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Preferences of newly qualified healthcare professionals for working 1 

with people with dementia: a qualitative study.  2 

Abstract  3 

Background: there is little research on preferences in students and newly qualified 4 

healthcare professionals for working with people with dementia. Understanding the 5 

development of these preferences can help inform strategies to increase workforce 6 

capacity; which is imperative due to current suboptimal dementia care and the 7 

increase in the numbers of people with dementia. 8 

Objective: to explore the factors that influence career preferences in relation to 9 

working with people with dementia. Specifically, to understand how these factors 10 

relate to early career doctors and nurses’ preferences and how they influence 11 

decisions and perspectives on their careers.  12 

Methods: qualitative in-depth interviews were conducted with 27 newly qualified 13 

doctors and nurses within 2 years of graduation. This included a subset of 14 

participants that had taken part in a dementia educational intervention during their 15 

undergraduate training. Transcripts were analysed using grounded theory methods.  16 

Results: the results present six main categories that represent complex interlinked 17 

factors influencing preferences for working with people with dementia as well as 18 

exploring the definition of a career working with people with dementia. The factors 19 

include the importance of making a difference; seeing dementia care as a different 20 

type of care; its perceived alignment with personal characteristics; perceptions of 21 

people with dementia; care environments; and career characteristics. 22 

Discussion: this is the first study to explore the factors influencing preferences for 23 

working with people with dementia in student or newly qualified healthcare 24 

professionals. It provides useful considerations for workforce planning, curriculum 25 

and practice development to stimulate interest and drive improved quality of care. 26 

 27 

Keywords: dementia, education, healthcare students, career preferences, 28 

qualitative. 29 
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Key points 30 

• Willingness to work with people with dementia is central to improving the 31 

quality and capacity of dementia services. 32 

• There is a lack of research on preferences of working with people with 33 

dementia in early career healthcare professionals.  34 

• This qualitative study identifies several interlinked factors that influence 35 

preferences for working with people with dementia. 36 

• Central concepts include making a difference, a different type of care and 37 

alignment with personal characteristics.  38 

• These findings can be used to help enhance interest in working with 39 

people with dementia. 40 

 41 

Background 42 

Improving dementia care is an international priority [1, 2] with over 25 countries 43 

having developed national dementia action plans in response to this challenge [3]. 44 

The need to improve care to this patient group has been shown by reports of 45 

inadequate care practices [1] including poor patient outcomes [4] and stigma, [2] and 46 

is intensified by the increasing numbers affected and limited specialist services. 47 

Developing the competences and capacity of the healthcare workforce is integral to 48 

the aim of improving dementia care [1, 2, 5, 6]. 49 

 50 

An important component to building capacity is to increase preferences of the future 51 

healthcare workforce for working with people with dementia; that is, to attract more 52 

professionals to related specialities (e.g. geriatrics, old age psychiatry and older 53 

people nursing) but just as importantly, to enhance engagement with the needs of 54 

this group more generally across specialities.  55 

 56 

Previous studies have consistently found that medical and nursing students have low 57 

preferences for specialities related to working with people with dementia [7-10] and 58 

for working with older people in general [11, 12]. While there is some understanding 59 

for why healthcare students have low preferences for working with older people there 60 

is little research on preferences for specifically working with people with dementia 61 
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[13]1. Potential factors associated with preferences for working with people with 62 

dementia include positive associations with female gender, older students, and 63 

positive ageism; and characteristics of the work such as communication and 64 

emotional challenges [14]. Additionally, evaluations of undergraduate dementia 65 

education interventions provide evidence that they may positively influence 66 

preferences, however, they have not to date explored the mechanisms behind this 67 

influence [15-17]. 68 

Previous studies have also suggested that undergraduate training actively 69 

diminishes preferences for working with older adults [18-21] and those with cognitive 70 

impairment [18]. Therefore understanding the role of undergraduate education is 71 

important as a first step to its optimisation, especially given the current drive to 72 

improve and innovate the dementia undergraduate curriculum [2, 22] and the 73 

development of educational interventions for dementia [23, 24].  74 

The objective of this study was to explore the factors that influence career 75 

preferences in relation to working with people with dementia. Specifically, to 76 

understand how these factors relate to newly qualified doctors and nurses, by 77 

drawing on their experiences and preferences as students and how they influence 78 

decisions and perspectives on their careers.  79 

 80 

Methods  81 

Individual semi-structured interviews were conducted with doctors and nurses within 82 

the two years after qualification.  A qualitative grounded theory approach was 83 

chosen as career preferences for working with people with dementia has not 84 

previously been conceptualised and grounded theory allows the generation of a 85 

framework that is embedded within student’s views, and considers context, important 86 

for exploring the complexity of preferences. 87 

 88 

                                            
1 Given that age is the most significant risk factor for dementia, older people with dementia have been 
the focus of the study, with reference to the literature on working with older people. However these 
findings will have wider resonance to other populations with dementia. 
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Study setting 89 

