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Introduction 

This report analyses core professional practice standards in health and social care, using the case of 84‑year‑old Mrs Thompson as a practical example. After recovering from pneumonia in hospital, Mrs Thompson now lives independently in sheltered housing and receives domiciliary care visits twice each day. She has mild dementia, which causes regular memory lapses that affect her ability to manage daily tasks safely. Two key concerns have emerged: she missed two days of vital medication, leading to acute confusion, and was later found outside in light clothing during freezing weather. Her case is now under formal review by the local council. This assignment explores three critical practice areas: inclusive communication aligned with the Equality Act 2010 and the Soler communication model; legal and ethical record‑keeping under the Data Protection Act 2018; and coordinated multi‑agency working across health and social care teams. It draws on policy, legislation, and research to explain how these practices can resolve risks and improve her care.
















1. Effective Communication in Mrs Thompson’s Care 

Person‑centred communication is the foundation of safe, respectful care, especially for people living with cognitive impairment who may struggle to follow complex instructions or express discomfort (Alzheimer’s Society, 2025). For Mrs Thompson, good communication is key to helping her understand her medication routine, voice her preferences about support, and feel valued rather than dismissed because of her confusion. The Equality Act 2010 legally requires care providers to make reasonable adjustments to remove communication barriers; as dementia is classed as a disability, staff must adapt how they interact with her. This includes using clear, simple language, sitting at eye level, reducing background noise during conversations, and using large‑print medication charts or colour‑coded reminders to aid her memory, rather than talking down to her or making assumptions about what she can understand (Social Care Institute for Excellence, 2024).

The SOLER model (Egan, 2019) is a practical communication framework that supports consistent, empathetic engagement: Sit squarely facing the person; Open posture to show willingness to listen; Lean slightly forward to signal attention; Eye contact that feels natural and not intimidating; Relax to help the person feel calm. When Mrs Thompson was confused after missing medication, staff could use SOLER to reassure her, find out why she forgot, and agree on small changes like an extra verbal check‑in before each dose. Communication also extends to her family: Mrs Thompson must give explicit consent before they are updated, but involving them with her permission can provide extra reassurance and help spot early signs of increased confusion. Poor communication risks repeating mistakes, making her feel anxious or powerless, and stopping her from getting the support she needs.













2. Record‑Keeping and Data Protection 

High‑quality administrative practice and record‑keeping ensure care is consistent, accountable, and evidence‑based. For Mrs Thompson, formal notes of the missed medication, confusion, and outdoor incident create a clear audit trail that supports the council review, helps spot patterns in her memory lapses, and ensures every professional — from her GP to sheltered housing staff — works from the same facts. Professional standards from the Health and Care Professions Council (2023) state records must be accurate, written at the time of the visit, free from bias, and clearly show what action was taken and why. For example, noting “Mrs Thompson stated she did not remember seeing her pills; a large‑print reminder chart was left on her fridge” is far more useful than writing “Mrs Thompson forgot her medication”.

All records must follow the Data Protection Act 2018 and UK GDPR, which set six key principles: data must be used lawfully, fairly, and transparently; only collected for a specific purpose; kept relevant and up‑to‑date; not kept longer than needed; kept secure; and only shared with those who have a legal right to see it (Information Commissioner’s Office, 2024). For Mrs Thompson, this means handwritten notes must never be left on her kitchen table or in public areas, digital files must be password‑protected, and information cannot be shared with the council or other agencies unless it is necessary for her care. Further rules come from the CQC Fundamental Standards, which require providers to keep accurate records to keep people safe, and the Care Act 2014, which links good record‑keeping to person‑centred care planning. Failing these standards can lead to regulatory fines, loss of public trust, or direct harm — such as if the medication review request is not recorded, and no follow‑up is arranged.

3. Multi‑Agency Collaborative Working 

Mrs Thompson’s health and care needs cross service boundaries, so effective multi‑agency working is essential to avoid gaps that put her at risk. Her care involves many teams: domiciliary carers who visit daily, her GP who manages her medication, community nurses who monitor her recovery, sheltered housing staff who check on her safety, and social workers leading the council review. The Care Act 2014 places a legal duty on all these bodies to cooperate to meet her needs (HM Government, 2014).
Common barriers include separate record systems that do not share data, shift patterns that mean carers cannot attend team meetings, or confusion over who is responsible for arranging the medication review. Strategies to resolve this include nominating a named social worker as the single point of contact, using secure NHS shared record systems, and holding short fortnightly virtual updates for all involved. For Mrs Thompson, this joined‑up approach means the GP can adjust her medication schedule, carers can add safety checks to their visits, and housing staff can arrange regular welfare calls in cold weather — all working together to help her stay safe and independent at home
































Conclusion 

This report demonstrates that communication, record‑keeping, and partnership working are not just administrative rules — they are vital to protecting vulnerable adults and upholding their rights. Adapting communication to meet Mrs Thompson’s needs under the Equality Act 2010 preserves her dignity and ensures she is heard; following data protection law keeps her information safe and care consistent; and strong multi‑agency working prevents the gaps that led to her recent safety scares. Resolving her current concerns requires all three areas to work in harmony, rather than as separate tasks. Embedding these practices will not only address the immediate risks around medication and cold‑weather safety, but also build a sustainable support plan that lets Mrs Thompson stay in her own home for as long as possible.
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