and 

carers.  

Iliffe and Manthorpe argue that there is an emerging “shift from a patriarchal to a more 

autonomous model of health” (2004:p99). This is supported by evidence that patients appear 

to want early diagnosis (Jha et al, 2001). There is a need for greater capacity within the 

primary care sector to respond to the challenges of early diagnosis of dementia including 

addressing the issue of Primary Care Practitioner risk aversion, (Iliffe and Manthorpe, 2004). 

Wilkinson and Milne (2003) argue there is a need to develop a role for patients in improving 

diagnosis based on exploring the patient perspective - an area that has largely been 

neglected. Alzheimer’s Australia advocates improved responsiveness to patients presenting 

with cognitive impairment by Primary Care Practitioners particularly General Practitioners 

(GPs) and Practice Nurses (PNs) (Alzheimer’s Australia, 2010).  
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Identification of dementia 

A range of dementia screening tools have been developed for use by Primary Care 

Practitioners to facilitate detection in the primary care setting. The most common of these 

are: the Mini Mental State Examination (MMSE), (Folstein et al., 1975); General Practitioner 

Cognition Tool (GPCOG), (Brodaty et al., 2002); and Rowland Universal Dementia 

Assessment Scale (RUDAS), (Storey et al., 2004). The key characteristics of a dementia 

screening tool for use in the primary care setting identified by Culverwell et al., (2008) are 

that it is short; cheap; acceptable for clients and health practitioners; easy to deliver, 

including scoring and interpretation; and that it has been validated. These are not diagnostic 

tools but screening tools that aim to provide an indication of whether a patient requires 

further investigation in which case they may be referred to specialist memory assessment 

services (Culverwell et al., 2008).  

Diagnosis by General Practitioners 

GPs have been found by Olafsdottir et al. (2000) to underestimate the occurrence of 

dementia. Boustani et al. (2003) found GPs miss approximately 50% of dementia cases. 

These findings are supported by current research by Pond et al., (NHMRC 351220), where 

GPs identified less than 50% of patients subsequently diagnosed with dementia by research 

nurses using the Cambridge Cognition Assessment (CAMCOG). 

Apart from the risks related to dementia detection identified above, there are a range of other 

reasons why rates of diagnosis of dementia in General Practice are low. Renshaw et al., 

(2001) found that in the UK only half of the GPs who responded to a survey felt that early 

detection and diagnosis of dementia was important and many others were uncertain. A 

similar picture emerges in Australia where early detection of dementia is seen as not overly 

important and perhaps even as harmful (Hansen et al., 2008). This skepticism around 

diagnosing dementia is also highlighted by Iliffe and Manthorpe (2004) and may be related to 

other factors which raise doubt in a clinician’s confidence to deliver a diagnosis. 

Examples of these factors are lack of time, confusion regarding the value of screening tools 

and the ethics of using them, a factor identified as a barrier to their use (Iliffe et al., 2003; 

Turner et al., 2004). GP’s have also shown uncertainty about diagnostic processes and 

limited knowledge of diagnostic services as well as low levels of confidence in their own 

capacity for diagnosing dementia (Iliffe and Manthorpe, 2004; Turner et al., 2004). It has 

been suggested that negative attitudes to screening need to be overcome before screening 

for dementia can be more widely accepted (Iliffe et al., 2003). Indeed screening in isolation 

without appropriate follow up diagnostic assessment may not be acceptable or indeed useful 

in general practice. 

A perceived lack of availability of dementia care services on the part of GPs has also been 

found to be a barrier to diagnosis. This is supported by research showing that GPs are more 

likely to pursue a diagnosis if they see benefits for the patient; for example where making a 

diagnosis facilitates access to specific services (Hansen et al., 2008). GPs have been found 

to regard dementia care to be more the role of a specialist medical practitioner than the role 

of a GP (Turner et al., 2004). Evidence also suggests that GPs are skeptical about the 

benefits of dementia medication which may also influence willingness to make a diagnosis 

(Hansen et al., 2008). 
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Need for new approaches to dementia care 

Evidence is accumulating on the need for new approaches in service delivery for dementia 

care. Interviews conducted by Pratt et al (2006) with a range of health professionals in the 

UK highlighted the need for broader ranging models of care which take into account the 

wider social context in which dementia care services are delivered and not just individual 

factors. This is supported by Bree and Meldrum (2005) again in the UK, who emphasise the 

need for more collaborative models of care along the lines of the chronic disease 

collaborative care models. The need for improved referral pathways for dementia diagnosis 

and care have also been identified by DeLepeleire et al. (2008). 

