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INTRODUCTION
This report looks at Mrs Thompson who is an 84-year-old lady living alone in sheltered housing. She has just recovered from pneumonia and lives with dementia which has an impact on her memory and how well she understands things. She gets care visits twice a day but there are concerns that she has now missed her medication for two days and was found outside without warm clothes when the weather was cold. This report covers three of the main areas correct record keeping, effective communication, administrative work and working with other support services.
To look at what went wrong with communication and how to make things better, I will use the Shannon and weaver model. I will also be explaining which laws and rules apply to her care and to show how following good practice keeps Mrs Thompson safe and make sure she gets the right help and support to stay well while also protecting her rights.
Effective Communication
Good communication is a very important part of safe care for Mrs Thompson. It makes sure she understands what is happening and feels valued, and it is important that all staff use the same correct information. Because she also has mild dementia staff must speak slowly, use simple words, and give her plenty of time to answer without feeling rushed. Short notes or pictures may also be able to help her remember important things.
Staff must follow the Equality Act 2010 which says no one should be treated unfairly because of their age or disability. This means making small changes to help her, like speaking clearly and even repeating information if necessary, so she gets the same good care as everyone else. Staff should also maybe listen to family members as they know her best and can share what work well for her.
The Shannon and Weaver model explains how messages are sent and received, and where things can go wrong, the whole process is broken down into clear stages so that we can see exactly what happens at each step (Shannon and weaver 1949) .It starts with the sender who has something they need to say or share. They put their thoughts into words or signs this is called encoding. The message is then sent across, for example by speaking, writing or showing something. The person on the receiving end then takes it and tries to work out what it means this is called decoding, when they give some kind of reply or reaction, this then lets the sender know if they have understood correctly.
While going through these stages’ things can get in the way this is called noise, for Mrs Thompson noise could be her memory loss making it hard to hold onto information for example staff rushing around or speaking too fast, background noise like the tv or traffic, or even feeling tired and confused. If any of these things happen the message does not get through properly. If staff do not check back to see if she has understood, they will not realise that she is confused. This may be why she missed her tablets the message was given but it didn’t go through, and no one checked. Using this model helps staff spot these problems early and can make sure that every message is clear and easy to follow. It also encourages staff to take extra time, speak gently, and confirm understanding, so Mrs Thompson feels supported and valued, and nothing important is missed in her care.
Administrative Skill and Record Keeping
Keeping accurate records and having some good administrative skills is one of the most important parts of providing safe and reliable care. This means all the details about Mrs Thompson, her health history, medication list, care needs, daily visits and any changes that may have taken place or any other concerns are written down clearly, stored safely, and only shared with people who have the legal right to access them. The Care Quality Commission 2025 states that full, up to date records covering all these areas are essential to make sure that care is safe and consistent and meets the individual needs of every person. Good record keeping ensures that every member of staff who visits Mrs Thompson has the exact same up to date information, so nothing that’s important gets missed and the standard of care stays consistent every single day.
Under Skills For Care 2025  guidance, all the personal and sensitive information must be kept up to date and always correct and stored securely. Every entry in a person’s notes must have the date, time and the full name and signature of the person it was written by. Records must never be left lying around where visitors and other people can see them, and digital files must be kept behind a strong password or locked system. Information should only ever be shared with professionals like her GP, community nurse, or social worker, or with her family, but only if Mrs Thompson is able to give her permission to do so. Although she has dementia it still should be checked if she can make decisions for herself. If she cannot then information is only shared when is needed to keep her safe and well. As seen in this case, the concern about her two days of missed medication which led to confusion has been recorded through the services incident process and a medication review has been requested.
Under the Care Act 2014, care plans must be written clearly, have regular reviews and make sure they are updated immediately whenever a person’s needs for circumstances change. For example, Mrs Thompson was found outside without suitable warm clothing during cold weather this was a significant risk to health and safety, so it must be added to the care plan straightaway. This means every care worker who visits her will know to check if she is dresses properly before leaving the house and will understand what support she needs to prevent this from happening in the future. If records are out of date, incomplete or incorrect, staff will then not know about these new risks or changes and may not be able to give her the right level of support. Keeping accurate records also protects any care workers that visit her as it then provides clear proof of exactly what care was given, what, was discussed, and what actions were taken, which is very important if there are ever any questions or concerns.
Good administrative practice also means making sure all forms are filled in correctly, dates are recorded properly, and any changes or concerns are then passed on straight to the manager or relevant professional straight away. It also means keeping all paperwork tidy organised and easy to find for others when needed. NHS Transformation Directorate 2023 sets out standards for good record management, explaining that files must be kept well structured, secure and written up as soon as possible after care is given so details are fresh and accurate.it is also said that notes should be simple, and not confusing so its easy to understand for anyone that is reading them.
Working Collaboratively with other professionals
Working well with all the professionals in Mrs Thompsons care is essential to make sure she receives safe consistent support. No single person or services can meet all her needs alone; each team member brings different skills and knowledge. Those involved are her GP, domiciliary care workers, community nurse, sheltered housing staff and the local council. When everyone works as one team information is shared openly risks are spotted early, and nothing important is missed.
Good collaboration starts with clear communication. For example, care workers report changes in her condition or behaviour straight away, so others can act quickly. It also means agreeing on shared goals and following the same care plan.
There are some common challenges such a busier schedules or delays in getting in touch with other teams. To fix this we pass on messages clearly and on time and keep accurate notes. Social Care Institute for Excellence 2024 explains that working well together keeps people safe and makes sure care is consistent.
Conclusion
In this report it has showed how good communication, proper administrative work and record keeping, and working well with other professionals are all essential parts of providing safe, high-quality care. By using the Shannon and weaver it helps us to understand how messages are shared and where things can go wrong, so we can make sure Mrs Thompson understands and feels valued. Following important laws like the Equality Act 2010 and Care Act 2014 plus guidance from the CQC Skills for Care and SCIE, ensures her rights are protected and that her care stays consistent. Accurate up to date records make sure that everyone is using the same correct information, and strong teamwork means no detail is missed. Putting Mrs Thompsons needs first and following all these standards helps keep her safe and well, and able to live as independently as possible in her own home.
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