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Introduction
Mrs Mann is a 72-year-old woman who has recently returned home following hip replacement surgery. She lives independently but receives home care twice daily to support her personal care and mobility needs. English is her second language, with Urdu being her first, and her daughter regularly assists with translation during care activities. Her care involves collaboration between a home care agency, her GP, and a community physiotherapist. A recent lapse in communication and documentation resulted in a delayed adjustment to her medication, highlighting vulnerabilities within her care management.
This report examines three key areas of her care: effective communication, record keeping, and multi-professional collaboration. By combining structured communication models, professional standards, and legal frameworks, this assessment aims to provide practical recommendations for improving the quality, safety, and person-centred nature of Mrs Mann’s care. 
Section 1: Effective Communication
Effective communication is critical in providing safe and person-centred care, especially when language differences exist. For Mrs Mann, the limited ability in English requires the use of clear, concise, and culturally appropriate communication strategies (Gulam, Week 6). Berlo’s SMCR model provides a systematic framework to guide interactions.
As the “source,” carers should use plain language, short sentences, and a calm, respectful tone. The “message” should be structured to focus on single ideas at a time, with repetition, as necessary. The “channel” can include visual aids, demonstrations, gestures, and non-verbal cues to support understanding. The “receiver,” Mrs Mann, benefits from having adequate time to process information, with her daughter available to provide clarification when needed (Berlo, 1960).
Non-verbal communication plays a crucial role in reducing anxiety and establishing trust. Maintaining appropriate eye contact, using culturally sensitive gestures, and demonstrating tasks slowly can help carers assess comprehension without relying solely on verbal explanation. Recording Mrs Mann’s communication preferences in her care plan ensures consistency and continuity across her care team (Gulam, Week 6).
Legal obligations support these practices. The Equality Act 2010 requires reasonable adjustments for service users with protected characteristics, such as language needs (Government of the United Kingdom, 2010). The Accessible Information Standard also mandates that healthcare providers identify communication needs and provide information in accessible formats (CQC, 2024).
Monitoring feedback from both Mrs Mann and her daughter allows carers to adapt communication strategies over time. Combining verbal explanations with demonstrations for mobility exercises, followed by a brief recap, improves understanding. Training in active listening and cultural expertise further improves the effectiveness of interactions (Müller et al., 2018). Clear written documentation, free of unclear abbreviations, is also an essential component of effective communication. In addition to verbal and non-verbal strategies, using teach-back techniques allows carers to confirm understanding by asking Mrs Mann to repeat instructions in her own words. This method reduces misunderstandings and empowers her to take an active role in her care. Encouraging carers to document preferred communication methods and reviewing these preferences regularly promotes stability across shifts.
Section 2: Administrative Skills & Record Keeping
Accurate and comprehensive record keeping is essential for patient safety, responsibility, and continuity of care. For Mrs Mann, records should include mobility progress, personal care assistance, medication administration, pain assessments, and behavioural observations. These documents allow carers and healthcare professionals to identify changes in her condition and respond promptly.
The Data Protection Act 2018 and GDPR require that sensitive personal data be collected and managed securely, accurately, and only shared with authorised individuals (Legislation.gov.uk, 2018). Digital record systems offer benefits such as secure cloud storage, real-time updates, and audit trails. For instance, electronic care plans allow multiple professionals to access and update records simultaneously, reducing errors from fragmented paper-based documentation (Gulam, Week 7).
Incident reporting is vital for risk management. Structured reports should be completed right away after events such as falls, missed medications, or sudden pain episodes. Reviewing these reports regularly enables patterns to be identified and preventive strategies implemented (Nguyen, 2021).
Applying the Caldicott Principles ensures that only necessary information is shared, and that Mrs Mann is informed about how her data is used (National Data Guardian, 2020). Maintaining logs of who accesses her records and for what purpose strengthens accountability (ICO, 2023). Regular audits of records help organisations monitor compliance with legal and professional standards and identify training needs.
Digital tools also support communication with Mrs Mann and her family. For example, shared electronic logs can inform her daughter of medication changes or adjustments to mobility exercises, ensuring alignment across formal and informal carers. Properly maintained records underpin safe clinical decision-making, facilitate risk management, and support high-quality care delivery. Moreover, integrating risk assessments and care audits into record-keeping provides an initiative-taking approach to safety. Regular review of these documents can identify trends, enabling preventative measures for falls, medication errors, or pressure injuries. Structured handover notes during shift changes further strengthen accountability and reduce errors caused by miscommunication.
Section 3: Collaborative Working
Collaboration among carers, healthcare professionals, and family members is essential for effective rehabilitation. Coordinated working ensures that Mrs Mann’s mobility support, medication management, and daily living needs are addressed efficiently. Shared care plans provide a framework outlining responsibilities, intervention goals, and timelines, which are reviewed regularly to remain responsive to her evolving needs (Gulam, Week 7).
Structured tools such as SBAR (Situation, Background, Assessment, Recommendation) standardise communication between professionals and reduce the risk of errors (Velji et al., 2008; Alruwaily, 2021). For example, a physiotherapist reporting new mobility challenges can communicate the issue clearly and concisely to carers or her GP using SBAR.
Collaboration challenges can include differing working hours, inconsistent priorities, or unclear role boundaries. Digital care platforms and routine team meetings help overcome these barriers by promoting consistent information sharing, clarifying responsibilities, and fostering accountability (Shahid & Thomas, 2018).
Family involvement strengthens the care process. Mrs Mann’s daughter provides translation, shares insights into her mother’s preferences, and observes subtle changes in behaviour. Involving family members in goal setting promotes trust and ensures care aligns with the patient’s values. Coordinated planning also supports initiative-taking risk management. Sharing information about medication interactions, mobility limitations, and potential triggers for falls or confusion allows the care team to prioritise interventions, respond quickly to changes, and maintain safety.
Conclusion
Mrs Mann’s case demonstrates the connection of communication, record keeping, and collaborative working in delivering safe, person-centred care. Berlo’s SMCR model enhances clarity and understanding, while legal frameworks such as the Data Protection Act 2018 and the Caldicott Principles safeguard personal data. Maintaining accurate records ensures continuity, accountability, and effective decision-making. Collaborative working, underpinned by SBAR, shared care plans, and family engagement, aligns all stakeholders toward shared rehabilitation goals.
Integrating structured communication, robust record-keeping, and multi-professional collaboration allows the care team to provide safe, dignified, and effective support tailored to Mrs Mann’s specific needs. Continuous professional reflection, ongoing training, and adherence to legal standards ensure that care remains responsive, respectful, and high-quality.
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