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1. Introduction
Mrs Thompson is an 84- year-old woman who currently lives alone in sheltered housing scheme. She was recently discharged from hospital following an undisclosed medical episode. She has primary diagnosis of mild dementia, which increasingly impacting her daily functioning and independence. 
While she previously maintained a degree of autonomy, her cognitive decline has manifested in frequent forgetfulness, specifically regarding her medication adherence. This vulnerability culminated in a critical incident where she missed her prescribed medication for two consecutive days. The resulting acute confusion led to a severe safeguarding episode: she wandered outside her home into cold weather without appropriate clothing.
Following this incident, her safety and current living arrangements under format review by local council multidisciplinary team. This case study evaluates her immediate safeguarding needs, the risks of living alone with progressive cognitive impairment, and systemic interventions required to support her safety within the community.

2. Importance of effective communication skills
Effective communication in health and social care services is the foundation for delivering safe, dignified, and personalized support directly in a client’s residence. It bridges the gap between independent living and necessary medical or practical assistance, ensuring that care recipients, family members, and multidisciplinary healthcare professionals remain completely aligned.  Effective communication in home care is the clear, accurate, and compassionate sharing of information between care workers, patients, and families. It relies on active listening, plain language, and empathy to keep care safe and centred on the person. In context of Mrs Thompson effective communication helps her opinions and participate in her care decisions, reinforcing a person-centred approach. Anxiety and depression are prevalent due to loneliness and isolation. A good communication can help alleviate these feeling by creating a supportive environment and building trust. Effective communication helps build positive relationships by supporting individuals to communicate their needs and wishes. Poor communication can lead to costly errors, such as incorrect test results or medication administration. Effective communication reduces these risks and associated costs (The King’s Fund).
The Equality Act 2010 ensures care is delivered with dignity, privacy, and fairness by addressing specific protected characteristics:
· Reasonable adjustments: Alter how you deliver information based on the individual’s physical or cognitive needs. 
· Accessible environment: Ensure the home space allows for clear communication, such as adjusting lighting for visually impaired clients.
· Cultural inclusion: Respect religious dietary rules, prayer time, and modesty preferences when scheduling discussions.
· Anti-discriminatory practice: Treat every household with equal respect, regardless of sexual orientation, marital status or age (GOV.UK).


Incorporating communication skills in health and social care means using clear verbal, non-verbal, written, and visual methods tailored to each person. Good communication build trust, ensure safety, and promotes person-centred care. There are many ways to communicate within home care context of Mrs Thompson: 
· Verbal: Speak clearly, avoid medical jargon, and check that she understands.
· Non-verbal: Use open body language, positive facial expressions, and gentle gestures.
· Written: Maintain accurate, timely, and confidential care records.
· Visual: Use charts, diagrams, or communication passports for people with cognitive needs.
                             
The medical model in health and social care operates on the principle that illness, disability, or mental health conditions are biological abnormalities intrinsic to the individual. It relies on a process of taking a patient’s history, running tests, making a diagnosis, and applying a physical or chemical cure, treatment, or management. This model is defined its focus on pathology, symptom management, diagnosis, and clinical interventions designed to cure or rehabilitate a patient to perceived baseline of “normality” (NHS, England).

3. Importance of good administrative skills 
Administrative skills in home care involve managing patient records, scheduling, handling sensitive communications, and compliance to support safe, efficient patient and client care.  These professionals support clinical workflows, manage medical reception desks, oversee facility finances or human resources, and maintain data security. Core competencies span digital literacy, data privacy, and organization. Most patients will experience worry or stress. However, effective communication and administration can significantly reduce the burden on the patient. The patient’s sole focus should be their recovery. They shouldn’t be trying to coordinate their own care because they feel unsupported by administrative systems. Administrative skills are technical and interpersonal abilities needed to run an office, manage schedules, and support daily business operations. Key examples include calendar management, data entry, written and verbal communication, record keeping, proficiency in Microsoft office or Google Workplace, and time management (The King’s Fund). 
Record keeping in health and social care means creating and managing accurate, secure, and up-to-date documents about a person’s care. Data Protection Act 2018, which incorporates UK GDPR, these records are classified as special category data requiring strict legal safeguards, transparency, and lawful processing to protect individual privacy and uphold a duty of care (GOV.UK).