This research was nested within the Time for Dementia (TFD) study, which is an 90 

evaluation of a UK-based dementia educational intervention for undergraduate 91 

healthcare students that aims to improve students’ attitudes, compassion, empathy 92 

and knowledge of dementia [25]. The programme involves students being paired 93 

with a family affected by dementia and visiting them approximately five times over 94 

two years. The TFD study has NHS Health Research Authority ethics approval (REC 95 
ref: 15/LO/0046).  96 
 97 

Participants 98 

Potential participants included doctors and nurses in the first two years after 99 

qualification who had taken part in the TFD study (either in a comparison or 100 

intervention cohort) during their undergraduate training and who had agreed to be 101 

followed up into practice. Interviews were completed with 27 participants.  102 

To gain a variety of viewpoints participant sampling was purposeful based on 103 

key points of difference during their undergraduate training: university cohort, , 104 

participation in the TFD education programme (yes/no), and profession 105 

(doctor/nurse). Doctors and nurses were included as preferences for working with 106 

dementia are of concern in both professions. During the analysis, researchers were 107 

sensitive to similarities and differences for which implications would be of interest to 108 

interdisciplinary interventions such as TFD. Interviews were not conducted at set 109 

time points but sampled to include a mix of newly and later qualified professionals 110 

within two years post qualification (Year 1 vs Year 2).  111 

Characteristics of the participants can be seen in Table 1.  Recorded career 112 

choices of preferences for working with dementia (low, high and neutral) taken in 113 

their last year of undergraduate training were also used in sampling to include 114 

perspectives from those with different preferences. The preferences for working with 115 

people with dementia presented (in Table 1) are those stated at interview because, 116 

for some participants, their preferences had changed and current preferences were 117 

perceived to be more important for the context of the findings. Participants were also 118 

sampled by characteristics based on emerging themes (during analysis) that needed 119 

to be explored further (i.e. theoretical sampling). This included those who indicated 120 

preferences for particular specialities such as geriatrics in order to explore emerging 121 
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differences between factors influencing preferences towards particular specialties 122 

and working with people with dementia in general. 123 

 124 

Table 1: Participant characteristics  125 

126 
Characteristic  Median(Range)/n  
Age at Interview 26 (23-53) 

Gender Female 18 
Male 9 

Profession Nurse (Adult or Mental Health) 10 

 

Doctor 17 
  

Dementia 
Experience 
Before 
Training 

No 8 
Yes 15 

Ethnicity Missing 2 
Other ethnic group 6 
White British 19 

Year Post 
Graduation 

Year 1  16 
Year 2 11 

TFD 
Participation 

No  13 
Yes  14 

University  BSMS 14 
UEA 3 
UoB 3 
UoS 7 

Preference 
for dementia 
in general 
(i.e. clinical 
interest) 
 

High 12 
Low 6 
Neutral 9 

Preference 
for dementia 
related 
specialty (i.e. 
recognised 
specialty) 

No 22 
Undecided 1 
Yes  
 

4 
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BSMS: Brighton and Sussex Medical School (TFD and Non-TFD cohorts). UoB: University of Brighton (Non-TFD cohorts). 127 
UEA: University of East Anglia (Non-TFD cohorts).  UoS: University of Surrey (TFD and Non-TFD cohorts) 128 
Note: Year 1/Year 2= Foundation year one and two for doctors. 129 
Preferences for ‘dementia in general’ were defined as a student’s general preference for working with people with dementia 130 
(across specialties) expressed in the interview: classed as low, neutral or high. These categorisations were checked for 131 
agreement with the second reviewer (xx). Preferences for ‘dementia-related specialty’ were coded as career choices that were 132 
related to dementia, in this sample, this included geriatrics, old age psychiatry, and nursing of older people.  133 

 134 

Data collection 135 

Potential participants were contacted and invited to take part in an individual 136 

interview over the telephone at a convenient time of their choice. Interviews were 137 

conducted between April 2019 and March 2020. The participant information sheet 138 

and consent form were sent in advance of the interview, and informed consent given 139 

before the interview. Interviews were conducted over the telephone and lasted a 140 

mean of 35 minutes. Interviews were audio-recorded and transcribed verbatim, 141 

anonymised and checked for accuracy. Example questions can be seen in Appendix 142 

1. Questions focused on participants’ career intentions; definitions of a career 143 

working with people with dementia; preferences of working with people with 144 

dementia; and explored the influences on these preferences during their 145 

undergraduate training and since graduating, including experiences of dementia, 146 

such as TFD.  147 

 148 

Analysis 149 

A constructivist grounded theory approach was used to analyse the data [26]. Data 150 

collection and analysis were not linear, as recruitment was conducted in a 151 

continuous manner parallel to analysis, but for clarity of explanation, three key 152 

phases are identified and described (Figure 1). 153 

Phase 1 consisted of initial line by line coding of transcripts by two 154 

researchers . Phase 2 moved to focused coding; practically this meant a large 155 

number of open codes were aggregated into a smaller number of more conceptual 156 

focused codes. Phase 3 involved theoretical integration, that is, the development and 157 

