Mrs Thompson Case Study: Communication, Administration and Collaborative Practice in Health and Social Care
Introduction
This report examines the case of Mrs Thompson, an 84-year-old woman with mild dementia who lives alone in sheltered housing and receives twice-daily domiciliary care. Following a recent hospital discharge for pneumonia, two significant incidents have arisen: a missed medication episode that increased her confusion, and a separate occasion where she was found outside inappropriately dressed in cold weather. Both events have been formally recorded and are now the subject of a medication review and a local authority safeguarding review, illustrating how quickly small lapses in support can escalate into serious risk for an older person with cognitive impairment. This report critically discusses effective communication, accurate record keeping under relevant legislation, and collaborative working between the professionals involved in her care, arguing that these three areas are not separate concerns but interlinked failures that, together, produced the current safeguarding picture and must therefore be addressed as a single, coordinated system rather than in isolation.
Effective Communication in Mrs Thompson's Care
Effective communication is fundamental to Mrs Thompson's care because her mild dementia affects memory, comprehension and information processing, increasing the risk of missed medication and unsafe behaviour such as leaving home unsuitably dressed. Practitioners must adapt their communication style to accommodate her cognitive needs, using simple, unhurried language, repetition and visual or written prompts to reinforce verbal information. De Vries (2013) argues that communication difficulties in dementia are often misread as behavioural problems rather than expressions of unmet need, meaning staffs who understand the cognitive basis of Mrs Thompson's confusion are better placed to respond appropriately rather than simply managing symptoms after they occur. This distinction matters in Mrs Thompson's case: her missed medication led to increased confusion, but confusion itself may also have been a contributing cause of the missed dose, suggesting a cyclical relationship between communication breakdown and clinical risk that a purely reactive approach would fail to address.
A recognised framework supporting more attentive practice is Egan's SOLER model, introduced during teaching as a tool for building rapport (Egan, 2014). SOLER stands for sitting Squarely, an Open posture, Leaning toward the person, appropriate Eye contact, and Relaxing to appear approachable. Applying SOLER helps staff appear calm and non-threatening, encouraging Mrs Thompson to voice concerns about her medication or wellbeing. However, the model was developed for general counselling relationships rather than for people with cognitive impairment specifically, and its emphasis on sustained eye contact may need adapting, since prolonged eye contact can occasionally heighten anxiety rather than reduce it in some people with dementia. Used uncritically, therefore, SOLER risks being applied as a generic checklist rather than a framework sensitive to Mrs Thompson's individual presentation.
Communication must also reflect the core principles of the Equality Act 2010, which protects individuals from discrimination on protected characteristics, including age and disability (Equality Act 2010). Mrs Thompson's dementia falls within the Act's definition of disability, meaning services must make reasonable adjustments such as extra appointment time and accessible language. In practice, however, 'reasonable adjustment' is a resource-dependent judgement rather than a fixed standard, and time-pressured domiciliary visits may fall short of what dignified communication actually requires, exposing a gap between the Act's legal principle and its everyday delivery.
Where Mrs Thompson's capacity is in question, the Mental Capacity Act 2005 presumes capacity unless proven otherwise and requires best-interests decisions when she cannot decide for herself (Mental Capacity Act 2005). Involving her family must therefore be balanced carefully: well-intentioned relatives can inadvertently speak over Mrs Thompson rather than for her, so professionals must ensure family involvement supports rather than substitutes her own voice, however diminished by cognitive decline it may currently be.
The Importance of Good Administrative Skills
Accurate administration underpins safe, accountable care for Mrs Thompson, particularly given the incidents already logged through the service's formal processes. When medication was missed and confusion increased, documentation of what occurred and what action followed enabled the concern to be escalated and a medication review requested. Brooks (2021) emphasises that clear documentation supports continuity of care by allowing other professionals to see current care plans at a glance, which matters given how many professionals are now involved in Mrs Thompson's review. Yet Brooks (2021) also cautions that documentation can become a routine, generic exercise rather than a genuinely reflective one; if entries about Mrs Thompson's confusion are recorded in standardised language without capturing what was distinctive about her presentation on that occasion, subtle warning signs of deterioration may be missed even when the paperwork itself appears fully compliant with organisational policy. This distinction between compliant recording and meaningful recording is significant, because a record that satisfies audit requirements is not automatically one that alerts the next professional to a developing pattern of risk. For Mrs Thompson, this means care workers should document not only that confusion occurred, but its specific timing relative to missed doses, so that a recurring pattern becomes visible to the GP conducting the medication review rather than being buried across separate, disconnected entries.
