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Mrs Thompson, 84, lives with mild dementia and returned to sheltered housing after treatment for pneumonia, supported by twice-daily domiciliary care. Two recent incidents have raised concern: a two-day gap in her medication, after which her confusion measurably increased, and an occasion on which she was found outside without appropriate clothing in cold weather. The first has been logged through the service's incident-reporting process and has prompted a medication review; the second is under review by the local council. Both point to what can happen when communication, administration and multi-agency working around a vulnerable adult are not tightly coordinated. This report considers three interlinked areas of practice: the importance of communicating effectively with Mrs Thompson and her family, drawing on the Equality Act 2010 and Berlo's model of communication; the importance of sound administrative practice and record keeping under the Data Protection Act 2018; and the importance of collaborative working between her GP, community nurse and domiciliary care workers, including how that collaboration can be strengthened.
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Dementia affects memory, processing speed and, at times, expressive language, so small communication failures can have a disproportionate effect on someone in Mrs Thompson's position. The missed medication doses illustrate this: whichever point in the chain broke down – between a carer and Mrs Thompson, or between successive care visits – her confusion worsened as a result. Day-to-day communication with her needs to be paced to how she actually processes information: short, plain sentences rather than lengthy explanation; time left for her to respond rather than moving straight on; verbal information reinforced with a written or picture-based reminder, such as a medication chart; and close attention to non-verbal cues, since she may not always be able to voice discomfort or distress – something that may well have applied when she was found outdoors inadequately dressed. Consistency between care staff also matters, since a message understood at one visit can easily be lost by the next if it is not reinforced or handed over clearly.
This is a legal requirement as well as good practice. Under the Equality Act 2010, both her age and her dementia, which falls within the Act's definition of disability, are protected characteristics; staff must not treat her less favourably because of them and must make reasonable adjustments so she is not excluded from care or information as a result (Equality Act 2010). For Mrs Thompson this means adapting how, when and at what pace information is delivered, rather than expecting her to keep pace with a standard service and ensuring that decisions about her care are conveyed in ways she can understand, preserving her dignity and involvement wherever possible.
Communicating with her family involves balancing openness with confidentiality. Relatives arguably need to know about incidents such as the missed medication and the outdoor incident, since this informs how future risk is managed, but any sharing should remain proportionate to that purpose. Where Mrs Thompson has capacity, her own consent should guide what is disclosed; where she does not, sharing should be judged as a best-interests decision under the Mental Capacity Act 2005.
Berlo's Source-Message-Channel-Receiver (SMCR) model (Berlo, 1960) offers a useful lens on where these exchanges succeed or fail. The model separates communication into a Source, who encodes a message using their own knowledge, skills and attitudes; a Message, meaning its content and structure; a Channel, whether spoken, written or visual; and a Receiver, who decodes the message using their own knowledge and frame of reference. Communication works best when source and receiver are reasonably matched and tends to break down where a gap opens between them (Berlo, 1960). Applied to Mrs Thompson, a GP or carer as Source brings professional knowledge that she, as Receiver, may no longer share; the Message therefore needs simplifying, and pairing a verbal Channel with a written or visual one improves the likelihood it is decoded correctly. Where this adjustment does not happen, the kind of breakdown Berlo describes becomes more likely – one plausible explanation for how her medication came to be missed.
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Administrative competence, and accurate record keeping, is fundamental to safe care for Mrs Thompson. The incident process around her missed medication, and the report of her being found outside in cold weather, functions only because staff record events promptly, factually and in enough detail to support both immediate decisions and the subsequent council review. Vague delayed or missing entries could allow a pattern of risk – earlier near-misses, for instance – to go unseen, weakening both her protection and the organisation's accountability. The Care Quality Commission's standards reflect this directly, requiring providers to keep accurate, secure records of the care and treatment given to each person they support (Care Quality Commission, 2022).
Records kept about Mrs Thompson must also satisfy the Data Protection Act 2018, which brings the UK GDPR framework into domestic law. Information about her health, medication and the recorded incidents constitute special category data requiring a higher standard of protection than ordinary personal information (Data Protection Act 2018). In practice this means processing information lawfully, fairly and transparently, so that Mrs Thompson, or her representative, understands what is recorded and why; using it only for the purposes it was collected for, such as care planning and safeguarding, rather than sharing it more widely than necessary; keeping entries accurate and current, which matters given how directly recent incidents feed into her ongoing risk assessment; not retaining records for longer than organisational policy allows; and securing access through measures such as password protection and restricted permissions.