refinement of conceptual categories and relationships between conceptual 158 

categories. Researchers remained sensitive to theoretical saturation; exploring areas 159 

where components of categories were unclear until they were fully formed. Further 160 

details of the analysis and theoretical sampling strategies are shown in appendix 2. 161 
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The output was a set of core conceptual categories that were saturated (i.e. reached 162 

sufficient depth and understanding). Constant comparison was used at each stage to 163 

clarify meanings; comparing data with codes, codes with codes and between 164 

participants (including doctors and nurses). Rigour in the analysis was enhanced by 165 

the use of NVivo 12 [27] to systematically manage the data and record memos and 166 

consultation with a second reviewer throughout, including agreement of initial and 167 

focused coding frameworks. 168 

 169 

Figure 1: Analysis procedure  170 

 171 

 172 

 173 

 174 

 175 

 176 

 177 

 178 

 179 

Results  180 

There were seven main categories. One category was about the nature of 181 

preferences and six represented inter-connected factors associated with preferences 182 

for working with  people with dementia. An overall core category was not developed 183 

due to the multi-dimensional conceptualisation of preferences. The main categories 184 

and subcategories are described below. The profession of the participant is signified 185 

by N (nurse) or D (doctor). 186 
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Nature of preferences  187 

Defining a career working with people with dementia. Both doctors and nurses 188 

described working with people with dementia as an inevitable part of their career, 189 

due to the prevalence of the condition. This included patients with comorbidities 190 

accessing various services but also the recognition of the increasing older 191 

population. The majority of participants were able to identify healthcare careers they 192 

felt specialised in or worked with, large numbers of people with dementia. For 193 

doctors, this included geriatrics, psychiatry (specifically old age psychiatry), and 194 

general practice (GP). For nurses, this included wards with a higher proportion of 195 

older patients, community nursing, long-term care, and intermediate care. Some also 196 

identified dementia specialist nurses. However, there was variation between 197 

definitions and some participants were unsure in identifying specialisms related to 198 

dementia.  199 

 200 

Individual preferences. Preferences for working with people with dementia were split 201 

between general preferences, defined here as a preference in working with people 202 

with dementia in the context of their career in general (i.e. clinical interest) and those 203 

towards specialties related to dementia (i.e. recognised specialties). These 204 

preferences were sometimes distinct and not always related, for example, some 205 

participants held a high preference for working with people with dementia generally, 206 

but not for working in related specialisms.  207 

In terms of general preferences for working with people with dementia, there 208 

was a range of preferences expressed, with some participants holding higher or 209 

lower preferences, specifying different levels of interest and enjoyment, with others 210 

being more neutral, expressing ambivalence or that they would actively not 211 

discriminate between patient groups. Examples of these stated preferences is 212 

provided in Figure 2. 213 

 214 

Figure 2: Example of general preferences for working with people with dementia 215 

(High preference) D6: ‘In general I find it kind of be very rewarding, I find it 

interesting, and I like doing it as a part of medicine overall, I wouldn’t want to 

specialise in it, and I wouldn’t want all my patients or too high a proportion of them 

to suffer with dementia, but overall yeah, I feel fairly confident and well equipped to 
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manage patients with dementia, and I enjoy doing it as part of my normal patient 

workload.’ 

 

(Low preference) D4: INTERVEIWER: ‘So, within your career, so obviously you 

intend doing GP training, would you say that you’d prefer or not prefer to work with 

patients with dementia?  

PARTICIPANT: ‘clearly it’s difficult. I mean I’d say it’s probably easier not to, 

because it’s difficult, at my current stage as a junior,’ 

 

(Neutral preference) D1: ‘I’m a bit ambivalent really. I’m not opposed to working 

with them, but I’m not, you know, I didn’t really go out of my way to look after a 

patient with dementia, I just got on with the job. 

 

(Neutral preference) N2: ‘I’d probably just say that I... yeah, I wouldn’t mind either 

way. Yeah, I have no problems working with people with dementia, at all.’ 

 216 

There were accounts of positive and negative changes in preferences, at different 217 

time points in their training or career, towards varying contexts (general and 218 

recognised specialties), demonstrating that preferences are not fixed.  219 

 220 

Nature of overall preferences. Participants identified their wider career preferences 221 

and were able to identify the most important factors influencing their preferences. It 222 

was apparent that individuals often have a different hierarchy of individual factors for 223 

their overall preferences and view working with people with dementia through these 224 

priorities.  225 

 226 

Making a difference  227 

Rewards of making a difference. Participants described one of the best aspects of 228 

working with people with dementia as being their ability to make a difference. The 229 

difference they perceived that they could make as a healthcare professional was 230 

frequently described in non-medical terms, with the limitation of medical interventions 231 

noted. Several social or psychological interventions were described as important for 232 
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example identifying additional support and referrals to other healthcare professionals 233 

or services; effective communication; and providing comfort. 234 

Their ability to make a difference was described as rewarding. Making a 235 

difference to patients’ lives and deriving satisfaction from this was acknowledged as 236 

an inherent aim for healthcare professionals, but those with a preference for working 237 