The Nurse role 

The nurse role in primary care is the fastest growing area of health care and the concept of 

GP and nurse collaborative care is widely supported (Watts et al., 2004).  

Trickey et al. (1999) identified the 75+ health assessment as a time where the opportunity 

presents for nurses to conduct screening for dementia with patients aged 75 years and over 

and she investigated how well nurses assess and manage patients with symptoms of 

memory loss. She found significant variation in the use of dementia screening tools and 

management of patients with memory loss suggesting a somewhat haphazard approach. 

Trickey et al. (1999) suggest nurses are not well equipped to assess patients and that a 

perceived lack of autonomy among practice nurses means they feel unable to take a more 

active role in management of the patients presenting with symptoms.  

Sibbald (2006) however, believes nurses already have a key role in complementing the role 

of GPs in the primary care setting and that extending their role is seen as a suitable strategy 

for enhancing service capacity. Practice nurses themselves see their role in the future as 

working in close collaboration with GPs and other health care practitioners, further 

developing their capacity to support improved patient care (Watts et al., 2004) 

Summary 

The increasing prevalence of dementia in Australia presents a significant challenge. Early 

diagnosis is regarded as desirable by a range of experts. The role of Primary Care 

Practitioners in early detection and management of dementia is widely acknowledged. Lack 

of knowledge, training and skills in diagnosis as well as lack of awareness of available 

diagnostic and dementia support services and treatments are seen as key barriers 

influencing the low rates of dementia diagnosis by GPs. The potential impact on the GP 

patient relationship is also an important factor. 

Growing interest in expanding the role of nurses in primary care together with growing 

demands on the health sector for dementia care services provide an opportunity for 

exploration of new models of care.  One such model would involve greater practice nurse 

involvement in the detection and management of dementia in the primary care setting.  

AIM 

To evaluate a pilot study of a nurse led model of dementia screening and assessment in 

general practice. 
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RESEARCH QUESTION 

What are the key factors (barriers and drivers) that influence the implementation of the nurse 

led dementia screening and assessment model? 

OBJECTIVES 

 To explore factors that support and inhibit implementation of this model of care. 

 To make recommendations for modification of the model to improve capacity for 
further development and implementation. 

 

METHOD 

 

Recruitment 

A convenience sample of two large multidisciplinary general practices located on the Central 

Coast of New South Wales were identified and a letter of invitation was sent to each practice 

principal inviting them to participate in a trial of a model of nurse led dementia screening and 

assessment in general practice. This letter was followed up by a phone call to arrange a 

meeting where practice staff then met with the Chief Investigator and Project Officer to 

discuss the project and gain consent of the participating Practice Principals, Practice 

Managers, GPs and Practice Nurses. Staff not present on the day, were provided with the 

same information and their participation and consent gained at subsequent meetings. 

During the first practice meeting possible components of a model of care (Appendix 1) were 

proposed to practice staff. Following discussion both practices agreed on a draft model of 

dementia detection and care planning.  

The model 

The elements of the model were:  

 addition of a brief dementia screening tool (the GPCOG) to the 75 Plus Health 
Assessment - a Medicare rebatable health assessment already being conducted in 
both practices for patients aged 75 years and over; 

 recruitment and consent of eligible (Appendix 2), agreeable patients and their carer 
at screening; 

 referral of the patient and their carer to a Specialist Memory Nurse (SMN) for 
comprehensive assessment (Appendix 3) 

o patient assessment included cognition using the CAMCOG (assessment was 
not progressed if this score was in the non-dementia range ie. >83) activities 
of daily living, quality of life and mood; 

o carer assessment included carer burden, mood and quality of life; and 

 multi-disciplinary case discussion and care planning with the primary care team 
based on assessment findings reported by the SMN. 
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Evaluation 

Summative and formative evaluation data have been collected throughout implementation of 

the project to inform further development of the model and to gain feedback from key 

stakeholders.  

