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Abstract
Introduction After being diagnosed with dementia, patients need a medical professional to empathetically address 
their fears and get initial questions answered. This scoping review therefore addresses how patients newly diagnosed 
with dementia are cared for in the general practitioner (GP) setting and how the communication between different 
healthcare professionals and the GP is handled.

Methods The scoping review was conducted based on the PRISMA Extension for Scoping Reviews checklist. After 
developing a search algorithm, literature searches were performed in PubMed, Scopus, Web of Science, Cochrane 
Library, PsychInfo, GeroLit and Cinahl using defined search criteria, such as a focus on qualitative study designs. After 
the removal of duplicates, title/abstract and full text screening was carried out.

Results Final data extraction included 10 articles out of 12,633 records. Strategies regarding the post-acute care of 
newly diagnosed patients included providing clarity and comfort to the patients and giving support and information 
both pre- and post-diagnosis. Care efforts were focused on advanced care planning and deprescribing. Involving 
people with dementia and their caregivers in further care was seen as crucial to provide them with the support 
needed. GPs emphasised the importance of listening to concerns, as well as ensuring wishes are respected, and 
autonomy is maintained. All studies found communication between the GP setting and other healthcare professionals 
regarding post-acute care to be inadequate. Lack of information sharing, clinical notes and recommendations for the 
GP setting resulted in inefficient provision of support, as GPs feel limited in their ability to act.

Discussion Sharing necessary information with the GP setting could promote patient-centred care for people 
living with dementia and facilitate appropriate and timely resource allocation and effective healthcare collaboration 
between the settings, for example, by defining clear care pathways and clarifying roles and expectations.
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Introduction
Facing a diagnosis of dementia, patients and their fami-
lies are confronted with various challenges, such as the 
possible decline and loss of cognitive function and daily 
living skills, the prognosis of extensive care needs in the 
future [1], and in general insufficient provision of medi-
cal information by healthcare professionals (HCPs) [2]. 
Those affected emphasise the importance of receiving 
post-diagnostic support quickly. This support needs to 
be effective and tailored to their individual needs and cir-
cumstances [3].

People with dementia (PwD) and their caregivers fur-
ther wish for a single HCP to act as a reference through-
out the entire course of the disease [4]. In Germany, 
general practitioners (GPs) usually carry out this function 
and act as a navigator in the healthcare system for plan-
ning further care. GPs are often the first point of contact 
for health issues and therefore play an important role as 
confidants, especially for older people, based on a long-
term, well-established patient-doctor relationship [5, 6]. 
GPs are expected to take a central role and act as case 
managers in the diagnosis process and subsequent care 
of PwD [7]. A post-diagnostic discussion about dementia 
in the GP setting should therefore clarify fears and ques-
tions, verify the diagnosis and initiate appropriate actions 
[8, 9].

To fulfil their role and support patients efficiently, GPs 
rely on necessary information from other HCPs involved 
in diagnosis and care. As communication between 
healthcare settings is seen as insufficient especially when 
patients with an acute health issue are transitioned from 
inpatient to outpatient setting [4] the aim of the review 
was to identify relevant articles that focus on the post-
diagnostic care of PwD in general practice. We therefore 
focused on patients who have received their diagnosis 
outside of the GP setting, e.g. during an acute hospi-
tal stay [10]. The research team developed the following 
research questions:

1) How are patients newly diagnosed with dementia 
cared for in general practice?

2) How is the communication between the different 
settings and the GP practice handled?

Materials and methods
This scoping review was carried out in accordance 
with the PRISMA Extension for Scoping Reviews 
checklist [11]. In addition, the review is guided by 
the enhanced recommendations of the methodologi-
cal framework by Arksey and O’Malley implemented 
by Levac, Colquhoun and O’Brien [12, 13]. Therefore 
the authors followed the five-stage-approach includ-
ing: identifying the research question, identifying rel-
evant studies, study selection, charting the data and 
collating, summarising and reporting the results [12]. 

According to Arksey and O’Malley, research questions 
are supposed to maintain a broad scope and combine 
a broad research question with a clearly formulated 
scope of inquiry [12, 13]. On this basis, the research 
team developed the research questions mentioned in 
the introduction.