4. Importance of working collaboratively
Working collaboratively with other professionals- such as GPs, Community nurses, and domiciliary care workers- is critical to delivering safe, holistic, and person-centred care. Because an individual’s needs span medical, clinical, and social domains, no single professional can provide complete care alone. This multi-agency team work, often referred to as partnership working, is regulatory expectation enforced by bodies like the Care Quality Commission (CQC).
 Domiciliary care staff visit the individual daily. They are most likely to spot early. If a care worker notices an individual is unusually confused, lethargic, or unsteady on their feet, they can immediately document the changes and alert clinical staff.  Once alert by the care worker, a community nurses can visit to perform clinical assessments. They handle complex medical tasks such as wounds, administering injections, or tracking vital signs. The nurse relies on the care worker’s daily notes to see if a clinical intervention-like a new dressing or medication change-is working effectively between nursing visits. The GP oversees the individual’s- long-term medical care plan. When the nurse or care worker reports an issue (such as a suspected urinary tract infection or spike in blood pressure), the GP can rapidly prescribe medication or adjust treatment plans. Because the GP cannot visit the home daily, they depend entirely on the accurate, objective reporting of the care workers and nurses to make safe medical decisions (National Institute of Health).
               
 Approaches to Foster Effective collaboration
Integrated multidisciplinary teams and shared governance frameworks are the primary approaches used to foster effective collaboration across health and social care. Merging medical models with social care models requires structured alignment to ensure seamless service delivery for service users.
· Integrated Care System: Establish statutory partnerships that bring together NHS provider, local authorities, and voluntary sectors to plan and deliver joined-up health and care services specific geographical footprints, such as the frameworks utilized across NHS England.
· Multidisciplinary Teams: Form co-related or virtually integrated teams combining general practitioners, social workers, community nurses, and therapists who meet regularly to co-produce holistic, person-centred care plans.
                                                                (The King’s Fund)


Strategies to overcome common challenges
 When professional fail to collaborate effectively, it is usually due to specific structural and cultural roadblocks.
· Poor communication Tools: Relying on fragmented, non- integrated IT systems make it difficult to share updates instantly.
· Professional Hierarchies: If one profession values its own opinions over another’s, critical frontline observations get ignored.
· Unclear Roles: confusion over who is responsible for a specific task can lead to critical care duties being missed entirely (National Institute of health).


5. Conclusion 
This case study demonstrates the critical vulnerabilities faced by an 81-year-old Mrs Thompson navigating post-hospital recovery while living alone with mild dementia. Her recent admission for pneumonia represents not only a physical setback but a major threat to her cognitive stability, as acute respiratory infections frequently accelerate confusion and functional decline in patients with early-stage dementia. Her frequent forgetfulness introduces immediate home safety hazards, including the high risk of medication non-compliance (such as missing crucial post-pneumonia antibiotics), accidental self-neglect, and poor nutritional intake, which can compromise her immune recovery. 
Ultimately, maintaining this patient safely in her own home depends entirely on the robust coordination of her newly implemented domiciliary care plan. Domiciliary care serves as the frontline defence by monitoring her physical recovery, ensuring medication adherence, and mitigating the risks associated with her forgetfulness. However, because dementia is a progressive condition, this care plan cannot remain static. To prevent preventable hospital re-admission, her multi-agency support team must conduct frequent, dynamic risk assessments. This proactive approach balances the patient's right to autonomy with necessary safety measures, ensuring her support scales appropriately as her cognitive and physical needs evolve.
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