






Case Study: Mrs Thompson
Introduction
Mrs Thompson is an 84-year-old woman who has recently returned home following hospital treatment for pneumonia. She lives alone in sheltered accommodation and receives support from care workers twice daily. Although she remains independent in many activities of daily living, she has mild dementia affecting short-term memory, decision-making and information retention. Previous missed medication has contributed to increased confusion and deterioration in cognitive functioning. More recently, she was found outside in cold weather without suitable clothing, resulting in safeguarding concerns.
Supporting older adults with dementia requires balancing protection from harm with promoting independence and autonomy. Dementia can affect memory, communication and judgement, but it does not remove an individual's rights, identity or ability to participate in decisions about their care (National Institute for Health and Care Excellence (NICE), 2018). Kitwood (1997) argues that people with dementia should be recognised as individuals with unique identities, histories and relationships rather than being defined by their diagnosis.
The Care Act 2014 emphasises wellbeing, dignity and personal control within adult social care. Therefore, professionals supporting Mrs Thompson must balance safeguarding responsibilities with her right to make choices, including choices involving some level of risk (Department of Health and Social Care (DHSC), 2014). Removing independence completely may reduce immediate risks but could negatively affect confidence, identity and quality of life.
The Mental Capacity Act (MCA) 2005 reinforces this approach by requiring professionals to presume capacity unless proven otherwise and to support individuals to make decisions wherever possible (Mental Capacity Act, 2005). This report critically examines communication, record keeping and administration, and inter-professional collaboration in relation to Mrs Thompson’s care.
Communication
Effective communication is essential when supporting people with dementia because cognitive impairment can affect understanding, memory and information processing (NICE, 2018). For Mrs Thompson, communication difficulties may contribute to medication errors, confusion and increased vulnerability.
However, communication involves more than providing instructions. Brooker (2007) suggests that person-centred dementia care requires professionals to understand the individual behind the diagnosis and recognise their experiences and preferences. Applying this approach means involving Mrs Thompson in discussions and decisions rather than completing tasks on her behalf unnecessarily.
Kitwood’s (1997) concept of personhood is particularly relevant because he highlights that the attitudes of others influence whether people with dementia continue to feel valued. If professionals communicate with Mrs Thompson only as someone requiring protection, her self-esteem and identity may be undermined. Conversely, involving her in care discussions promotes dignity and autonomy.
Practical communication strategies include using clear language, limiting complex information, allowing time for responses and repeating important messages when required (NICE, 2018). Repetition should be supportive rather than corrective, as constantly emphasising memory difficulties may increase frustration and anxiety.
Eggenberger, Heimerl and Bennett (2013) found that dementia communication training improves interactions between staff and individuals living with dementia. This suggests that communication difficulties are not solely caused by cognitive impairment but may also result from inadequate professional skills. Therefore, organisations should provide dementia-specific training to improve care quality.
Non-verbal communication is equally important. Eye contact, facial expressions, tone and body language influence whether an individual feels safe and respected (Brooker, 2007). Following Mrs Thompson’s hospital admission and increased confusion, calm and reassuring communication may help rebuild confidence and trust.
Communication barriers such as hearing impairment, fatigue, illness and unfamiliar environments should also be considered (NICE, 2018). Mrs Thompson’s recent pneumonia may contribute to reduced concentration and tiredness, meaning professionals should avoid attributing all difficulties solely to dementia.
The Equality Act 2010 requires reasonable adjustments for individuals with disabilities, including cognitive impairment. For Mrs Thompson, this may include written reminders, visual prompts and additional time during appointments (Equality Act, 2010). Providing equal care does not always mean treating everyone identically; effective care requires adapting support to individual needs.
Medication management demonstrates the importance of communication and patient safety. Missed medication may reflect memory difficulties rather than intentional refusal. Barber et al. (2009) highlight that adherence is influenced by cognitive ability, understanding and available support. Therefore, professionals should identify barriers rather than view missed medication as personal failure.
Interventions such as dosette boxes, electronic reminders or supervised medication may support both independence and safety. However, dementia is progressive, meaning support strategies require regular review (NICE, 2018). A pharmacist-led medication review may help identify safer and more effective approaches.
The MCA (2005) is central to medication decisions because capacity must be assessed for specific decisions rather than assumed absent due to a dementia diagnosis. This protects Mrs Thompson’s rights while allowing proportionate intervention where necessary.
Family involvement may improve communication by providing information about routines, preferences and changes in behaviour. However, confidentiality requirements under the Data Protection Act 2018 and UK GDPR mean information sharing must be lawful and proportionate (Data Protection Act, 2018). Professionals must balance respecting privacy with ensuring effective care coordination.
Record Keeping and Administration
Accurate record keeping is essential for continuity, accountability and patient safety. This is particularly important for Mrs Thompson because dementia may affect her ability to remember medication changes, appointments or previous discussions.
The Nursing and Midwifery Council (NMC) Code requires records to be clear, accurate and completed promptly because poor documentation can contribute to communication failures and clinical errors (NMC, 2018). For Mrs Thompson, incomplete records could result in repeated medication omissions or failure to recognise deterioration following pneumonia.
