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BACKGROUND

D
ementia policy recommendations empha-
sise the pivotal role of primary care services
for patients and their families.1-3 Notwith-
standing, there is a body of evidence that

dementia is under-managed in primary care. General
practitioners (GPs) seem to underperform in assessing
signs and symptoms of dementia,4-5 managing associa-
ted depression,4-5 providing information about demen-
tia,6-7 and assessing social support and carers’ needs.4-5,8

There are multiple barriers to the management of de-
mentia in primary care, including challenges related to
the complex biomedical and psychosocial nature of de-
mentia itself; gaps in knowledge and skills of health pro-
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RESUMO
Introduction: Despite policy recommendations worldwide, too often dementia remains outside the scope of primary health
care. In the context of Portuguese primary health care services, our group previously explored the experiences of people with
dementia, carers, general practitioners (GPs), and other professionals, together with their perspectives on barriers to dementia
care. However, we know little about triadic consultations that involve a patient, their carer, and their GP.
Objective: To explore dementia care in triadic consultations in general practice.
Methods: Analysis of ten consultations with dementia triads across six Portuguese practices from different social contexts. 
Purposive sampling was used to recruit nine GPs, ten patients, and ten carers. Triadic consultations were digitally recorded, 
transcribed, and analysed. The analytical framework combined codes derived from the transcripts with codes from the avail-
able literature. Themes focused on the corollaries of dementia (e.g., need for information), and coordination of services.
Results: Dementia-related content took up only 30% of consultations, despite their length (median 27 min). The GPs did not
seem engaged in dementia management, their assessments lacked breadth and person-centredness, and interventions were li-
mited. Carers facilitated GPs’ assessment of dementia consequences, but their needs were poorly assessed. Patients’ self-ex-
pression was limited by communication patterns within the triad.
Conclusion: It is challenging for GPs to assess dementia among other conditions in a context of fragmented care. Strategies
for improving family carers’ assessments are needed. The analysis of triadic consultations may provide potential process mea-
sures for assessing the quality of clinical practice and consultation training in general practice, but this requires further study.

Keywords: Primary health care; Family practice; Dementia triads; Consultation; Qualitative research; Communication.

fessionals, and negative attitudes; and system charac-
teristics.9-10

Biomedical models still dominate the understanding
and treatment of dementia. This leads dementia to 
be seen mostly as an invariably progressive condition
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where little is worthwhile beyond the limited pharma-
cological approaches currently available.11 This pers-
pective conditions the help provided to persons with
dementia and their families, and their ability to live bet-
ter with dementia whilst struggling against its conse-
quences. A complimentary perspective that should be
considered in primary care settings focuses on valuing
‘social health’: the ability of a person with dementia to
preserve their autonomy and solve daily problems, to
adapt to and cope with the practical and emotional
consequences of dementia, and to participate in social
activities.12

Many characteristics of the Portuguese primary care
system may impact dementia care.13 General practitio-
ners are gatekeepers within the National Health Servi-
ce, controlling access to what in many countries are
called ‘specialists’ (e.g., neurologists, psychiatrists). In
primary care health centres, users are grouped into ‘fa-
mily files’ and most nurses work closely with GPs; how-
ever, there is a lack of guidance for the functions of the-
se nurses in many areas, including dementia, and the
current electronic clinical files do not allow sharing of
information.14

General practitioners’ consultations also tend to be
brief (around the recommended 15 minutes).15 This li-
mited time frame does not foster cognitive screening in
primary care or the comprehensive follow-up of peo-
ple with dementia and their family carers, as recom-
mended in Portugal.16-17 Finally, Portuguese GPs are 
allowed to initiate and renew anti-dementia drug pres-
criptions, but in primary care, patients have to make a
full payment. Instead, out-of-pocket expenses for the-
se prescriptions are much lower if they are prescribed
by a neurologist or psychiatrist. Unlike other European
countries (e.g., the UK, the Netherlands) Portugal only
published its dementia strategy in 20181 and it has yet
to be implemented, although definite steps are now
being taken officially to tackle this delay, aggravated by
COVID-19.18 The Portuguese strategy suggests that pri-
mary care should undertake early screening for cogni-
tive impairment, foster integrated diagnosis and ma-
nagement of persons with dementia in coordination
with secondary care, and promote person-centred care
in coordination with community services. However, this
seems far from being put into practice. Recent research
from our group indicated that GPs seem to contribute