with people with dementia appeared to view working with people with dementia as 238 

more rewarding. This is because dementia was perceived as a severe disease that 239 

is hard to make an impact on, and therefore making an impact was viewed as more 240 

meaningful.  241 

 242 

N3: ‘obviously what they’re going through is so difficult and so hard and so 243 

horrible, when you do something that will make that even a little bit better is 244 

amazing, and yeah, that for me is the most rewarding thing I think.’ 245 

 246 

A unique aspect for doctors was that some participants gave accounts of how their 247 

preferences have increased due to increased recognition of the impact they can 248 

make. This was attributed to how they felt able to make a difference now in practice 249 

as doctors, compared to how they had not been able to do this when they were 250 

students as well as gaining appreciation through educational experiences such as 251 

TFD.   252 

 253 

D11: ‘I guess it (TFD) really highlighted to me how good medical... you know 254 

being a good medical practitioner can really make a difference to these 255 

families and the patients. So, yeah, I guess it did make me think “Oh yeah, 256 

actually this is much more interesting and you can make a difference”. 257 

 258 

Reduced satisfaction in lack of impact. Participants with lower preferences towards 259 

working with people with dementia linked this to their limited ability to make an 260 

impact (on patients) and/or to meet their needs. Participants reported that this was 261 

often because of an external restriction such as time, lack of support from others, or 262 

it not being a core part of their role. Where participants defined impact on patients in 263 

terms of medical outcomes the opportunity to make a difference was seen as being 264 

limited.  265 

 266 
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N10: ‘I think, for me, I struggled... I found it quite difficult because like they’re 267 

never going to get better’ 268 

 269 

Therefore while some acknowledged that the best part of working with patients with 270 

dementia is making a difference and this is rewarding they reflected that in practice 271 

this hard to achieve. The resulting view of the work when participants felt unable to 272 

make a difference was a lack of satisfaction from the work. Specifically, it was 273 

associated with emotional conflict and a feeling of unease or frustration and was 274 

perceived to be ‘difficult to reconcile’.  275 

 276 

D10: ‘That’s very hard when you constantly have to walk past that patient in 277 

distress and you just don’t have time, there’s already been so much time 278 

spent on him, and you’ve got all these other patients, you just don’t have time. 279 

So, that’s really quite difficult to come to terms with’ 280 

 281 

Reduced satisfaction due to lack of impact was a factor for preferences for working 282 

with people with dementia in general, particularly working in the hospital. In terms of 283 

specialties related to dementia, of significance was the frequent repetition of lack of 284 

being able to make an impact as a factor in terms of a career in old age psychiatry 285 

(rather than geriatrics) for doctors.  286 

 287 

This dichotomous concept of making a difference suggests that preferences for 288 

working with patients with dementia depend on how students/professionals define 289 

'impact' or 'needs' for patients with dementia and their perceived agency in being 290 

able to help to achieve this. 291 

Alignment with personal characteristics  292 

Competency or confidence. There was a clear dichotomy in those who held higher or 293 

lower preferences in terms of their perceived competency or confidence in working 294 

with people with dementia.  295 

 296 
N10: ‘I don’t know whether it’s because maybe I just don’t have much 297 

experience of it outside the professional life and so that’s kind of like me and 298 

my own confidence and lack of awareness that puts me off a bit as well,’ 299 
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 300 

This was often regarded as one of the central factors in preferences for working with 301 

people with dementia generally. However, for those with an interest in a related 302 

specialty, it was one of the multiple factors drawing them to the area and they noted 303 

their relevant skillset or ‘talent’. Many participants described how their confidence for 304 

working with people with dementia has grown and gave accounts of how their 305 

preferences have increased as a result of this. A key theme within these accounts 306 

was increased preferences by overcoming fears of working with patients with 307 

dementia, which was one of the identified outcomes of TFD; 308 

 309 

N2: (On the experience of TFD) ‘so I think beforehand I was probably a bit, I 310 

guess fearful really, I guess you could say, yeah, fearful. But then once 311 

learning about it, and being involved with this, you know’ 312 

 313 

Personal attributes. Participants described their personality traits which they felt 314 

made them or others as being suitable for working with people with dementia such 315 

as patience, maturity and empathy. 316 

 317 

D12: ‘Yeah, I think so, yeah, I quite like sort of having those conversations 318 

and taking that time, whereas I think some personalities in medicine wouldn’t 319 

enjoy that aspect of it so much’ 320 

 321 

There was also an acknowledgement of how dementia was either an active interest 322 

or passion or did not fit with an existing individual interest. 323 

 324 

Impact of experience. The majority of participants explicitly identified how particular 325 

individual experiences (family, work experience, educational placements) have had 326 

an impact on preferences. These were described as being either negative or positive 327 

in terms of working with people with dementia. Regarding increases in preferences, 328 

participants identified how their experiences impacted their confidence or 329 

competency, recognition of the rewards of making a difference and appreciate 330 

positive interactions with people with dementia.  331 

The experience of TFD was explored in participants that took part in this 332 

programme, while all the participants were positive about the experience there were 333 
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mixed opinions about its influence on preferences. Those that did not feel TFD 334 