The primary method of data collection involved interviews with key stakeholders. Semi 

structured, open ended face-to-face interviews conducted with stakeholders were audio-

recorded and transcribed verbatim. A series of questions (Appendix 4) were prepared as a 

guide in advance.  These were adapted as the interviews progressed to adjust for 

information already provided or to probe for further relevant details. 

The following participants were invited to be interviewed if they had a role implementing any 

stage of the model of care or if they had organisational responsibility for development of 

practice protocols or human resource allocation as these were judged to be important for 

sustainability of the model. Interviewees were chosen in order to support the interrogation 

and development of the model of care.  

 Practice Nurses with a role of conducting 75 Plus Health Assessments 

 Practice Nurses with a role of subsequent care planning 

 SMNs who conducted assessments  

 GPs whose patients were recruited to the study 

 Practice Managers  

 Practice Principals  
 

Interviewees were aware when they were recruited to the study that they would be invited to 

be interviewed and were aware they could refuse. Suitable times and meeting places were 

arranged by phone and the option provided for review and editing. Individual interviews 

lasted between 45 minutes and one and a half hours.  

Interviews were conducted away from others in a quiet space usually at the practice. One 

group interview was conducted where it was difficult to arrange individual time with 

interviewees and one interview was held at the end of a case discussion as this was the only 

convenient time for the GP. During all interviews interviewees appeared at ease answering 

all questions.  

The transcripts were thematically analysed and key themes identified. Information emerged 

that linked directly to the processes of the model of care about which specific questions were 

asked during interview. Other information about dementia more generally also emerged and 

these are integrated into the overall findings presented here.  

Full ethics approval to conduct this study was granted from The University of Newcastle 

Human Research Ethics Committee. All information from this study conforms to ethics 

guidelines for storage and use.  

A steering group made up of Australian and international experts in primary care and 

dementia research met regularly throughout the project to oversee development and 

implementation.  
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RESULTS 

As expected, slight adjustments to the model of care were required because of differences 

between practices in their protocols. These were minimal and related to timing of GP/patient 

consultations throughout the process as well as differences in 75 Plus Health Assessment 

practice implementation protocols at the different practices. Thus some flexibility was 

required to be built into the model to allow for this. 

Information on recruitment to the study is presented here including numbers of health 

professionals who participated and were interviewed and patient/carer recruitment numbers. 

The themes identified through analysis of the interviews conducted are also presented. 

These are grouped under headings which emerged as the data was interrogated. 

Recruitment results 

Recruitment of health professionals to the study is outlined in Table 1. From the two 

practices enrolled in the study, 18 GPs and 6 nurses participated. Three SMNs were 

employed by the project to conduct the specialist patient and carer assessments. Of these 6 

GPs were interviewed as their patients were enrolled in the study and all the 6 Nurses were 

interviewed. 

 
Table 1: Number of practice staff recruited and interviewed. 

Practice Practice 

Principal 

 

Practice 

Manager 

GPs Practice Nurses 

 Recruited 

Interviewed 

Recruited 

Interviewed 

Recruited 

Interviewed 

Recruited 

Interviewed 

1 1 1 1 1 8 4 1 1 

2 1 1 1 1 10 2 5 5 

 

Recruitment of patients to the pilot study from the two participating practices is outlined in 

Table 2 including numbers assessed and case discussions conducted at each practice.  

 

Table 2: Details of patient recruitment and progress through the model of care. 