Record keeping must comply with the Data Protection Act 2018, which incorporates the UK General Data Protection Regulation and requires personal data to be processed lawfully, fairly and transparently, collected for specified purposes, and stored securely with restricted access (Data Protection Act 2018). Applied to Mrs Thompson's case, information about her missed medication and the cold-weather incident should be shared only with professionals directly involved in her care. This is reinforced by wider information governance principles used across health and social care, which hold that identifiable information should be used only when necessary and shared on a strict need-to-know basis, while also recognising that sharing information can be as important as protecting it. This second principle is easily overlooked in practice: an overly cautious reading of confidentiality can itself become a safeguarding risk if it delays professionals from flagging a pattern of missed medication or unsafe behaviour to the right people at the right time, an organisational tension that Willis et al. (2022) identify as a recurring barrier within multidisciplinary settings more broadly. Providers are also expected to maintain complete, accurate and contemporaneous records as part of good governance, treating poor record keeping not as a minor technical failing but as a direct risk to patient safety, which is arguably precisely what occurred in the gap between Mrs Thompson's missed dose and the confusion that followed it.
Collaborative Working Between Professionals
Mrs Thompson's care depends on effective collaboration between her GP, community nurse, domiciliary care workers and the local council's safeguarding team, each holding distinct knowledge of her situation that no single professional could gather alone. The GP oversees the requested medication review, the community nurse monitors physical and cognitive changes between appointments, and domiciliary carers observe daily functioning during twice-daily visits, making them particularly well placed to notice early warning signs before they escalate into a crisis. The Care Act 2014 places a duty on local authorities and partner organisations to cooperate in safeguarding adults with care and support needs (Care Act 2014). This statutory duty, however, is not accompanied by additional ring-fenced resources, meaning its practical delivery depends heavily on local capacity and staffing levels; a legal obligation to cooperate does not, by itself, guarantee the systems or time needed to act on it consistently across every case.
Willis et al. (2022) found that multidisciplinary teams working with older people face organisational barriers such as differing IT systems and professional hierarchies, which can delay decisive action when a person's situation is deteriorating, exactly the kind of delay that may have allowed two separate incidents to occur before Mrs Thompson's case was formally escalated for review. These barriers can be addressed through regular case conferences, a named coordinator, and shared digital records permitting real-time updates across organisations rather than isolated, agency-specific systems that leave each professional working from an incomplete picture. For Mrs Thompson, a clear communication pathway between the domiciliary agency and the GP practice would ensure concerns about missed medication are flagged immediately, rather than being recorded accurately but shared too slowly to prevent further harm from occurring.
Conclusion
This report has argued that Mrs Thompson's safety depends on communication, administration and collaboration functioning as a single interdependent system rather than separate duties. The missed medication was, at root, a communication and monitoring failure; the resulting confusion was escalated only because administrative records captured it accurately; and that escalation translated into protective action only once professionals collaborated across agency boundaries. Applying Egan's (2014) SOLER model and the Equality Act 2010 supports dignified communication, while the Mental Capacity Act 2005 protects her right to be involved, though both require more than mechanical application. Record keeping guided by the Data Protection Act 2018 and Brooks (2021) provides an evidential basis for the review, provided documentation stays reflective rather than routine. Collaboration underpinned by the Care Act 2014 and evidenced by Willis et al. (2022) ensures concerns are shared promptly, but only where organisational barriers are actively managed. A coordinated, critically applied approach is therefore essential to protecting older adults like Mrs Thompson in community-based care.
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