influenced their preferences commonly said they did not think about the experience 335 

in that way or that clinical placements were more important in the formation of their 336 

preferences. For those who said TFD had influenced their preferences, these were in 337 

several ways and that reflect mechanisms captured in other categories. This 338 

included by reducing fears and increasing competence and confidence; recognising 339 

the positive impact of healthcare professionals and therefore gaining understanding 340 

of making a difference; gaining an appreciation for working with people with 341 

dementia; or developing non-discriminating attitudes or increased interest. 342 

 343 

The resulting concept of Alignment with personal characteristics suggests that newly 344 

qualified healthcare professional relate their preferences to whether the work is 345 

suited to them and their skills. Importantly they relate their competency to their 346 

preferences. 347 

A different type of care  348 

Appreciating a 'different type of care'. Many participants attributed their positive 349 

preferences to the type of healthcare in dementia care; specifically that it was 350 

perceived to be more holistically focused, with more patient contact, and less 351 

medicalised; with a focus on patient quality of life.  352 

Participants reported that they were drawn to working with dementia because 353 

of this focus. Specifically, this was repeatedly seen as a positive factor in holding a 354 

preference for geriatrics and old age psychiatry (and psychiatry in general) for 355 

doctors. Participants viewed this holistic approach as being different from normal 356 

medical or nursing practice. The theme that this type of care was not the 'standard' 357 

was reoccurring within interviews and participants regard for this type of care was an 358 

influencing factor for wanting to work with people with dementia. 359 

 360 

D1: ‘it’s, you know, to be quite frank, the social care side of it, that’s not the 361 

sexy part of medicine, you know, that’s the... not why anybody who goes to 362 

medical school, but certainly for me I kind of lost of interest in that side of 363 

medicine, and I became more interest in the kind of lifestyle stuff. So, I think if 364 

a student has more of an appreciation for the social side of medicine and 365 
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social care and quality of life ….I think that’s what would drive an interest in 366 

patients with dementia.’ 367 

 368 

Preference for medical or acute care. Lower preferences for working with people with 369 

dementia were associated with a desire to work with more acute conditions, or a 370 

medical/biological (rather than psychosocial) approach to patient care. 371 

 372 

D3: ‘Because I much prefer things that I can – or not – that generally are 373 

reversible. I much prefer things where people have like a good baseline, they 374 

come in with something that’s quite kind of acute but reversible, and then they 375 

go back to that good baseline’ 376 

 377 

This was cited as a reason for a lower preference towards psychiatry specifically. 378 

Running through these explanations was the perception that in different roles or 379 

settings the focus on working with people with dementia would differ in the type of 380 

health care they would be practising and the patient needs they would be 381 

responsible for (i.e. physical needs or holistic needs) and this related to the 382 

preferences for working with people with dementia in these settings. For those with a 383 

preference for medical or acute care the lower preference for working with people 384 

with dementia was often directly linked to the desire to deliver medical interventions, 385 

which was felt to be limited in dementia and therefore was associated with reduced 386 

satisfaction due to lack of impact. 387 

 388 

N5: ‘I think people obviously for maybe the same reasons I did, tend to go for 389 

the acute medicine, I think that’s the way I can think of about it, it’s more kind 390 

of especially, you know, kind of excitement of you know variety of different 391 

procedures, but then there are some obviously nurses who just like elderly 392 

care, or who just like working with dementia, but at this stage of my, you 393 

know, post-qualification career, I don’t.’ 394 

 395 

This emerging concept suggests that participants’ preferences for working with 396 

people with dementia are aligned with how they view their role as a healthcare 397 

professional and how they want to treat or care for patients, along with their role in 398 

the patient's journey. 399 
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 400 

Ambiguity or uncertainty. Participants reported finding the ambiguity of clinical 401 

decisions or appropriate care practices for patients with dementia as challenging. 402 

Some participants reported that this made them feel uncertain about their actions for 403 

these patients. For some participants, this aspect of the work resulted in lower 404 

preferences through reduced satisfaction due to lack of impact. 405 

 406 

Perceptions of people with dementia  407 

Care challenges. Participants outlined symptoms, behaviours or characteristics they 408 

associated with dementia that they found particularly challenging; communication 409 

difficulties; lack of patient compliance; complexity; differences between patients; and 410 

aggression. These challenges were related to (or caused) many other factors which 411 

were found to be difficult. For example, communication difficulties and differences 412 

between patients contributed to the perception of ambiguity and uncertainty in 413 

practice. 414 

 415 

D9: 'In medicine, you want to go and ask the perfect patient, they’ll give you a 416 

great history and then you’ll examine them, and they’ll be really compliant and 417 

then they’ll be compliant for all investigations, but obviously that’s like what we 418 

taught to do at medical school, and then we go into hospital and you come up 419 

to patients with advanced dementia, and they can’t give you a history, and 420 

you can’t examine them and they won’t tolerate investigations. Obviously, that 421 

makes me feel quite under-confident in what I’m doing.' 422 

 423 

These care challenges also contributed to the perception of additional difficulties with 424 

this patient group. 425 

 426 

Additional difficulties. Participants commonly said that it can be difficult to work with 427 

people with dementia, and frequently referred to the work as more difficult than with 428 

other patients. The additional 'difficulty' was attributed to the time involved, barriers in 429 

performing therapeutic tasks, and the requirement to make adjustments. For some, 430 

this was a key factor in preferences against working with people with dementia.  431 