Practice Patients 

screened 

Eligible Recruited Assessed by 

SMN 

Multidisciplinary 

Case Discussion 

1 157 32 6 5 5 

2 Unknown Unknown 2 2 0 

 



11 
 

Figure 1 outlines the reasons given by PNs, for eligible patients not being recruited to the 

study. These relate to mostly to patients’ physical inability e.g.. eyesight problems or being 

unwell (7) and unwillingness on the part of the patient, carer or GP (11). The carer not being 

present to complete the GPCOG informant section and provide person responsible consent 

was also a significant reason given for non-participation (3). Two patients became ineligible 

as it was found that they had already been diagnosed with dementia.  

 

Figure 1: Primary reason for non recruitment of eligible patients 

 

The very low number of patient participants recruited to this study alerted us to the need to 

examine in more detail the barriers and enablers to implementation of this model of care in 

general practice. All GPs and PNs who were involved in recruiting patients to the study were 

therefore invited to be interviewed as outlined previously.    

A number of issues for the development of this model have emerged from the interviews. 

These are highlighted here with some suggestions of how this model might be adjusted to 

accommodate these factors. 

 

Interview results 

 

Perceptions of early detection of dementia 

Interviewees generally were positive about early detection recognising it as beneficial: “Oh 

yes, yes, cause the family suffer... absolutely I see the benefit of picking this up” PN5.  

One GP seemed unsure of the benefits in some circumstances: “as a GP you may not avoid 

the diagnosis of dementia but avoid the intense exploration of it because you know that that 

person will not leave their home and will not access services” GP2.  

Maintaining a good relationship with the patient is important and so a progressive approach 

is more desirable: “you have your list of things you can do... you can tick them off 
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progressively as that probably would be the way to do it ... what you are trying to do is 

maintain a relationship … you don’t want to belt them around the head every time they come 

in” GP2. A systematic but relatively simple approach is what this GP proposed. 

Reasons for non-enrolment of patients in the study 

Although a large number of health professionals enrolled in this study, the number of 

patients recruited during the pilot study has been low. Interviews with participants highlighted 

a number of reasons for this including the need for the carer to be present at screening, both 

for implementation of the GPCOG and to gain patient, person responsible and carer 

consent: “it all falls into place nicely if you’ve got the person there and their carer...because 

they’re usually quite aware already... something that’s not quite right...so they’re quite happy 

to ... sign up. .then you’ve got others... there’s no carer, no one to sign off anything but these 

people I think are the ones that need the help the most” (PN4). The consent process was 

considered very time consuming “one of my biggest issues is not the GPCOGs, it’s the 

consent” PN5.  In the case where a contract Nurse conducted 75 Plus Health Assessments 

the reimbursement from the practice was per patient rather than per hour worked so there 

was an incentive to keep the assessments to under 1 hour and a reluctance to add extra 

time for screening and consent even with reimbursement from the project: “it’s a time factor 

basically” PN5. The paperwork involved felt overwhelming for this PN: “I got it confused and I 

had the wrong bits of paper ... so I had them all in piles but there was so many bits of 

paper... this is the biggest issue really” PN5. This PN suggested it would be much easier to 

recruit within the practice rather than have the contract nurse try to do it in the community 

particularly as very often the carer is not present. 

Human resource issues 

Time pressures are a key issue raised in this study. A shortage of GPs means extra 

pressure on all staff: “there’s a huge amount of pressure on now with the lack of GPs... and 

that’s pressure on the staff, on the nurses, on everyone... it’ll be much better when we get a 

few more (GPs)” (GP1). Patients are therefore more likely to talk to the nurses “a lot of the 

time they will bring it up with (the PN)... rather than bring it up with the doctor... cause they’re 

so busy... you’ve only got ten minutes or so”(PN1). 

Interviewees suggest that the nurse led model of detection and management would be 

easier when the PN is employed by the practice and not as a contractor. A number of 

reasons were cited for this. Where the Practice Nurse is contracted there is a perception that 

the practice does not have the same authority to delegate tasks: “we don‟t have any control 

over how X runs ... the business... we can‟t sort of say .... you‟ve got to get out and do this 

because she doesn‟t actually work for us” (PN1). 

Also: “it would be easier having someone... doing it in the practice rather than trying to send 

it out... because the doctor might recognise a patient in here and they could just send them 

to (the nurse)” (PN1). 