This review is part of the qualitative study “MeDeKa 
- Primary care for people newly diagnosed with 
dementia after hospital discharge” (DRKS-ID: 
DRKS00025061) which is funded by the German 
Alzheimer Society. The protocol of the review is regis-
tered at Open Science Framework [10].

Identifying relevant studies
The comprehensive literature search was performed 
by the two main researchers (CG, FMH) in the fol-
lowing databases: PubMed, Scopus, Web of Science, 
Cochrane Library, PsychInfo, GeroLit and Cinahl. The 
main researchers developed search terms based on 
common literature in this area [14–16]. Search terms 
regarding qualitative studies were developed based 
on topic-specific PubMed queries for Health Services 
Research (MeSH Unique ID: D036301). The research 
team (CG, FMH, HCV, IO) discussed the final search 
terms, expanded and adapted them for each database.

The publication type was focused on journal articles 
with a qualitative study design or reviews to provide 
a comprehensive overview of the perceived barriers 
and facilitators caring for people newly diagnosed with 
dementia. Qualitative studies help to interpret con-
texts of meaning, taking into account the respective 
setting [17, 18].

We included articles in English and German. In addi-
tion, we made no restriction on the year of publication. 
The adjusted search algorithms for each database can 
be found in the additional file 1.

The research team carried out the literature searches 
at two points in time: The first search in May 2021, the 
second in November 2021, to include new articles that 
may have been published since May 2021.

Study selection
For the title and abstract screening, the main research-
ers divided the seven databases between them. To not 
exclude potentially important studies, exclusion only 
took place in case of clear deviation from the study 
aim and if quantitative study methods were used. 
When in doubt, the researchers included articles for 
full text screening. The inclusion and exclusion crite-
ria are given in Table 1.

In the second search in November 2021, the main 
researchers used the same search algorithms and data-
bases. Each researcher carried out the search in the 
databases in which they conducted the initial search. 
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Newly published articles were added to the existing 
dataset and duplicates were removed. The screening 
of title and abstracts was carried out seperately by the 
main researchers. The full text screening was carried 
out jointly by the main researchers. Disagreements and 
potential conflicts were discussed within the research 
team. In a next step, an additional hand search was 
conducted examining the literature cited in the studies 
included.

Charting the data
A form adapted to PRISMA-ScR scheme was used 
for data extraction. Extracted information included: 
authors, country, aim, study design and type of study, 
setting, target population, participants’ characteris-
tics, measures and outcomes, diagnosis, key results, 
suggestions in caring for PwD, potential barriers car-
ing for patients (GPs view), involvement of PwD and 
their caregivers in further care, funding, study limita-
tions, ethics approval and concerns and others. The 
main researchers independently extracted the data and 
proofread each other’s extracted data.

Collating, summarising, and reporting results
Due to the broad scope of the review, a wide range 
of findings regarding the research questions were 
included and summarised in tabular and narrative 
form. The main researchers met a total of 20 times 
within five months for one hour each time to discuss 
the extracted data in context of the aim of the review. 
Columns were added or merged to enable a more con-
cise presentation and to analyse the data appropriately.

Results
Results of the search strategy are presented in the 
PRISMA flowchart (Fig.  1). Through database 
searches, the main researchers identified a total of 
12,633 records within the two searches. Of these, 71 
full texts met the inclusion criteria in Table 1.The final 
data extraction included 10 articles.

Characteristics of included studies
Three studies were conducted in England (with one 
of the three studies in England and Wales). Two stud-
ies were carried out in Australia. One study each was 
conducted in Ireland, USA, Canada, Spain, and UK. 

All studies were published in English. As one inclusion 
criteria was a qualitative study design, most studies 
had a qualitative study design (n = 9). One study was a 
systematic review of qualitative studies [19].

Settings of the studies included varied between dif-
ferent healthcare sectors, e.g. GP setting, hospital, 
nursing homes and social care. One qualitative study 
did not mention the setting and in the review of 
qualitative studies a definition of the setting was not 
applicable. The target population varied between the 
different studies: GPs, HCPs, PwD and their caregiv-
ers were included. Detailed information regarding the 
population is given in Table 2.