 432 
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D4: ‘So, I think it is actually quite difficult to do, …sort of how much time it 433 

takes to often look after them when it is challenging, especially if you’re on a 434 

busy ward, which does sound quite bad’ 435 

 436 

Participants with a strong preference for working with people with dementia also 437 

described challenges, but did not appear to view these as barriers, instead, they 438 

referred to them as positive challenges to overcome. 439 

 440 

N1: ‘I think it really depends on the person, I just enjoy it because usually I 441 

know it can be really challenging, but usually you know that you’ve gone in, 442 

you’ve done what you need to do, they’re in a better position now because 443 

you’ve done it’ 444 

 445 

For some, these additional difficulties were one of the reasons it was seen as difficult 446 

to make a difference for people with dementia and related to reduced satisfaction 447 

due to lack of impact.  448 

 449 

Positive interactions with people with dementia. Participants frequently identified 450 

positive interactions as one of the best aspects of working with people with 451 

dementia, regardless of preference. However, this was one of the most frequently 452 

cited positive reasons for preferences for working with people with dementia in 453 

general (rather than related specialties). It included pleasant conversations, 454 

enjoyment, disposition of the patient, and inter-generational learning. Some 455 

participants made the distinction that interactions with people with dementia were 456 

unique due to their dispositions, such as being more open and willing to share 457 

themselves. Some participants who identified that their preference for working with 458 

people with dementia had increased over time attributed this to increased enjoyment 459 

of these interactions through more exposure. 460 

D14: ‘I think the experience (during undergraduate training) has definitely 461 

helped turn from somebody who probably thought it’s just sort of boring old 462 

people, to actually people that have got really rich characters and lots to offer’ 463 

 464 



 
 

17 
 

Involvement of family. Participants recognised that the patient’s family play a key role 465 

in dementia care and form a core part of their interactions with patients. This was 466 

seen as posing additional challenges such as the reliance on family for information, 467 

introducing extra steps, or difficult conversations with families. The involvement of 468 

family contributed to the perception of working with people with dementia being ‘a 469 

different type of care’ that is holistically focused and by adding ambiguity and 470 

uncertainty as a result of relying on others for information about their patient.  471 

 472 

D12: ‘I mean it (dementia) adds another dimension often to a conversation or 473 

to things like capacity and deciding what the best treatment options are for 474 

people, and often it brings in the link of discussing with family and next of kin 475 

as well, which again adds another sort of issue.’ 476 

 477 

Care environment 478 

Difficult care environments. As previously stated, participants described that working 479 

with people with dementia posed additional difficulties, for some the work was more 480 

difficult in particular roles or settings and therefore would not prefer to work with 481 

people with dementia in these specific contexts.  482 

 483 

D4: ‘it’s your responsibility to sort of get stuff done practically, so it’s quite 484 

easy for the consultant to go, “Well, let’s just pop the catheter in, put a 485 

cannula in…. but in practical terms if someone’s got dementia, they’re 486 

disorientated, don’t sort of understand what’s going on or aren’t particularly 487 

cooperative, that can be quite... well, very difficult and time-consuming to 488 

manage’ 489 

 490 

Quality of care. Participants described how they viewed certain care environments 491 

as restricting the quality of patient care they could deliver and therefore felt reduced 492 

satisfaction due to lack of impact, leading to a lower preference for working with 493 

people with dementia. For some, this meant that their preference for working with 494 

people with dementia was dependent upon the role or setting, with participants 495 

making unprompted contrasts between settings and roles. 496 

 497 
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N1: ‘I would never have gone for a job on a medical ward, or orthopaedics, … 498 

because, yes, it’s a high level of dementia, that’s not the reason I wouldn’t go, 499 

I would just feel that I wouldn’t be able to provide the care I could (in a 500 

different role) for the patients with dementia’ 501 

 502 

A reoccurring theme was that of hospital versus community settings. Hospital care 503 

was often described as a difficult care environment but also as providing poorer 504 

quality of care for patients with dementia. Some participants with a preference for 505 

working with people with dementia described how they could not do this working in a 506 

hospital. Hospital wards were seen as 'no place for somebody with dementia’. 507 

 508 

D10: ‘Community, there’s more time and that’s what the focus is…. but in the 509 

hospital, people with dementia don’t get the time because it’s too busy, and 510 

that’s the aspect I don’t find satisfying. That’s the aspect that I find frustrating, 511 

hospital medicine goes too quickly for people with dementia.’ 512 

Experiencing different settings. Participants commented on how exposure to a 513 

variety of settings (e.g. hospital and community) would be important to get a 514 