Screening for dementia also takes extra time added to the 75 Plus Health Assessment.  

Identifying dementia 
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The health professionals who conduct the 75 Plus Health Assessment are perceived to not 

always have the knowledge and skills to conduct dementia screening. One PN felt that 

“there’s only the one who’s been able to manage that... one’s studying and it’s probably too 

much for her and one probably wouldn’t cope... they’re more or less technicians... they don’t 

have a lot of background knowledge as to why they’re doing these things... they cope with 

what they’re doing but I need to constantly support them.” This perception that certain staff 

may not be able to manage a dementia screening tool requires further exploration. 

Staff appear to require extra training to screen for dementia which is an added cost both in 

time and resources. Where the practice outsources its 75 Plus health assessments this 

means the business providing the service would be required to take on this commitment. 

This was a difficulty for one practice: “I think part of it is her business hasn’t been running for 

all that long so she’s trying to set up a business and do something that takes extra time... 

she needs to train staff to do that”. The PN when asked how she felt about introducing the 

GPCOG said “stressed” PN 5. Previously the short version of the MMSE had been used  as 

“the long one just took too long” PN5. 

The PN is often familiar with the patients and so is ideally placed to identify patients who 

may benefit from further assessment: “Dr X actually has a lady she’s concerned that she’s 

got dementia.... she could be screened” (PN2). 

Given the difficulties with screening it was not surprising that discussions led to the proposal 

of a type of referral system. It was also not surprising as referral is such a common pathway 

in general practice.   

Communication and the general practice environment 

The PNs felt that there were easy avenues of communication between them where PNs 

could discuss patients who might benefit from SMN assessment: “ I mean we could ask X 

(contracted  PN) to sort of flag anybody... cause she and I communicate regularly” PN2. 

Equally the contracted PN commented that her communication with the Practice was good: “ 

Communication between the PN and the GPs is more problematic. GPs are very busy and 

PNs often rely on written communication for example in the patient’s notes. 

“We’re just nurses whereas they’re still the doctor” PN 5. “You go and say it to one of the 

other nurses or the admin staff or the admin manager but you don’t always want to say (it) to 

the GP”. 

GPs and PNs indicated that the study provided good opportunities through the case 

discussion to discuss patient care. On a number of occasions key patient issues were 

highlighted by the PN to the GP or vice versa of which they were not previously aware. For 

example during one case discussion the GP mentioned that the patient was attending a 

men’s group of which the PN was not aware. There were a number of examples of this.  

Practice systems 

Computer technology is seen as a factor that can support the introduction of new systems of 

care. When asked about introducing the new dementia screening tool the Education Officer 

at one practice had already initiated plans to introduce the tool into Best Practice: “ I’m trying 

to get Best Practice to put that into their templates for us” PN3. This is not always easy and 
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the difficulties of introducing changes to protocols is highlighted “I just sent the whole thing to 

them and said can you please put this in but how long that takes is you know, how long is a 

piece of string” PN3. 

Staff at the practices were enthusiastic about being involved in the research project and 

trialling this new model of care. This was particularly evident during discussions where they 

were keen to problem solve and discuss how things might work: “so maybe we could bring 

C. (the practice manager) into that, do some sort of PDSA” and “maybe there is a better way 

for her (the other PN) to do it” (PN1). Despite the interest there was also a sense of 

disempowerment where the one PN wanted to put up some information for patients but: “I 

suppose I don’t sort of have a wall of my own that I could stick things”. 

Family and carer involvement in the process 

Involvement of the family and carer in the detection and care of dementia is seen as very 

important by interviewees in this study. The requirement of the informant to be present for 

the GPCOG is problematic for patients whose carer is not present. These patients were 

unable to be enrolled into the study as we required informant input to provide the GPCOG 

score and thus eligibility.  

The family is regarded by the interviewees in this study as the most likely people to detect 

the first signs of dementia, a finding well supported in the literature. Both GPs and PNs 

comment on this: “a lot of the time I think it will be the relatives that tell us” GP1 and “I mean 

the family will quite often pick these things up” (PN1). This last quote is qualified by one PN 

adding “but they won’t say”. 