As the aim of this review was examine the transition 
of newly diagnosed patients from one healthcare sec-
tor to another, extracted data included place and time 
of diagnosis. Only three studies reported information 
on this in varying degrees of detail. Detailed informa-
tion regarding the diagnosis is given in Table 2.

Within the studies, the generalisability of the find-
ings was highlighted as a limitation due to the quali-
tative study design [4, 7, 19, 21–26]. Eight studies 
disclosed their funding. Two studies did not mention 
funding. All but one study obtained ethical approval.

Strategies used in GP setting
Six studies mentioned strategies in the GP setting 
regarding post-acute care of newly diagnosed patients 
who were not diagnosed in the GP setting. In the study 
of Bourque et al. (2020), GPs reported that their role 
following a formal diagnosis of dementia was “initially 
ad hoc and reactive”. Care efforts focused on advanced 
care planning and deprescribing [27]. GPs see them-
selves as an important contact in the assessment of 
dementia. Strategies mentioned were providing clarity 
and comfort to the patients and offering support and 
information pre- and post-diagnosis. Family members 
and other informants were often helpful as a primary 
source of history and to assist in decision making and 
planning for future care [25]. Leading up to the diag-
nosis GPs referred the majority of their patient to a 
specialist geriatrician [26]. GPs further refer patients 
to a specialist for management of behavioural and psy-
chiatric symptoms of dementia [7, 25].

Strategies mentioned in the study of Wheatley et 
al. (2021) mainly focus on service managers and 

Table 1 Inclusion and exclusion criteria
Inclusion criteria Exclusion criteria
-transition of patients with recently diagnosed dementia from inpatient to outpatient setting
-diagnosed dementia
-management of newly diagnosed dementia/delirium
-general practice
-involvement of family caregivers in the process of caring
-qualitative study design

-focus on diseases other than dementia or delirium
-primary focus on diagnostic tool
-primary focus on health of caring relatives
-quantitative study design
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Fig. 1 PRISMA flow diagram [20]
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Au-
thors/ 
country

Design Setting Target 
population

Participants Measures and 
Outcomes

Diagnosis Strategies and 
approaches in GP 
setting

Communication 
between HCPs

Bourque, 
M., et al. 
(2020),
Ireland

Qualitative Depart-
ment of 
General 
Practice

GPs n = 12,
female (n = 7), 
age of majority 
(n = 10) 40–59 
years, average 
experience 17.2 
years, mixed 
urban-rural set-
tings (n = 9)

Interviews to 
understand 
how to im-
prove the qual-
ity of dementia 
care

Following a 
diagnosis, GPs 
reported their role 
was ad hoc and 
reactive. GPs care 
efforts focused 
on advanced care 
planning and 
deprescribing

GPs collaborate 
with care providers 
from different set-
tings, mentioning 
lack of coordina-
tion among com-
munity services

Burn, A.,
et al. 
(2019),
England

Qualitative Acute
hospital

PwD 
aged ≥ 75 
years who 
had been hos-
pitalised 6–12 
months previ-
ously and had 
been diag-
nosed with 
dementia

n = 49,
patients (n = 24), 
female (53%), 
median and 
mean age 85 
(range 79–94), 
carers (n = 25)

Interviews to 
gather patients’ 
and caregivers’ 
experiences 
of dementia 
case finding in 
hospital

Unclear 
whether all 
participants 
received a 
diagnosis; 
possibly 
during 
hospitalisa-
tion or after 
discharge

Case finding 
did not neces-
sarily lead to GP 
follow-up

Burn, A.,
et al. 
(2018),
England

Qualitative Hospital 
and GP 
setting

Hospital staff 
involved in 
dementia case 
finding and 
primary care 
staff in the 
catchment 
areas of those 
hospitals

n = 59,
primary care 
stuff (n = 36) 
including GPs 
(n = 30), average 
clinical experi-
ence 22.5 years 
of participants in 
focus group

Interviews and 
focus group 
discussions to 
explore views 
on benefits 
and challenges 
of case finding 
in hospitals