little to current dementia care in Portugal,6 and that liai-
son between primary and secondary care is inadequa-
te14,19 suggesting that primary care may not yet be pre-
pared or able to implement the national dementia stra-
tegy.

The concept of ‘dementia care triads’ has been used
to depict systems including the person with dementia,
the family carer, and the GP, since the typical physician-
-patient dyad often expands to a triadic relationship as
cognition declines.20 A recent review of triadic interac-
tions, based only on data from interviews, demonstra-
ted their complexity and highlighted the need to resol-
ve mismatched expectations of individual roles, en-
courage patients’ autonomy, and maintain continuity
of care.21 Other studies based on survey methods sug-
gest that persons with dementia are less likely to be ac-
tively involved in conversations and decision-making
as cognition deteriorates,20,22 and coalitions between
carers and doctors often occur.23 However, it is still not
clear how triadic interactions with GPs may affect de-
mentia care provision. Consultation analysis has been
used in primary care for a variety of purposes,24-25 but to
our knowledge not yet with dementia triads.

Objective
The aim of this study was to explore dementia care

in the context of triadic consultations in Portuguese
primary healthcare services.

METHODS
Design

A qualitative study was performed, involving the ana-
lysis of routine consultations with dementia triads (GP,
person with dementia, and their family carer). This was
a sequence of our previous studies on dementia in pri-
mary care,6,14which focused on different objectives, and
the final samples overlapped.

Setting
As described elsewhere,6,14 six practices within the

Lisbon metropolitan area were selected to reflect diffe-
rent socio-economic characteristics.

Sampling
A contact person (GP) in each family health unit re-

cruited the GPs. The GPs’ inclusion criteria were that
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they provided regular care to people with dementia.
Purposive sampling was used to recruit participants.26

The GP sample comprised both genders and different
durations of clinical experience. Persons with demen-
tia were recruited by their GPs during routine appoint-
ments, regardless of their reason, according to the fol-
lowing criteria: 1) willingness to permit recording of
their consultation; 2) dementia diagnosis according to
ICD-10 DCR;27 3) being accompanied by a consenting
family carer in consultations. A purposive sample of
people with dementia included both genders, indivi-
duals at different stages of dementia, and with different
types of kinship with their carers. The mental capacity
of the person with dementia was determined by the
GPs, but lack of capacity was not an obstacle to invol-
vement in the study provided a family member was wil-
ling to give proxy consent. All carers were family mem-
bers.

The sample size needed was estimated to be 10-12
consultations using Guest et al.’s methods.28

Data collection
All participants filled out a brief ‘ad doc’ question-

naire on demographic data and dementia-related in-
formation. Data saturation criteria were based on an
initial analysis of ten consultations and on a stopping
criterion of two consultations where no new ideas
would emerge.29 These criteria were met at the tenth
consultation. The consultations were digitally recorded
between January and November 2018; all recordings

were uninterrupted and had good sound quality. The
place of consultation was either the practice or the pa-
tient’s home. Consultations were transcribed and ano-
nymised. The accuracy of the transcripts was checked
by the primary author.

Data analysis
The framework method30 allowed management of

the transcripts in systematic stages, improving the
transparency of results.

All transcripts were coded by two researchers using
NVivo 12®. The initial analytical framework drew on
available literature20,31-33 (see Table 1) and categories ge-
nerated by the analysis of the first three transcripts, al-
lowing for a combination of inductive and deductive
analysis. An analytic framework with three themes was
then developed and applied to each transcript, and dif-
ferences were resolved by discussion. The transcripts
and themes were translated into English by a bilingual
speaker after data analysis.

