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1. Opening overview
Mrs Thompson is 84 and has mild dementia. She has recently returned to sheltered housing after treatment for pneumonia and receives two care visits each day. Even with that support, she missed her medicines for two days, became more confused, and was later found outdoors in cold weather without suitable clothes. These events suggest that the problem may be wider than memory loss alone. Staff may also need to look at how information is explained, how incidents are written down, and whether different services are following the same plan. This report examines those three areas. It uses Berlo’s communication model and relevant law, including the Equality Act 2010, Mental Capacity Act 2005, Data Protection Act 2018 and Care Act 2014. The main argument is that Mrs Thompson is safest when professionals make information easy to use, keep reliable records, and take clear responsibility for agreed actions without taking away more independence than necessary.
2. Communication that Mrs Thompson can use
Communication should help Mrs Thompson take part in her own care rather than make decisions around her. Dementia may affect attention and memory, but it does not automatically mean that she cannot understand or choose. Staff should speak directly to her, keep sentences short, discuss one issue at a time, and allow pauses so she can process what has been said. NICE guidance supports helping people with dementia express their views and changing the way information is presented when ordinary communication is not enough (National Institute for Health and Care Excellence, 2018). Harris et al. (2025) also show that communication works better when it is flexible and shaped around the individual. For Mrs Thompson, a quieter room, eye contact, large-print notes and familiar words may be more useful than a long explanation.
Her medicines create a clear example of why communication must work beyond the conversation itself. She may understand an instruction when a carer is present but forget it later. A written schedule, labelled medicine organiser, reminder system or supervised support could help, depending on assessment. It would be unfair to treat the missed doses as simply “her fault”. Dionisi et al. (2022) found that medication mistakes in home care can also be linked to poor communication and unclear responsibilities between workers. This means staff should examine the care system as well as Mrs Thompson’s memory. One useful check is teach-back: after an explanation, Mrs Thompson could be asked to describe what she will do in her own words. Evidence reviewed by Talevski et al. (2020) suggests this approach can support understanding and self-management.
Berlo’s Sender-Message-Channel-Receiver model can be applied to this situation (Berlo, 1960). The sender might be a domiciliary carer; the message could be when a tablet should be taken; the channel could combine speech with a written reminder; and Mrs Thompson is the receiver. The model is helpful because it makes staff think carefully about each part of the message. Its weakness is that it can look one-directional. In real care, Mrs Thompson’s questions, facial expression and ability to explain the message back are equally important. Adding feedback therefore makes the model more useful in practice.
Law also shapes how staff communicate. The Equality Act 2010 means services should make reasonable changes where disability puts a person at a disadvantage (Great Britain, 2010). In this case, extra time, clearer wording or accessible written information may help. The Mental Capacity Act 2005 requires staff to start from the position that Mrs Thompson can make a decision and to support her before deciding otherwise (Great Britain, 2005). Family members can provide helpful background, but they should not automatically speak for her. Her sudden confusion also needs prompt attention because an acute change may point to delirium or another treatable problem rather than dementia alone (National Institute for Health and Care Excellence, 2023).
3. Records, privacy and safe administration
Good administration makes care safer because it turns events into information that other workers can use. In Mrs Thompson’s case, the missed medicines, increased confusion, outdoor incident, telephone calls and follow-up decisions should all be recorded. The record should explain what happened, when it happened, who noticed it, what action was taken and what still needs to happen. CQC Regulation 17 requires providers to maintain records that are dependable, complete, current and protected from inappropriate access (Care Quality Commission, n.d.). Staff should describe facts instead of using labels. Writing that Mrs Thompson was found outside at 7.30 am in night clothes and appeared cold gives useful evidence. Writing only that she was “wandering” gives less information and may sound judgemental.
The medication incident should lead to a practical review. Staff should check the Medication Administration Record, identify the missed doses, explore why they were missed and note who was informed. NICE (2015) advises that a medication review should look at the person’s understanding, practical problems, side effects and whether the medicines are still suitable. The care plan should then make responsibilities obvious: who orders the medicines, who gives reminders, who administers them if needed, and what should happen after a missed dose. Dionisi et al. (2022) supports looking beyond the individual because medication errors can arise from weaknesses in the wider home-care system.
Mrs Thompson’s records contain sensitive health information, so the Data Protection Act 2018 and UK GDPR are important. Applied to her case, the organisation should have a lawful reason for using her information, explain its use clearly, collect only relevant details, keep them correct, avoid keeping them longer than needed, protect them from unauthorised access, and be able to show that these rules are followed (Great Britain, 2018; Information Commissioner’s Office, 2026). Staff should use approved systems and work accounts rather than personal messages or loose notes. Access should be restricted to workers who have a genuine care-related reason to view the record.
Confidentiality should protect Mrs Thompson, but it should not block information needed for safe care. The Caldicott framework recognises that relevant information may need to be shared for direct care, while unnecessary information should remain private (National Data Guardian, 2020). For example, the GP may need the missed-dose history and details of the sudden confusion, while an uninvolved worker would not.
The outdoor incident should also be considered as a safeguarding concern. If Mrs Thompson’s care needs mean that she cannot protect herself from neglect or serious harm, the local authority may have responsibilities under the Care Act 2014 (Great Britain, 2014; Department of Health and Social Care, 2025). Records should show the risk, the agreed response, who owns each action and when it will be reviewed. This creates an audit trail and reduces the chance that important tasks are forgotten.
4. Working together across services
Mrs Thompson’s situation cannot be managed safely by one professional alone. Domiciliary carers see her regularly and may be the first to notice changes in behaviour, medicine use or general wellbeing. The GP can investigate the sudden confusion and consider medical causes. The community nurse can monitor recovery from pneumonia and other health concerns. A pharmacist can review whether the medicine routine is too complicated and suggest safer options. Social care staff can consider the cold-weather incident, safeguarding concerns and whether the current care package still meets her needs.
For this to work, everyone needs the same priorities and clear responsibilities. A named coordinator could bring the team together, record who is completing each task and set dates for review. NHS England (2025) explains that shared care records can help authorised professionals see information from different services. However, a shared record does not solve the problem by itself. Someone still has to read the information, act on it and check that the action happened. Mrs Thompson should remain involved in these discussions, with family included according to her wishes or, where necessary, through a lawful best-interests process.
Multi-agency work can be slowed by workload, different computer systems, unclear roles, professional hierarchy and uncertainty about confidentiality. Schot, Tummers and Noordegraaf (2020) found that collaboration improves when professionals work across role boundaries, discuss responsibility and have regular opportunities for joint communication. For Mrs Thompson, regular case updates, agreed escalation routes and named ownership of tasks would reduce the chance of delay. If staff disagree, the issue should be recorded and taken to an appropriate senior professional. The real measure of teamwork is whether the medical assessment, medicine review, safeguarding work and care-plan changes are actually completed.
5. Overall judgement
Mrs Thompson’s case shows that communication, administration and teamwork cannot be treated as separate jobs. If information is unclear, she may not understand what to do. If records are weak, the next professional may not know what happened. If responsibilities are unclear, an important action may be left unfinished. The safest response is therefore a joined-up one. Mrs Thompson should receive information in a form she can use, while her right to make choices is respected. Records should be factual, secure and useful for follow-up. Relevant professionals should share only the information needed for her care and work from one clear plan. The immediate priorities are to investigate the sudden confusion, review the medicine arrangements, reconsider safeguarding and environmental risks, and agree what happens if another dose is missed or another unsafe incident occurs. These actions should be reviewed as her needs change so that safety improves without removing more independence than is necessary.
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