In Hospital Poor communica-
tion of case finding 
information from 
secondary care to 
primary care. GPs 
do not receive 
much information 
from the hospital. 
The ability to act is 
therefore limited

Hinton, 
L.,
et al. 
(2007),
USA

Qualitative GP setting GPs n = 40,
male (n = 35), 
age of majority 
(n = 23) 46–65 
years, white 
non-hispanic 
(n = 27)

Interviews to 
explore view 
on practice 
constraints and 
how they affect 
appropriate 
care

Some GPs wanted 
psychiatrists’ opin-
ions on manag-
ing behavioural 
problems. Others 
preferred ongoing 
care by a specialist. 
Family members 
are often consulted 
as a primary source 
for history taking, 
to assist in deci-
sion making and 
development of 
treatment plans

Communication is 
often difficult due 
to limited avail-
ability of specialists 
and lack of “feed-
back” in the form 
of clinical notes 
and recommenda-
tions for the GP. 
This would allow 
GPs to discuss the 
recommendations 
with the patient 
and family

Table 2 Studies included in the scoping review
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Au-
thors/ 
country

Design Setting Target 
population

Participants Measures and 
Outcomes

Diagnosis Strategies and 
approaches in GP 
setting

Communication 
between HCPs

Hum, 
S., et al. 
(2014),
Canada

Qualitative Academic 
health 
sciences 
centres, 
community
academic 
hospitals

GPs and 
specialists

n = 12,
GPs (n = 6), 
female (n = 4), 
average experi-
ence 17.5 years, 
specialists (n = 6)

Interviews to 
explore the 
perceived roles 
and attitudes 
towards 
dementia 
care from the 
perspectives 
of GPs and 
specialists

GPs show greater 
confidence in ini-
tial management 
of dementia and 
refer to a specialist 
for management 
of behavioural and 
psychiatric symp-
toms of dementia, 
for prescribing 
psychotropics, 
for diagnosis of 
atypical dementias, 
management 
of complex, co-
morbid conditions, 
or a patient or a 
family caregiver’s 
request

Communication 
is usually one-
way. Interactions 
between GPs and 
specialists depend 
on the individual 
physicians

Risco, E.,
et al. 
(2016),
Spain

Qualitative PwD, HCPs 
caregiver

n = 37,
PwD (n = 7), 
female (n = 4), 
mean age 74.2 
years; fam-
ily caregivers 
(n = 11), mean 
age 78.3 years, 
wives (n = 7), 
husbands (n = 3), 
son (n = 1); HCPs 
(n = 19) includ-
ing GPs (n = 4), 
mean age 41.2 
years

Focus group 
discussions to 
identify barriers 
and facilitators 
in dementia 
care

Inadequate 
communication 
between HCP, 
especially when 
PwD move from 
one provider to 
another

Robin-
son, A., 
et al. 
(2009),
Australia

Qualitative GP setting, 
nursing 
service, 
nursing 
homes, 
community

GPs, HCPs n = 84,
GPs n = 7, other 
HCPs (n = 77)

Focus group 
discussions 
to address 
issues related 
to availability 
and transfer 
of information 
and informa-
tion needs

Lack of commu-
nication between 
service provid-
ers leading to 
inefficiencies in 
service provision. 
Most providers 
complain about 
an uncoordinated 
service delivery 
system due to the 
lack of information 
sharing

Table 2 (continued) 
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commissioners but are including GPs. Involving PwD 
and their caregivers in further care is crucial to pro-
vide them with the support they need. Particiants in 
this study emphasised the importance of listening to 
concerns and being responsive to needs of PwD and 
caregivers, as well as ensuring that their wishes are 
respected and that their autonomy is maintained [21].

In the review of Tuijt et al. (2021) the establishment 
of a triad in dementia care was emphasised. Involv-
ing PwD in this triad was seen as beneficial, especially 
in the early stages of the disease when planning fur-
ther care. To improve independence, activities were 
modified to keep them accessible to the PwD. Thereby 
acceptable risks were tolerated if they were thought to 
improve mental and physical wellbeing. Another strat-
egy mentioned in the review was enabling socialisation 
of the PwD, as it counteracted loneliness, helped indi-
viduals find support, maintain a sense of identity and 
give them a sense of achievement [19].