General practitioners address a variety of health con-
cerns in consultations;34 therefore, the length of these
non-dementia discussions was quantified, guided by
clinical judgment, as a proxy for the amount of time in
the consultation focused on dementia (see Figure 1).

Consultation pattern was categorised as Doctor-Pa-
tient, Doctor-Carer or Doctor-Patient-Carer (Figure 2)

Ethics
Ethics approval was granted by the ARSLVT Research 

Dementia care delivery

Patient-doctor relationship GP shows interest, involves patients in decisions, takes sides

Services coordination
GP with other primary care workers, referral system/liaison support with secondary care and 
community services

Dementia management
Fostering cognitive stimulation, behavioural and psychological symptoms of dementia, 
anti-dementia drugs, advanced care planning

Multimorbidity assessment Continence, mobility and falls

Functionality assessment Self-care, home care, social activities

Supporting carers Carer burden, emotional distress, psychoeducation, carer-doctor relationship

TABLE 1. Dementia quality-of-care in primary care for older people20,31-33

Note: GP = General practitioner.
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Others**
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COPD
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Diagnostic tests*
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Non-dementia drugs
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Diabetes
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Dementia-related
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Non-dementia related
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Figure 1. Proportion of topics addressed in consultations according to the transcripts.

Doctor-Patient – interactions in which only the doctor and the patient participate
Doctor-Carer – interactions in which only the doctor and the carer participate
Doctor-Patient-Carer – interactions in which the doctor, the patient and the carer participate
Patient-Carer – interactions in which only the patient and the carer participate

C01

C02

C03

C04

C05

C06

C07

*C08

C09

*C10

0 25 50 75 100

* Consultations with patients with advanced dementia

Figure 2. Percentage of text in the transcripts with coded utterances related to the interactions.

* Included explaining and registering results, prescribing diagnostic tests
** Included physical examination and administrative procedures.



Ethics Committee (no. 067/CES/INV/2017), and NOVA
Medical School Ethics Committee (no. 28/2017/CEFCM
and no. 2/2022/CEFCM). Written informed consent was
obtained from each participant.

FINDINGS
The characteristics of participants are summarised

in Table 2.
The characteristics of consultations are summarised

in Table 3.

Three major themes and five sub-themes were iden-
tified and are summarised in Table 4.

Assessment of the impact of dementia on daily life
Half of the GPs enquired about sleep disturbances,

agitation, and depression, from both patients and ca-
rers; although most of these assessments tended to be
very brief, a few others were more extensive.
GP: And what about your sleeping? You used to sleep
well, didn’t you?
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General practitioner (n=9)

Age, years, median (min-max) 49 (31-64)

Sex, female, n 6

Specific postgraduate education in dementia/ageing, n 0/0

Number of persons with dementia per GP’s list, median (min-max) 12 (5-18)

List size per GP, mean (SD) 1850 (98)

Person with dementia (n=10)

Age, years, median (min-max) 78 (71-84)

Sex, female, n 7

Education, years, median (min-max) 3,5 (0-11)

Living together with carer, n 7

Years with dementia since the diagnosis, median (min-max) 3 (1-9)

Dementia type, n

Alzheimer’s disease 6

Vascular dementia 1

Mixed dementia 1

Fronto-temporal dementia 1

Lewy body dementia 1

CDR category 1/2/3, n 7/1/2

Having specialist consultations (neurology, psychiatry) for dementia, n 7

Receiving support services on behalf of dementia, n 5

Time with current GP, years, median (min-max) 10 (1-20)

Carer (n=10)

Age, years, median (min-max) 61 (44-87)

Sex, female, n 7

Education, years, median (min-max) 8 (2-17)

Type of relationship with person with dementia (spouse/child, n) 5/5

Person with dementia has the same GP, n 7

TABLE 2. Participants’ characteristics



Patient: Yes.
GP: How are you doing now?
Patient: Not very well since last week.
GP: Really? What happened? Can you explain?
C04