This discipline also underpins how the GP, community nurse and care workers share information with one another. Whoever next reads Mrs Thompson's file needs to understand her current needs, recent events and any actions already taken, while the file itself should avoid excessive or irrelevant detail, in line with the data-minimisation principle. Sharing safeguarding-relevant information between agencies must remain proportionate and justified, though data protection law permits it, typically on a safeguarding or vital-interests basis, without requiring explicit consent in every instance – reflecting that confidentiality can give way to the duty to protect someone at risk (Department of Health and Social Care, 2022). Administrative competence is therefore not a peripheral task but a direct safeguard: it is what gives the medication review and the safeguarding review something solid to draw on.
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Several practical measures help joint working around someone like Mrs Thompson function well. Bringing the GP, community nurse, domiciliary care provider and social worker together for a case conference or multidisciplinary meeting allows everyone involved to compare notes, raise concerns and agree a single plan for her ongoing care and any risks that need managing, rather than each service quietly running its own separate version of events. A structured meeting of this kind also creates space to discuss the medication review and the outdoor incident together, so decisions about her care take both into account rather than treating them as unconnected. Recording the agreed plan somewhere all these professionals can access and setting out clearly who is responsible for which action following the two incidents, closes the gaps in accountability where responsibility might otherwise fall silently between services. Naming a single key worker or point of contact adds a further layer of consistency: rather than Mrs Thompson or her family having to work out who to approach with a concern, they have one person who can coordinate a response and keep the wider team informed, particularly valuable given how easily someone with dementia can become confused by multiple unfamiliar contacts.
Multi-agency working of this kind rarely runs smoothly by default. Health and social care staff often come from different professional backgrounds, each with its own terminology, priorities and ways of assessing risk, so a concern raised by a domiciliary care worker may not automatically be understood or acted on in the same way by a GP or nurse. Diaries across several organisations rarely align, which makes joint meetings genuinely difficult to schedule, particularly at short notice when a concern is urgent. IT systems frequently do not communicate with one another, so information recorded by one service can become effectively trapped within it, invisible to the others until someone manually passes it on. Staff can also be genuinely uncertain about how much they are permitted to share under data protection and confidentiality rules, and that uncertainty can lead to information being withheld out of caution rather than shared appropriately. Left unaddressed, these are exactly the kinds of gaps that allowed aspects of Mrs Thompson's case to fall between services: each incident was identified and recorded individually, but pulling the full picture together across the team clearly needed strengthening. High turnover among domiciliary care staff compounds this further, since a rotating team of carers may each hold only a partial history of her recent presentation.
Addressing these barriers tends to depend on a handful of concrete measures rather than any single fix. Agreeing information-sharing protocols in advance means nobody has to guess in the moment what can legally be passed on when a safeguarding issue comes up. Running joint training across services helps staff build a shared understanding of dementia, its risk indicators, and how a small change in presentation, such as increased confusion, should be interpreted and escalated. Using consistent handover and reporting formats ensures that what is observed during a routine twice-daily care visit lines up with what a nurse or GP records during clinical contact, rather than the two accounts drifting apart in style and detail. Drawing on the structures already established by local safeguarding adult boards gives services a shared framework to work within, since these boards exist specifically to put the Care Act 2014's duty to cooperate into everyday practice rather than leaving it as an abstract legal principle (Care Act 2014). Regular review meetings, of the kind now triggered by the council's investigation into Mrs Thompson's case, offer a further opportunity to test whether these measures are working, and to adjust them where gaps in communication or coordination remain.
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Mrs Thompson's case shows what tends to happen when communication, administration and joint working between services are not tightly aligned: medication is missed and confusion increases; a vulnerable woman ends up outside, underdressed, in cold weather. Communicating with her and her family in a way shaped by the Equality Act 2010 and understood through Berlo's SMCR model (Berlo, 1960) gives a far better chance of recognising distress or unmet need before it becomes an incident. Accurate record keeping, compliant with the Data Protection Act 2018, provides the evidential basis for sound decisions and accountability. Close collaboration between the GP, community nurse and domiciliary care workers, underpinned by the Care Act 2014's duty to cooperate, turns three partial views of her situation into one complete picture. All three areas should sit at the centre of how the current council review is taken forward.
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