Communication between different HCPs and the GP 
practice
Eight studies provided heterogeneous information on 
communication between GPs and different HCPs regard-
ing the post-acute care of newly diagnosed patients. In 
general communication was seen as insufficient through-
out the studies.

The study of Hinton et al. (2007) emphasised the dif-
ficult communication between different HCPs due to a 
limited availability of specialists. GPs mentioned a lack 
of clinical notes and recommendations for the GP setting 
from other HCPs. This information would allow GPs to 
discuss the specialist’s recommendations with the patient 
and family [25].

Burn et al. (2018) mentioned that GPs did not receive 
much information from the hospital, when case-finding 
took place. Discharge reports were inconsistent and did 
not include essential information, such as the type of 
cognitive assessment used, the patient’s assessment score 

Au-
thors/ 
country

Design Setting Target 
population

Participants Measures and 
Outcomes

Diagnosis Strategies and 
approaches in GP 
setting

Communication 
between HCPs

Tuijt, 
R., et al. 
(2021),
UK

Systematic 
review of
qualitative 
studies

PwD, HCPs 
caregiver

29 included pa-
pers concerning 
27 studies. PwD 
n = 261 (median 
7 per study), 
carers n = 444 
(median 11.5), 
HCPs includ-
ing GPs n = 530 
(median 12)

Identify the 
experiences 
of health care 
services as well 
as facilitating 
or hindering 
factors for 
functioning 
triads

Inclusion of PwD 
is beneficial, 
especially in early 
stages when plan-
ning is needed. 
Adapt activities to 
maintain indepen-
dence of PwD and 
“acceptable” risks 
were tolerated if 
they were thought 
to improve mental 
and physical well-
being. Establishing 
a triad in dementia 
care

Good commu-
nication among 
professionals 
improved support 
and treatment of 
PwD, as well as 
facilitated appro-
priate and timely 
resource allocation 
and effective 
collaboration and 
care coordination

Walker, 
R.,
et al. 
(2018),
Australia

Qualitative Home 
setting

PwD with 
mild demen-
tia, caregiver

n = 16,
PwD (n = 9), 
male (n = 5), 
average age 80 
years
caregivers (n = 7)

Interviews to 
determine how 
PwD and care-
giver experi-
ence dementia 
assessment 
services

Diagnosis 
within the 
last three 
months; not 
made in pri-
mary care

GP as an important 
contact during 
assessment of de-
mentia providing 
clarity and comfort, 
giving support 
and information 
both pre- and 
post-diagnosis

Wheat-
ley, A., et 
al. (2021),
England 
and 
Wales

Qualitative primary 
care, sec-
ondary 
mental 
health, 
third sector, 
social care, 
NHS clinical 
commis-
sioning 
groups

GPs, HCPs, 
PwD, 
caregiver

Interviews, 
focus group 
discussions, 
observation to 
explore barriers 
to providing 
post-diagnostic 
support

Effective com-
munication and 
coordination 
among health care 
professionals are 
crucial to provide 
high-quality post-
diagnostic support

Table 2 (continued) 
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or instructions for further care and referral. For this rea-
son GPs were limited in their ability to act [24].

Participating PwD, caregivers and HCPs in the study of 
Risco et al. (2016) mentioned a generally insufficient level 
of communication between HCPs. This was common, 
when PwD changed from one provider to another espe-
cially when acute problems appear and the person being 
cared for at home needs to be admitted to a hospital [4]. 
Communication was generally one-way and the interac-
tions between GPs and specialists depended on the indi-
vidual physician [7].

In focus group discussions in the study of Robinson et 
al. (2009) HCPs and GPs mentioned a lack of commu-
nication and sufficient information between providers 
that led to inefficiencies in service delivery. HCPs need 
to gather and piece together information, e.g. with the 
help of family members, however, this can lead to mis-
information for a variety of reasons [22]. Bourque et al. 
(2020) also highlighted a lack of coordination among 
community services [27]. Effective communication and 
coordination between HCPs was highlighted as crucial to 
provide high quality post-diagnostic support [21].