Most GPs explored the consequences of dementia
with patients and carers alike. They focused almost ex-
clusively on patients’ needs related to preparing meals
and personal hygiene, disregarding their social rela-
tionships. Half of them also explored safety needs, such
as medication errors and risk of falling, which seemed
to be met.
GP: What about your medication? Do you take it on your
own, or do they help you with that at the day centre?
Patient: I have a pill box with the days of the week.
GP: And you don’t get it wrong?
Patient: No.
GP: Don’t you get confused?
Patient: No, no.
Carer: They give her the medication at the day centre.
GP: Ah! So, the pill box is at the day centre!
C02
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However, in these assessments, a few carers spoke on
behalf of their relatives, and sometimes GPs went along
with this pattern, despite some GPs trying to involve the
patient in the conversation.
GP: (…) She goes to the bathroom alone, doesn’t she? [ad-
dresses the patient] Do you go to the bathroom on your
own?
Patient: Luckily still- [carer interrupts]
Carer: She goes, yes.
GP: And do you need incontinence pants at night?
Patient: No- [carer interrupts]
Carer: No, no, but we have a few accidents because she
doesn’t always realise she needs to go to the bathroom, I
think she doesn’t realise (…)
GP: But she uses a little pad, right?
Carer: Yes, always!
C06

In general, the impact of dementia on carers was
poorly assessed in these consultations. Most GPs did
not actively explore carers’ needs. A few carers sponta-
neously mentioned the burden of care but GPs ignored
this in half of the cases.

Place (health centre/home) 8/2

Duration, minutes, median (min-max) 26.5 (15-35)

Time since last GP consultation, months, median (min-max) 5 (1-8)

Person with dementia and carer always present, n 10

Other symptoms/conditions assessed, unrelated to dementia, median (min-max) 2 (1-4)

TABLE 3. Characteristics of consultations (n=10)

Themes Sub-themes

Assessment of the impact of dementia on daily life
Patients’ needs/functional assessment

Carers’ needs

Information giving

Management of the consequences of dementia Medication management

Providing emotional support: patient/carer

Coordination within primary care, with specialists and with social services

TABLE 4. Thematic table



Carer: She really likes being at the day centre. It’s a break
for me. [laughs] Even better if she was there one more day
in the week… Not Sundays, but Saturdays… would be
great [laughs]
GP: So… what was the medication prescribed by the neu-
rologist?
C06

In one case, the presence of the patient in consulta-
tion seemed to have prevented the carer from expres-
sing their difficulties in addressing the patient’s beha-
vioural problems: a look of disapproval on the patient’s
face noticed by the GP made them change the subject.
GP: What’s the most difficult thing for you?
Carer: When we tell her to do things she won’t do them.
GP: Mm-hmm 
Carer: And she gets grumpy (…)
[GP assesses how the carer manages patient’s behaviour]
GP: It might help distract her with another subject (…)
Carer: Yes, but she…
GP: [addressing the patient] You’re making such a face…
Carer: Well, but she remains quite autonomous…
C05

Some GPs asked carers about their difficulties, but
only when they lived together with patients. These dif-
ficulties were further explored in only one consultation,
in which carer-GP interactions dominated.
GP: What’s the most difficult thing for you?
Carer: When we tell her to do things and she won’t do
them
GP: Mm-hmm 
Carer: Now she’s a little better, but she has days…
C05

Management of the consequences of dementia
In general, GPs’ dementia-related interventions were

uncommon in these consultations. They did not regu-
larly provide information about dementia. Only one GP
briefly instructed the carer on managing behavioural
and psychological symptoms of dementia (BPSD) and
the risk of falls.
Carer: Her stubbornness.... that’s basically it, we tell her
to do particular things and she decides not to do them
(…)
GP: And what do you do then?