balanced view of working with people with dementia. 515 

 516 

Career characteristics  517 

These factors encompass the wider aspects of a career working with people with 518 

dementia that influenced preferences. These were largely expressed as 519 

considerations rather than the driving factor in dementia preferences. 520 

 521 

Team environment. Positive experiences of working with people with dementia were 522 

associated with good team environments. In particular, there was a sense that those 523 

working in such specialties with older people were particularly ‘good teams’ to work 524 

with. 525 

 526 

Challenges due to systems. Participants outlined preferences were affected by 527 

issues with infrastructure in a variety of settings related to dementia. These issues 528 

were often described as challenges they have directly experienced and included lack 529 
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of funding, staffing levels and poor organisational systems.  These challenges within 530 

systems were linked to views of care environments as they contributed to issues with 531 

performing direct care in certain settings.  532 

 533 

Professional Development. Lack of professional development was a consideration 534 

for dementia preferences. Specifically for nurses, some participants identified not 535 

currently having preferences for working with people with dementia because they felt 536 

they needed to work non-dementia areas to 'get more skills' or ‘pushing themselves 537 

further’. 538 

 539 

N4: ‘I love care of the elderly. So, I would... I think I’ll end up sort of going 540 

back there. I like where I am at the moment, but I need to sort of maybe 541 

branch out and I have thought maybe sort of a slightly more demanding ICU 542 

or A&E, for the experience’ 543 

 544 

Variety. The variety in workload was seen as a key factor in the appeal of careers 545 

overall and specifically in relation to dementia. There was a contrast in that those 546 

who enjoyed working with people with dementia identified that variety was a positive 547 

feature of work, whereas those with a lack of preference cited an absence of variety 548 

or identified the work as monotonous; generally in dementia care and in recognised 549 

specialties.  Several doctors saw a positive aspect of geriatrics was the variety of 550 

medical issues from being a generalist. 551 

 552 

D2: ‘it was a relatively... it wasn’t particularly varied let’s say, it was basically... 553 

even though it was old age psychiatry over 99% of the referrals were 554 

essentially progressive memory loss,’ 555 

 556 

D11: ‘So, I think it’s really important, again I did quite like geriatrics because 557 

it’s not super-specialised’ 558 

Discussion  559 

This data from this study contributes usefully to our understanding of how newly 560 

qualified healthcare professionals view a career working with people with dementia 561 

and the factors that were influential in forming these preferences, after qualification 562 
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and while they were students. To our knowledge, this is the first qualitative study to 563 

explore positive and negative factors influencing preferences for working with people 564 

with dementia in newly qualified healthcare professionals. 565 

Six main categories contributed to preferences for working with dementia, 566 

their priority differing on an individual level and depending on context (clinical interest 567 

vs recognised specialties). Three factors appeared central to preferences. The first 568 

was making a difference. It implies that preferences may be improved by helping 569 

them gain an appreciation for the difference they can make to patients and reducing 570 

barriers to making an impact such as increasing competencies (e.g., through 571 

enhanced education) and providing environments conducive to meeting patients’ 572 

needs. This is in line with research on staff retention and job satisfaction in dementia 573 

care that suggests that intrinsic motivations, such as being able to deliver quality 574 

care, are the most satisfying aspect of the work [7, 28]. 575 

Second was a different type of care. The implication is that students and 576 

newly qualified healthcare professionals need to value holistic, person-centred care 577 

highly to be attracted to working with people with dementia. This finding might be 578 

understood by previous research suggesting that low preferences for working with 579 

older adults are attributed to how curriculums often focus on acute care and 580 

technical care which healthcare students might then internalise as superior, referred 581 

to as the ‘hidden curriculum’ [29] or ‘socialisation of nurses’ [20, 30]. It supports the 582 

recommendation that undergraduate training needs to develop the value of such 583 

care. Possible strategies include more prominence in the curriculum in all years, a 584 

focus on person-centred care as a key concept, and visible role models in dementia 585 

care [31, 32].  586 

Third was alignment with personal characteristics. Previous research has 587 

shown that undergraduate healthcare professions do not feel adequately prepared 588 

for working with people with dementia [33, 34] and training is globally recognised as 589 

inadequate [1]. These results suggest that improving confidence and competency 590 

may help to cultivate more positive preferences as well as producing staff better able 591 

to meet patients’ needs. The quality of the curriculum could be improved by 592 

consistent adherence to dementia educational frameworks [23, 35] and by 593 

addressing skill deficits expressed by students such as communication and tolerance 594 

to ambiguity. 595 
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Experiences that increased participant’s confidence or competency, their 596 

understanding of how they can make a difference to patients, and appreciation of 597 

positive interactions with people with dementia helped to increase preferences and 598 

therefore, add to possible mechanisms of influence. There was evidence that TFD 599 

may stimulate interest, in line with previous research for the positive influence of 600 

dementia educational interventions [15-17]. This indicates that interventions that aim 601 