The review of Tuijt et al. (2021) emphasised that pro-
viders communicating well with each other improved the 
support and treatment for the PwD and seemed to facili-
tate appropriate and timely resource allocation as well as 
effective collaboration and the coordination of care [19].

Potential barriers caring for patients (GPs view)
Eigth articles mentioned further barriers in caring for 
PwD. GPs highlighted challenges in dementia care due 
to lack of time [7, 21, 27] and funding to provide struc-
tured care [7, 25, 27]. A mismatch between the number 
of consultations and the workload involved in dementia 
care in General Practice was mentioned [27] as caring for 
PwD is more time intensive for several additional reasons 
[25]. As the patient’s clinical condition deteriorates, they 
require more frequent and intensive care [27]. Another 
obstacle to care arises when PwD do not accept their 
diagnosis. This disrupts the work of professionals and the 
initiation and establishment of a triad [19].

Other barriers occurred within the structure of 
the health care system. In general, limited structural 
resources in dementia care were mentioned [19]. Fur-
ther barriers mentioned were fragmented and difficult 
to access community resources as well as medical man-
agement of behavioural and psychiatric symptoms of 
dementia [7]. Infrastructure of secondary care services 
was considered insufficient due to lack of coordination 
between community services [21, 27]. Initiating person-
centred care was seen as challenging [25] due to a lack 
of, for example, clear care pathways and access to special-
ist support [21]. The use of different assessment tools in 

secondary and primary care complicates the interpreta-
tion of test scores [24].

The study by Burn et al. (2019) focused on experiences 
of dementia case finding in hospital from the perspective 
of PwD and caregivers. As mentioned from participants, 
case finding did not necessarily lead to GP follow-up after 
discharge or to referral for further examinations post dis-
charge [23]. Hospitals were considered an inappropriate 
setting for case finding because acute illness, medica-
tions, or delirium could lead to low or inaccurate assess-
ment scores [24]. A problematic factor in clear diagnosis 
was when suspicion of dementia arose during hospitalisa-
tion for another condition (e.g. a fall) [26].

GPs indicated inadequate training in dementia care 
[19] and a lack of knowledge to assist families in access-
ing social services. A sense of frustration may occur 
when GPs feel compelled to provide care that they feel is 
outside their area of expertise [25].

Suggestions in caring for PwD
Nine studies mentioned suggestions in caring for PwD. 
To optimise communication within the health care sys-
tem and address the mentioned barriers, authors men-
tioned the establishment of shared care pathways [21]. 
Written agreements specifying the responsibilities of 
different HCPs in relation to patient care could be one 
way to clarify roles and expectations. An agreement 
on acute support for complex problems by a specialist 
could support care in the GP setting [21]. Information 
from hospitals to primary care should be comprehen-
sive, appropriate for the setting and consistent in order to 
effectively plan further care [24].

Because of the social stigma associated with dementia, 
discussions about the diagnosis should be conducted by 
trained and qualified staff [24]. Changes in communica-
tion strategies between the professional and the PwD 
such as asking shorter questions or taking more time 
could improve the involvement of PwD [19].

Other recommendations focus on the establishment 
of a new practice framework for the optimal provision of 
relevant information for PwD and caregivers depending 
on the stage of illness in the context of person-centred 
care [4]. A standardised assessment scheme could help 
primary care physicians expedite the diagnostic process 
[7]. More obvious cases of Alzheimer’s disease could then 
be diagnosed by GPs themselves [7].

Dementia care can be improved by introducing a struc-
tured care programme in primary care, improving com-
munity resources, formalising local dementia networks 
and standardising dementia resources [27]. A collabora-
tion between physicians and non-profit organisations, 
such as the Alzheimer’s Society, could enhance coordi-
nated provision of information on resources and ser-
vice providers to minimise confusion about fragmented 
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resources and access to community and social support 
services [7]. One option for improving collaboration in 
the health sector would be an electronic database of ser-
vices. Better communication between providers could 
prevent valuable information from being lost [22]. An 
additional way could be the adoption of new communica-
tion platforms to support communication and collabora-
tion by sharing medical records [4].