Carer: Letting her be, not making a fuss… In the begin-
ning, we used to discuss a lot…
GP: Right.
Carer: But now, I know better…
GP: It might help distract her with something else.
(…)
GP: …Then there’s walking from the bed to the bath-
room when she needs to get up during the night … Do
you have any rugs?
Carer: You’re right, there’s a rug, but I’m going to take it
away from there.
GP: Good, either remove or secure it.
C05

Another GP tried to provide information about the
diagnosis of dementia, but then abruptly changed the
topic, preventing further questions.
Carer: What is sertraline for?
GP: It’s for depression. Often, people … women in me-
nopause and older people… the loss of cognitive abili-
ties, memory, etc., is sometimes associated with depres-
sion, sometimes not…but we always try to help. You felt
better with sertraline, but memory issues persisted. That’s
why, we did the CT scan and other tests (…) The scan sug-
gested Alzheimer’s, didn’t it? But we will see what’s going
on, OK? Let’s see… The CT scan showed this, didn’t it? You
also have anaemia, which got worse. Have you been ea-
ting well? Meat? Fish?
C07

While none of the patients questioned their GPs
about dementia, a few carers did. One carer asked what
caused their relative to have dementia but the GP was
vague in their answers.
Carer: Uh ... there’s another thing that I don’t know whe-
ther it had any influence or not. She used to sleep an
hour a night, and this went on for years (…) She was al-
ways working hard ... and she used to drink lots of cof-
fee to stay awake....
GP: Mm-hmm
Carer: Maybe all that influenced this...
GP: Hmm, not really, no ...
Carer: ... because she didn’t have enough sleep, and this
could have something to do with the situation, right?
Couldn’t it? 
GP: Ah ... not necessarily.
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Carer: Just trying to explain this to you, Doctor, just trying
to help…
C09

On most occasions, GPs did not provide explicit emo-
tional support either to patients or carers. Some pa-
tients expressed their difficulties in accepting the con-
sequences of dementia in daily living (e.g. driving abi-
lity), but most GPs did not validate their feelings.
Patient: My wife keeps forgetting that she had an acci-
dent, obviously not with me at the wheel… 
GP: Do you think you are still fit to drive, is that it?
Patient: I think I am, I’ll take full responsibility. 
GP: So, you don’t get lost, contrary to what your wife
says...
Patient: Getting lost is different… Doctor, I haven’t done
thousands of kilometres, I have done millions of kilo-
meters…
GP: You think you can drive just like you did before.
Patient: No, I do have one difficulty: road signs have
been changed. But I do manage, I stop and ask for di-
rections. I haven’t done hundreds, but millions of kilo-
meters!
C01

Only one GP explicitly explored the patient’s psy-
chological distress, by using prosody (changes in tone,
stress, and rhythm) to convey concern.
GP: OK, so when you talk about ‘instability of thought’
what do you mean?
Patient: Sometimes it takes me a long time to catch the
thread of a conversation, that’s it…
GP: Mm-hmm…
Patient: I don’t know ...
GP: OK, I understand. Look, have you been feeling sad?
Patient: Yes ...
GP: Do you feel like crying or do you sometimes cry?
Patient: Before, I used to be moved by many things, but
after I took sertraline ... it was the only thing that I felt
was helping me ...
C04

Furthermore, carers were always present throughout
these consultations, and in some cases, both GPs and
carers prevented patients from expressing their
thoughts and feelings ignoring their autonomy, as was

the case of the GP who seemed to collude with the ca-
rer by adopting a paternalistic attitude.
Carer: (…) I put the breakfast on the table and it stays
there for two hours, getting cold …
GP: But do you eat everything cold?
Patient: Sometimes yes, but I prefer to eat it cold rather
than hot because I like to pray early in the morning.
GP: Well, but cold food is not good at all Mr. X! [patroni-
sing tone]
Patient: But I have my religion…
GP: OK, but praying after eating is as valuable as praying
before.
Patient: OK, but in my opinion...
GP: Yes ... it is true, but then after praying, you should
warm it up a little bit, again, so that you’re not eating
things cold, OK?
C03