One practice in the pilot study conducts the 75 Plus H/A in the patient’s home. The carer is 

most often not present in this case. Where the patient is assessed in the practice the carer is 

usually present as they usually transport the patient to the practice. 

The importance of carer and/or family involvement and communication was highlighted. One 

GP felt that the patient is unlikely to tell the carer what management decisions had been 

made at an appointment: “ carer must be present at... specialist or any sort of other major ... 

appointments because if she’s (relative) not going, she doesn’t know what’s going on and 

he’s not likely to report what’s going on” GP2. This is particularly an issue where the carer 

does not attend and the driver’s licence is removed. 

A lack of communication was evident where one PN was unaware of what arrangements 

were being made to enrol the practice in the study and the implications for her role in 

implementing the 75 Plus Health Assessments. “I just went in blind, I had no concept of what 

was going on” PN5. 

Issues related to the patient 

Patients are sometimes unaware of the arrangements that have been made for their care: 

“sometimes the poor old darlings don’t know that they’ve got to see me even though the 

letter says so, so they just go in and see (the GP)”. Patients can be very isolated “unless it’s 

an absolute emergency and that’s the sort of situation they’re in they haven’t had any 

children, they don’t socialise a lot and all they’ve got is their neighbours but don’t bother 
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them” PN4. This can feel like a heavy responsibility for the PN: ”so you know it puts you in a 

difficult situation that they’re not going to get seen to” PN4. 

Specialist Memory Nurse Assessment 

The benefits of having the SMN assessment conducted in the home are highlighted: ”then 

you get a truer picture” PN2 and “you can have a look and see what’s in the fridge” PN1. 

One PN commented “we are not always aware of what’s going on at home” and “ by having 

(the SMN) going out and seeing what’s going on at home, obviously opens that right up and 

gives you the exact picture of what’s going on at home” PN4.   

Specialist Memory Nurse Report 

The report was regarded as useful by the GPs and PNs who received it.  

One GP stated that the more detailed comments about the particular individual and their 

circumstances provided at the end of one report was very useful and that it “gives more 

depth to the information” GP2. This suggests that the assessment scores give some 

indication of the picture but the SMN’s observations and perceptions of the situation are a 

very valuable adjunct.  

The report is seen as providing a focus for discussion for the GP and PN: “it focuses us” 

GP2. Also it provides important information on services that the GP and PN may not be 

aware of as the PN states she only has the information “that’s been given to me... whether 

its community numbers to say well ... they can go to this group or they can go to a support 

group” PN4.  

One GP (GP3) stated during the case discussion that she did not have enough time to read 

a long report. Another GP stated that a “cut down version of the report would be good” (GP2) 

One PN expressed some reservations saying “we’ve done all this work ... now ... where are 

we going with it, what are we going to do , what’s going to come out of this for the patient” 

PN4. This comment related to the PN’s perceived lack of autonomy and ability to act on 

information as she went on to say: “cause you know I can give the doctor the information 

that (the SMN) has brought back and yeah it just sits there in a heap” PN4.  

Although the report has been useful and the case discussion provided an opportunity to hear 

what the GP thought, the PN feels disempowered and adds later “I really can’t organise 

anything or say anything to him (GP) all I can do is suggest. I can suggest to the carer, I can 

suggest to the patient or the doctor you know” PN4. She feels the patient will listen to the 

doctor especially “more you know if they’ve had a good relationship with them”. But she also 

adds that the assessment report opens their (GPs) eyes up. You know then they think 

maybe I really should be doing something...all the hard works done really. The doctor 

sometimes has just got to sit back and go well here’s what I really need to do ...it’s really put 

down in point form for them” PN4. 

Overall comments on the process 

Although patient recruitment was slow the process seemed to work well at one practice 

where a PN, employed by the practice, was responsible for conducting the 75 Plus Health 

Assessments and where screening for dementia was already an integral part of the service. 
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This PN was happy to embrace the project and it did not seem overly onerous to her: “I felt 

it’s gone pretty smoothly actually. You know I’ve been able to pass my information on to (the 

SMN) and (the SMN) does her assessment, we get the reports back and it all seems to be 

going quite smoothly” PN4. “I think it operates fine... my main concern is just those not 

getting the help that need it... there are a lot of them out there that are in denial and 

desperately need help” PN 4.  