To meet the needs of PwD and caregivers, educational 
interventions for families and GPs and broader structural 
changes are necessary [25] as well as ongoing training for 
GPs [27].

Discussion
The aim of this scoping review was to examine how 
patients newly diagnosed with dementia are cared for in 
the GP setting and how the communication between dif-
ferent healthcare settings and the GP setting is handled. 
There has been little research on how people newly diag-
nosed with dementia are cared for in general practice.

To discuss the results presented in this scoping review, 
we use a framework of dividing the healthcare system 
into the macro, meso and micro levels. By using this 
approach, we are able to assign our results to the corre-
sponding levels, which in return clarifies in what form 
obstacles arise.

At the macro level, and therefore at the top of the 
healthcare system, the state´s institutions play a crucial 
role. On this level, the framework and legal conditions of 
the healthcare system are defined. At the meso level, we 
find organisations and institutions that further specify 
the legal requirements of the state. The statutory regula-
tions are concretised, for example, within guidelines and 
collective agreements. As a result, the organisations and 
institutions coordinate the providers in the healthcare 
system and define the care objectives. At the micro level, 
care recipients and care providers interact with each 
other as well as care providers interact with one another 
[28].

In the scoping review, several studies criticised the 
respective structure within the healthcare systems, due 
to limited structural resources in dementia care [19], 
fragmented and difficult to access community resources, 
a lack of clear care pathways and access to specialist sup-
port [7, 21] and a lack of coordination between commu-
nity services resulting in an insufficient infrastructure 
of secondary care services [21, 27]. Overall, these 
results highlight the challenges at the different levels of 
the healthcare system. Structural deficits and limited 
resources at the macro level contribute to fragmented 
community resources at the meso level, resulting in chal-
lenges in patient care at the micro level. Based on these 
results of the scoping review, we gain insight into the 

close interaction between the levels in day-to-day care 
[28].

The scoping review by Martin et al. (2020) on gaps and 
priorities in dementia care in Europe also identified often 
poorly coordinated dementia care. The healthcare sys-
tems are fragmented and not designed for interactions 
between the different parts of the system which makes 
it difficult to navigate for PwD. Ineffective care pathways 
lead to unnecessary interventions and referrals, as well as 
poor experiences of care. Other countries and healthcare 
systems outside of Europe face similar problems, as this 
scoping review has highlighted [29].

Clear care pathways were mentioned as a promis-
ing way to provide sustainable care for PwD and could 
improve the communication within the healthcare sys-
tem [21] and clarify roles and expectations [30]. It is an 
approach to the organisation and delivery of care that 
involves standardising and coordinating care across dif-
ferent providers and settings [30]. National dementia 
strategies around the world emphasise the importance of 
clear dementia pathways to support PwD and caregivers. 
It has been shown that care pathways can improve the 
quality of care and reduce costs, but attention must be 
paid to the challenges to their effective implementation 
[30]. Interprofessional community partnerships are seen 
as improving dementia care and meeting the diverse and 
complex needs of PwD and their caregivers [31]. There-
fore collaboration between physicians and non-profit 
organisations on the micro level could enhance coordi-
nated provision of information on resources and service 
providers [7]. Due to structural differences within health-
care systems, variations between the countries regard-
ing the conditions under which care pathways are being 
implemented occur [30]. Consequently, transnational 
conclusions cannot be drawn.

Further, as each patient’s needs and circumstances 
are unique, no standardised pathway is suitable for all 
patients. It is therefore recommended that care pathways 
should be flexible and based on the needs and goals of 
the individual patient [30]. To improve collaboration and 
coordination in the care of PwD, interprofessional educa-
tion for GPs and other HCPs is needed [32].