The few carers who received emotional support from
GPs participated in consultations where doctor-carer
interactions dominated. Few GPs used active listening
techniques to facilitate the exploration of carers’ con-
cerns. However, one GP addressed fears regarding a pa-
tient’s diabetes treatment plan by explicitly acknow-
ledging nonverbal communication issues.
GP: Since you’ll stop her corticosteroid within 6 days, I
won’t prescribe any insulin ... Oh, I see you are staring at
me…
Carer: It’s just…
GP: You became quite distressed when…
Carer: I’m… a little worried because when her glycaemia
goes up to 400 I get worried…
GP: I know, I know ... but I’m tapering the dose of the cor-
ticosteroid, and that will lower the glycaemia, you know?
So, there is no reason for starting another medication and
then stopping it, are you with me?
C10

Most patients were taking anti-dementia drugs, but
most GPs did not manage them directly (renewing pres-
criptions or monitoring side effects). In fact, GPs and ca-
rers understood this medication to be ‘the neurologist’s
medication’.
Carer: And the medication for memory… The one from
the neurologist… 
GP: Exactly… It has to be prescribed by neurologists. (…)
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Carer: Since there were no great results, she [neurologist]
increased the dose.
GP: Donepezil? OK. So, the present dose is 10 mg/day, is
that it?
Carer: Yes.
GP: Very good. And regarding other medications, what
prescriptions are you going to need?
C08

Coordination within primary care, with specialists,
and with social services

There did not seem to be any liaison between GPs
and specialists. The GPs had to ask carers for any in-
formation about the specialists’ clinical assessments
and patients’ current medication.
GP: How did the neurology consultation go? Were there
any changes in the medication?
Patient: No.
Carer: … But they noticed a memory deficit. (…) She
made a blood test ...
GP: What test? Do you know?
Carer: As a matter of fact, no ...
GP: Must be related to the medication… But the medi-
cation wasn’t changed… And can you tell me the name
of the drug that was prescribed?
C02

No coordination with nurses regarding dementia was
mentioned in these consultations; however, referrals to
nurses were mentioned regarding diabetes. Although
nurses were present in the two home visits, their contri-
bution was limited to issues related to general depen-
dency (e.g. carers’ training on lifting). No coordination
with social workers was mentioned and none of the GPs
made referrals to any kind of social support services.

DISCUSSION
Main findings

In this study, we analysed a small purposive sample of
triadic consultations in Portuguese general practice, all of
them involving a person with dementia, a family carer,
and their GP. Consultations were almost twice the length
of routine consultations in Portugal, even though de-
mentia-related content took up only 30% of the consul-
tation. These GPs addressed a variety of subjects other
than dementia.34 This might have limited dementia-spe-

cific assessments, and dementia could have influenced,
by itself, the assessment of other health concerns, some-
times extending the length of consultations.

Consultation analysis captured inquiries about the
impact of dementia on everyday life, management of
the corollaries of dementia (need for information, me-
dication management, psychological support), and
coordination of services. These inquiries lacked breadth
and person-centredness, which is of potential concern
for those patients and carers whose previous consulta-
tion had occurred more than five months previously.
Furthermore, there seemed to be no effective liaison
between GPs and dementia specialists (neurologists, in
what concerned these consultations).

The GPs overlooked dementia’s consequences for so-
cial relationships and emotional well-being, even
though most doctor-patient and doctor-carer relation-
ships were long-lasting. This may reflect stereotyping of
dementia amongst GPs35 or their unawareness of the po-
tential benefits of the social health approach.11-12,36