to improve knowledge, attitudes and confidence may also influence preferences and 602 

therefore offer a way effectively educate and increase preferences. Future studies 603 

investigating dementia educational interventions should record preferences as an 604 

outcome to explore this further. 605 

Three further categories contributed to preferences; perceptions of people 606 

with dementia, care environment, and career characteristics. A finding to highlight is 607 

that dementia care in hospital was less preferred and viewed as problematic, this is 608 

reflected in the literature on the sup-optimal care environment for people with 609 

dementia [4, 36]. Together these findings suggest that preferences will not be 610 

influenced by changing perceptions or increasing competency in isolation, but that 611 

the environment is important - healthcare professionals want to work in a healthcare 612 

environment where they can be effective and meet patient needs. Therefore service 613 

improvement work, already identified as vital to improve patient outcomes [1-3] and 614 

motivation for current staff [28], will be important in attracting new staff.  615 

Many factors were dichotomous in that they could affect preferences 616 

positively or negatively. However, a novel aspect of this study was the ability to 617 

explore positive aspects of working with people with dementia both generally and 618 

within related specialties by the interviewing those who had shown a previous 619 

preference for working with people with dementia. Consistent positive factors 620 

included: the rewarding nature of the work, appreciating a different type of care, 621 

enjoying interactions with people with dementia, and regard for the team 622 

environment. These findings add to the literature on the positive perceptions of 623 

working with people with dementia and what is valued and indicates that the type of 624 

healthcare professionals that may be drawn to this area or how interest could be 625 

cultivated. These qualities may be used to screen for students aligned with these 626 

values and could be encouraged in targeted education or experiences. 627 

This study offers the first attempt at conceptualising and understanding 628 

preferences for working with people with dementia. It offers several 629 



 
 

22 
 

recommendations that may help to increase interest in the future workforce 630 

summarised in Figure 3. Future research should explore how these factors may 631 

predict actual specialty choices and explore ways to incorporate these findings into 632 

curriculums and practice to increase preferences in student and newly qualified 633 

professionals. 634 

 635 

Figure 3: Recommendations  636 

i. Inclusion of focused dementia education, including developing 

skills and confidence specifically in managing care challenges 

such as difficulties in communication. 

ii. Developing the value and importance of working with people 

with dementia. Challenge the view of the work as outside their 

normal remit, promoting a holistic focus, and enhance students’ 

understanding and appreciation of the contribution they can 

make to patients with dementia. 

iii. A clearer definition of roles and healthcare providers 

responsible for dementia care in practice but also facilitate 

students’ awareness and understanding of career options that 

relate to dementia. Exposure to these clinical areas is 

necessary for students to evaluate fit with their values. 

iv. Ensuring access to relevant practice placements including a 

balanced view of working with people with dementia through 

working in different settings (i.e. community vs hospital) 

v. Encouraging and developing ‘talent’ with those with aligned 

interests or enhanced skills in dementia care. 

vi. The consideration of targeted dementia educational 

programmes to meet dementia curriculum requirements in 

undergraduate education and potentially increase preferences 

for working with people with dementia. 
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vii. The continued improvement of services for people with 

dementia, which allows healthcare professionals to work in an 

environment that they feel confident and able to deliver quality 

dementia care. 

 637 

 638 

Strengths and limitations  639 

An advantage of this study was that it was nested within the wider TFD evaluation. 640 

This meant that participants could be purposely sampled based on previous 641 

preferences, as well as participants who had completed (or not) a dementia 642 

educational intervention. A disadvantage of this approach is the sampling was limited 643 

to four universities. However, in line with qualitative constructivist theory, while it is 644 

acknowledged that these findings may not be generalisable outside this sample, they 645 

provide detailed reflections that may help explain factors that could be theoretically 646 

transferable in comparable populations. 647 

Influential factors during undergraduate training were explored alongside 648 

wider factors. However, these were retrospective accounts (as participants had 649 

qualified) and accounts may have differed if participants were interviewed during 650 

undergraduate training. Although, an advantage to this approach was being able to 651 

explore how preferences influenced decisions and changes in the immediate period 652 

following qualification. 653 
The quality of this framework, as outlined by Charmaz’s (2006) criteria of 654 

credibility, originality, resonance, and usefulness, is increased by rich data, rigour in 655 
the analysis methods, and theoretical sampling. A limitation is that member checking 656 
could have been used to further explore resonance i.e., do early career professionals 657 
relate to the generated concepts.   658 

 659 

Conclusion 660 

The capacity of the dementia healthcare workforce needs to increase in line with 661 

need and current global concern. The period of undergraduate training is critical in 662 

forming career preferences and educators need to consider how to stimulate interest 663 

in older people in general and people with dementia specifically. The factors 664 
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identified here suggest strategies to help build a future workforce better equipped to 665 

meet the challenges of ageing and dementia. They include support for better 666 

equipping newly qualified healthcare professionals with the tools to meet patients’ 667 

needs such as enhanced skills and suitable care environments as well as supporting 668 

the value of person-centred practice and psychosocial outcomes.  669 
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