The results on the strategies and approaches of GPs 
caring for PwD are mainly based on the micro level. 
Strategies for caring for PwD were heterogeneous across 
the articles included in this scoping review. Following 
a diagnosis, GPs initially see their role as being “ad hoc 
and reactive” [27]. Care efforts were focused on advanced 
care planning and deprescribing [27], as well as providing 
clarity, support and information [26]. Involving PwD and 
their caregivers in planning further care and listening to 
concerns was seen as crucial in providing them with the 
support needed [19, 21, 25].
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The results regarding the communication between 
GPs and HCPs can also be linked to the micro level. 
The results of the review highlight that communica-
tion between the GP setting and other HCPs regarding 
post-acute care was found to be inadequate throughout 
the studies. Lack of information sharing, clinical notes 
and recommendations for the GP setting resulted in an 
inefficient provision of support [22], as GPs felt limited 
in their ability to act [24, 25]. This again illustrates the 
way in which the state defines the legal framework at 
the macro level and how this framework is concretised 
by the organisations and institutions at the meso level, 
ultimately influencing the behaviour of the care recipi-
ents and care providers at the micro level. This influence 
works reciprocally, which means it does not necessarily 
needs to start top down but can also work bottom up - 
micro to the meso and from there to the macro level [28]. 
Proficient communication seemed to facilitate appropri-
ate and timely resource allocation, as well as effective col-
laboration and the coordination of care [19]. Therefore 
information sharing between settings and coordination 
between HCPs would improve post-diagnostic support 
and in general the support and treatment for PwD [19, 
21].

Sharing necessary information and medical records 
with the GP through a communication platform could 
promote exchange and collaboration [4]. For example, 
emergency data management could be used to bundle 
relevant patient data. With the patient’s consent, the 
data set could contain information on illnesses, surgery, 
medications, allergies and intolerances, important medi-
cal information as well as contact details of doctors and 
relatives [33]. A standardised electronic medication plan 
in the respective healthcare system can further increase 
drug therapy safety for patients. The plan contains per-
sonal information, application-specific information, 
intolerances, allergies, as well as the possibility of provid-
ing instructions for other HCPs involved in care [33].

Another option for improving collaboration in the 
healthcare sector could be an electronic database of ser-
vices [22]. The Alzheimer Societies, for example, provide 
a catalogue of services for PwD. This could be expanded 
to include volunteer and medical services. Collaborat-
ing with HCPs could ensure that PwD are aware of these 
services.

Limitations and strengths
This scoping review provides insight into the care of peo-
ple who have received a dementia diagnosis. The focus 
on qualitative studies, while providing a deeper under-
standing of interrelationships and context, must also be 
seen as a limitation, as studies were potentially excluded. 
As a scoping review does not assess the quality of the 
evidence, the strategies used in GP setting cannot be 

comprehensively assessed for practice [34]. Furthermore, 
the research team decided against a targeted search for 
grey literature to ensure the reproducibility of the results. 
In addition, the quality of grey literature is not always 
comprehensible and thus limits the ability to replicate 
the study. Excluding grey literature can be seen as a 
limitation.

A possible limitation may be the broad scope of the 
topic, which led to the inclusion of studies with diverse 
settings and outcomes. Despite - or perhaps because of - 
the heterogeneity of the data, the review provides a good 
overview of the topic. Furthermore, due to structural dif-
ferences in the healthcare systems of different countries 
no general statements can be made.

In conducting the scoping review the authors followed 
the five-stage-approach by Arksey and O’Malley, which 
is a feature of good scientific practice. During the review 
process, the authors followed the requirements of the 
framework and were thus able to ensure a good quality 
of the approach and the data presented. In addition, the 
topic of the review has a high practical relevance, as it 
highlights the problem of the transition of patients from 
the inpatient to the outpatient sector.

Conclusion
GPs see themselves as an important contact in the assess-
ment and care of PwD. They emphasised the importance 
of listening to their concerns and being responsive to 
their needs. Effective communication and collaboration 
within the healthcare system would be beneficial in this 
regard. Sharing necessary information with the GP set-
ting, for example, by using compatible digital commu-
nication tools, could promote patient-centred care and 
facilitate appropriate and timely resource allocation and 
effective collaboration between healthcare settings.

The scoping review provides an overview of strategies 
used in the GP setting and provides insight into the com-
munication between healthcare settings. However, the 
results presented only scratch the surface of the issue. 
Best practice can be used, for example, to improve the 
care of PwD in Germany. The extent to which this can be 
implemented is the subject of further research. Further 
research should delve deeper into the needs of GPs to 
provide optimal care.
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