These GPs did not seem engaged in dementia ma-
nagement. They provided very little information and
emotional support and did not seem to manage or mo-
nitor anti-dementia drugs, despite the median time sin-
ce the previous consultation being five months. The ab-
sence of formal training in dementia or geriatrics, along
with the reduced number of patients with dementia re-
gistered in their lists, may compromise GPs’ confiden-
ce in addressing the challenges posed by dementia ove-
rall. Moreover, the concurrent relationship between the
patients and neurologists or psychiatrists may influen-
ce these triadic interactions in primary care.20 The fact
that GPs are not allowed to prescribe anti-dementia
drugs at the more favourable out-of-pocket cost will
contribute to their lower engagement in dementia
care,37 and probably more so in the scenarios we found,
where coordination between GPs, neurologists, and
psychiatrists was not even identified. Our findings are
consistent with the current predominant role of neu-
rologists in Portuguese dementia care, contrary to ot-
her health system scenarios in Europe. The role of GPs
was neglected, and psychiatrists were not even men-
tioned. It is possible that these persons with dementia
did not have past psychiatric history nor striking BPSD
symptoms, both frequently associated with a psychia-
tric referral or follow-up.
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Carers’ assessments were, in general, poor, and so-
metimes limited by the presence of patients. In fact,
these assessments only occurred in consultations in
which GP-carer interactions dominated, suggesting
that there was insufficient time to assess both the carer
and the patient. Furthermore, GPs might prefer to ad-
dress carers’ needs in separate consultations given most
carers consulted the same GP as their index patient.6

As expected, various patterns of communication
emerged within the triad. The persons with dementia
may have had difficulties making decisions about their
own care due to disabling dementia communication
patterns within the triad.31 Both carers and GPs could
have limited patients’ expression of their thoughts and
wishes on several occasions; the former, by interrupting
and speaking on behalf of them; the latter, by down-
playing their concerns and colluding with carers.23 On
the other hand, carers facilitated GPs’ assessments of
patients’ activities of daily living and safety issues; and
facilitated information exchange between the specia-
lists and the GPs, in the absence of truly integrated care.

Notably, throughout the consultations there were al-
most no references to nurses, psychologists, or social
workers, consistent with our findings interviewing pa-
tients, carers, and health professionals.14

Comparison with existing literature
Consistent with previous research,7-8,38GPs did not seem

to provide enough information about dementia. Fre-
quently, neither the patients nor the carers asked GPs di-
rectly for this information, nor did the GPs offer them the
opportunity to do so; this may indicate that dementia is
not a subject for discussion with the GP for both patient
and carer.6 Our study supports previous suggestions that
BPSD assessment is suboptimal in primary care,4-5 which
may result from GPs having educational needs in this area
that remain unmet.38 Importantly, this may lead to poor
patient health outcomes and a higher carer burden.39

Our findings are also suggestive of ‘fragmented care’,
affecting the GPs and both specialists and social servi-
ces (e.g. home care, day centres). This is consistent with
international experience40 and with a European study
that revealed great problems in accessing social servi-
ces in Portugal.41 Previous research on the barriers to de-
mentia management in primary care has been focused
mostly on the GP factors,9 but potential benefits of in-

volving other professionals in dementia care provision
have been recently identified.42

Finally, our study identified a few disabling communi-
cation patterns within the triad consistent with a previous
study involving Admiral Nurses (dementia-dedicated nur-
ses in the UK).23 This may reflect study findings in which
triadic encounters are complex, and where the dementia
process can impair communication.20-22 However, it may
also indicate a lack of training in general practice in regard
to communicating with persons with dementia.9-10

Strengths and limitations
To the best of our knowledge, this is the first study to

use naturalistic data to examine triadic encounters in
the presence of dementia in general practice. It did not
rely on participants’ recall of consultation contents but
on their direct analysis. The analysis was performed by
two authors with experience in consultations with de-
mentia dyads in primary care, and in clinical commu-
nication training, which could influence their reflexivi-
ty. The analytical framework, allowed for a combination
of inductive and deductive analysis.

There were also some limitations. This was a qualita-
tive exploration study in a Portuguese small sample, so
results are not necessarily transferable to other settings;
however, triads were recruited from different social back-
grounds and geographical areas. The participants were
aware they were being tape recorded at the time of data
collection, which could have altered their behaviour in
consultations by the Hawthorne effect (particularly the
GPs, who could also have prepared themselves for bet-
ter performance). However, recording consultations for
research purposes does not seem to affect their content.43

General practitioners deliver continuing care to their
patients and this study reports findings from just one
consultation with each triad; therefore, the quality of
dementia care delivery may not be fully reflected in the
study findings. Therefore, information on the median
time since the last GP consultation was provided in 
order to add context to the findings.