Dimond (2020) highlights that documentation serves both clinical and legal purposes by demonstrating professional accountability and supporting decision-making. Records should therefore include observations about cognition, behaviour and wellbeing rather than focusing only on completed tasks.
Medication administration records (MAR charts) are particularly important due to Mrs Thompson’s history of missed medication. Records should identify whether medication was administered, refused or omitted and document reasons for concerns. Simply recording missed doses without exploring causes risks reducing documentation to an administrative process rather than a tool for improving care.
Barber et al. (2009) suggest that understanding patterns of non-adherence can identify practical solutions, including medication reviews and alternative approaches. Therefore, documentation should support problem-solving rather than assigning blame.
The incident where Mrs Thompson was found outdoors without appropriate clothing should also be documented as part of safeguarding practice. Records should include the circumstances, actions taken and professionals involved. Safeguarding documentation should explore contributing factors rather than focusing only on restricting risk.
Cooper, Selwood and Livingston (2009) found that cognitive impairment increases vulnerability to harm because individuals may struggle to recognise or communicate risks. However, automatically restricting Mrs Thompson’s independence would conflict with autonomy and proportionality.
The Care Act 2014 requires professionals to safeguard adults at risk while promoting wellbeing and independence (DHSC, 2014). Positive risk-taking provides an approach that recognises individuals’ rights to make choices while introducing reasonable safeguards.
Information governance is also essential. The Data Protection Act 2018 and UK GDPR require information to be processed securely, lawfully and only when necessary (Data Protection Act, 2018). The Caldicott Principles further emphasise sharing the minimum information required to support care (National Data Guardian, 2020).
However, confidentiality should not prevent appropriate communication between professionals. Failure to share concerns about medication, cognition or safeguarding risks could delay intervention and increase harm.
Electronic records may improve communication between services and reduce fragmented care. The Care Quality Commission (2023) identifies effective information systems as important components of safe services. Nevertheless, technology depends on accurate recording and staff competence. Ultimately, records should support person-centred care rather than replace meaningful interaction.
Inter-Professional Collaboration
Mrs Thompson’s needs involve physical health management, dementia support, medication monitoring and safeguarding, requiring effective multidisciplinary working. No single professional can address all aspects of her care independently.
The multidisciplinary team may include GPs, community nurses, pharmacists, occupational therapists, physiotherapists, social workers and care staff. Each professional contributes different expertise. For example, GPs can review medication and manage health conditions, while community nurses can monitor recovery following pneumonia.
Pharmacists can support medication optimisation and adherence, while occupational therapists may assess environmental risks and introduce interventions such as reminder systems or assistive technology. Following the safeguarding incident, an occupational therapy assessment could identify whether environmental factors, cognitive decline or reduced mobility contributed to the event.
Physiotherapy may help improve strength and mobility after pneumonia, reducing falls risk and promoting independence. Preventative approaches may reduce future hospital admissions and dependence.
Social workers have an important role in safeguarding under the Care Act 2014. However, safeguarding should not automatically result in restrictive practices. Positive risk-taking recognises that individuals have the right to make choices even when some risk exists (DHSC, 2014).
Reeves et al. (2017) found that effective inter-professional collaboration improves communication, decision-making and patient outcomes. Shared discussions allow professionals to combine knowledge and develop holistic care plans.
However, multidisciplinary working can involve challenges. Professionals may prioritise different outcomes; healthcare staff may focus on reducing clinical risks, whereas Mrs Thompson may prioritise maintaining independence. McCormack and McCance (2017) argue that person-centred care requires understanding what matters to the individual rather than imposing professional priorities.
Therefore, Mrs Thompson should remain involved in decisions wherever possible. Shared decision-making respects autonomy and ensures care reflects personal values.
The NHS Long Term Plan (NHS England, 2019) promotes integrated care systems to improve coordination between health and social care services. For Mrs Thompson, integrated working could support proactive planning around medication, dementia progression and future care needs.
Regular reviews are essential because dementia is progressive and support requirements may change over time (NICE, 2018). Early recognition of deterioration may reduce avoidable hospital admissions and help maintain independence.

Conclusion
Mrs Thompson’s situation demonstrates the complexity of supporting older adults with dementia who wish to remain independent. Her cognitive impairment, recent illness and safeguarding concerns increase vulnerability, but these factors should not justify unnecessary restrictions on autonomy.
Effective communication promotes dignity, involvement and understanding while reducing risks. Accurate documentation supports continuity, accountability and safeguarding, although records should enhance rather than replace person-centred care. Inter-professional collaboration enables coordinated support that addresses physical, cognitive and social needs.
Legislation including the Care Act 2014, Mental Capacity Act 2005 and Equality Act 2010 provides a framework for balancing protection with autonomy. Ultimately, supporting Mrs Thompson requires recognising that safety and independence are not opposing goals. Through effective communication, information sharing and collaborative working, professionals can promote wellbeing while preserving dignity, identity and quality of life.
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