At another practice the 75 Plus Health Assessments are outsourced and this may have 

resulted in reduced capacity to add this research project to the PN workload both from a 

skills and a financial perspective. The need for the carer to be present to complete the 

GPCOG assessment compounded this problem resulting in a very low recruitment rate. 

Additionally, this practice was not provided with the SMN reports for two patients who were 

referred and assessed. This was a result of the SMN working full-time in another position 

and therefore being unable to fulfill her role with the research project. The research team 

ensured these patients were appropriately followed up.  

Skilled SMNs have been difficult to recruit to work for this project partly because they are 

often employed full-time elsewhere but also the rate of reimbursement was considered low. 

Those who have agreed to do the assessments have done so mainly because they are 

committed to and concerned about dementia care services. 

Recruitment of practices and practice personnel to participate went smoothly. However, 

many GPs recruited did not then go on to refer their patients into the study. So although in 

principle they agreed to participate in effect they did not. Reasons for this have been 

discussed. GPs who did not recruit patients were not interviewed. However, it would be 

useful to explore the issues around this.  

Relationships developed well between the research team and the practice staff although at 

one practice may have been strained when reports for the 2 patients referred were not 

provided.  Multidisciplinary case discussions were regarded as valuable but do not appear to 

be standard practice. The issue of communication between disciplines in the team requires 

further investigation to determine effective methods.  

Practices were keen to be involved in the research project and happy to make time to see 

the research team to discuss progress. The process developed into a participatory action 

research like approach which worked well to inform development of the model of care. 

 

CONCLUSIONS 

The results from this study are generally in keeping with existing literature in this area. Time 

constraints for Primary Care Practitioners, and knowledge of services available for dementia 

care are both well recognised barriers to detection in general practice (Hansen et al., 2008; 

Waldemar et al., 2007). 

The reasons given by PNs as to why eligible patients were not recruited to the study 

highlight the need for better processes of detection for patients who have eyesight problems 

or whose cognitive impairment may be attributed to their being unwell and therefore unable 

to participate. The large number of patients who were eligible for further cognitive and 
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functional assessment based on a screening result but who did not proceed because of 

unwillingness on the part of the patient, carer or GP is of concern. There is a great need for 

further exploration of this issue. It may be that involvement in a research project was a 

deterrent but it is more likely that issues identified in the literature such as stigma and 

concern about the GP patient relationship are the cause. The carer not being present to 

complete the GPCOG informant section and provide person responsible consent was also a 

significant reason given for non-participation and should be addressed in development of the 

model.  

Surprising issues of lack of capacity to act on the part of PNs came across strongly in the 

interviews. PNs appear to feel hamstrung when they can see situational problems from the 

patient and carer perspective but feel there is nothing they can do. This may be a reflection 

of the well recognised barriers to detection by GPs identified in the literature but it may also 

be that nurses simply do not have the autonomy to act independently to make decisions, 

even in instances where these relate to social rather than non-clinical factors. Some nurses 

did not have the training or capacity to deal with the pathway required by the project. These 

are issues that require further investigation. 

 

 

RECOMMENDATIONS 

 Adopt a participatory action research approach for further development of the model. 

 Trial use of the RUDAS screening tool as an alternative to the GPCOG as it does not 

require an informant. 

 Trial case identification and direct referral to the SMN as an alternative to screening 

in order to boost recruitment. 

 Trial patient and carer consent being gained by the SMN following explanation and 

introduction to the study by the GP and PN to relieve the PN workload. 

 Remove current criteria of ineligibility if the CAMCOG score is >83 as patients and 

carers are likely to benefit from the other assessments. 

 SMN report should be more succinct, perhaps including tables for results and a cover 

letter summarising all the key points. 

 SMN report should have recommendations individual to the patients and not just 

generic.  
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