Implications for research and/or practice
This exploratory study has suggested areas for the

improvement of dementia care in general practice. Ana-
lysis of triadic consultations with persons with demen-
tia might be useful in judging care quality: a larger 
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study could yield different, and perhaps more typical
findings, and strengthen their transferability.

Findings regarding triadic interactions raise interes-
ting issues that call for more in-depth analyses and lar-
ger samples.

Further research focusing on interactions within these
triads is needed to identify GPs’ needs in consultation trai-
ning. These results would inform consultation training
using scaffolding approaches. Another area for future re-
search concerns the coordination of care, further explo-
ring the perspectives of all the stakeholders involved. Fi-
nally, strategies that promote family carers’ independent
assessments may also improve the quality of care.

CONCLUSION
Overall, the present situation in Portugal is one of

cautious hope, because the process of implementing
the regional dementia plans has begun.18 Our findings
may contribute to a national reflection on the impor-
tant role of GPs and primary care services in dementia
care.

It is challenging for GPs to assess dementia among
other conditions in the context of fragmented care and
contribute to tackling the major challenges related to
dementia. In the future, the analysis of triadic consul-
tations may provide potential process measures for 
assessing the quality of clinical practice and inform
consultation training in general practice.
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ABSTRACT

ANÁLISE DE CONSULTAS TRIÁDICAS DE DEMÊNCIA EM MEDICINA GERAL E FAMILIAR: UM ESTUDO 
EXPLORATÓRIO
Introdução:Apesar das recomendações internacionais, a demência ainda não está consensualmente incluída no âmbito de in-
tervenção dos cuidados de saúde primários. Em trabalhos anteriores estudámos as experiências e as perspetivas das pessoas
com demência, dos seus cuidadores, dos médicos de família (MF) e outros profissionais de cuidados de saúde primários relati-
vas às barreiras na prestação de cuidados na demência. No entanto, ainda pouco se sabe sobre as próprias consultas em medi-
cina geral e familiar (MGF), nomeadamente as que envolvem a tríade paciente-cuidador informal-MF.
Objetivo: Explorar a prestação de cuidados na demência nas consultas triádicas em MGF.
Método:Análise de dez consultas com tríades, em seis contextos sociais distintos. Nove MF, dez pacientes e dez cuidadores fo-
ram recrutados por amostragem intencional. As consultas triádicas foram audiogravadas, transcritas e analisadas. A abordagem
referencial combinou códigos com origem nas transcrições com códigos baseados na literatura. Os temas principais foram as
consequências da demência (e.g., necessidade de informação) e a coordenação entre serviços.
Resultados:Os conteúdos especificamente relacionados com a demência ocuparam apenas 30% do tempo das consultas, ape-
sar da duração destas (mediana 27 min). Os MF não pareceram envolvidos na gestão da demência, as suas avaliações foram
pouco abrangentes e pouco centradas no doente e as intervenções limitadas. Os cuidadores facilitaram a avaliação dos MF so-
bre as consequências da demência, mas as suas necessidades foram avaliadas superficialmente. A participação dos doentes foi
comprometida pelos estilos de comunicação na tríade.
Conclusão: Num contexto de prestação ‘fragmentada’ de cuidados é difícil para os MF avaliarem a demência entre todos os
outros problemas de saúde. São necessárias estratégias para melhorar a avaliação dos cuidadores. A análise de consultas triá-
dicas pode potenciar medidas de processo para avaliar a qualidade da prática clínica e do treino de consulta em MGF, mas é ne-
cessária mais investigação nesta área.

Palavras-chave: Cuidados de saúde primários; Medicina geral e familiar; Consultas triádicas; Métodos qualitativos; Comunica-
ção clínica.


