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Mrs Mann is a 72-year-old woman who has recently returned home after a hip replacement operation. She lives alone and receives visits from a domiciliary care agency twice a day to help her with personal care and mobility. Her first language is Urdu, and she speaks only a small amount of English. Her daughter often helps by interpreting during visits. The care team also works closely with Mrs Mann’s GP and a community physiotherapist who visits twice a week to support her rehabilitation.

A recent issue arose when there were inconsistencies in Mrs Mann’s care records. A message about her medication was not passed on correctly, which caused a delay in changing her prescription. This incident is now being reviewed internally.

This situation highlights some of the main challenges faced in community health and social care especially around communication, record keeping, and teamwork. This essay will discuss three key areas that are essential for good care practice in this type of setting: (1) effective communication, (2) administrative skills and accurate record keeping, and (3) collaborative working between professionals. The essay will conclude by reflecting on how these areas connect and what can be improved to ensure better outcomes for Mrs Mann and other clients in similar situations.

Effective Communicatin

Good communication is central to safe, person-centred care. When professionals communicate clearly and consistently, patients are more likely to understand their care, follow instructions, and feel respected (Sharkiya et al., 2023). In Mrs Mann’s case, her language barrier increases the chance of misunderstanding, which can easily lead to errors or missed information.

Communication strategies

Effective communication in health and social care means sharing information in a way that is clear, respectful, and suited to the person’s needs. This includes using simple, direct language, avoiding jargon, and always checking that the person has understood what has been said. The teach-back method, where the patient repeats back what they have been told, is one practical way to confirm understanding (Teach-back method, n.d.).

When communicating between professionals, tools such as SBAR (Situation, Background, Assessment, Recommendation) can be used to structure handovers and reduce the risk of leaving out important details (SBAR, n.d.).

For someone like Mrs Mann, professional interpreting services should be used instead of relying on family members to translate. Family interpreters may unintentionally leave out details or change the meaning of messages. Care staff should also use culturally sensitive communication by speaking slowly, using short sentences, and offering translated leaflets or visual aids. Non-verbal communication — such as facial expressions, tone, and gestures — can also help make the message clearer.

Listening is just as important as speaking. Care workers should give Mrs Mann time to express herself in Urdu, even if it requires patience or repetition. Summarising what she says back to her can confirm that they have understood her correctly.

 Preventing communication failures

In this case, the delay in adjusting Mrs Mann’s medication likely resulted from a communication breakdown — either between the care worker and GP, or within the documentation system. If the care worker had used SBAR when reporting her symptoms, or if all parties had confirmed understanding through teach-back, the medication change might have happened sooner.

Good communication also strengthens trust between patients and professionals. When older adults feel heard and respected, they are more likely to engage in their care and follow advice (Sharkiya et al., 2023). Therefore, using an interpreter and checking understanding should be standard practice to support Mrs Mann’s recovery and safety.

 Administrative Skills and Record Keeping

Accurate and up-to-date records are a vital part of professional care practice. Record keeping is not just about paperwork it is a key part of communication, accountability, and safety. In domiciliary care, clear documentation ensures that everyone involved in a person’s care has the same information and can act on it appropriately.

Importance of good record keeping

Effective record keeping supports continuity of care, provides evidence of what has been done, and allows professionals to identify changes in a person’s condition (High Speed Training, 2025). It also ensures that services meet legal and regulatory standards. According to the Care Quality Commission (CQC) and the Code of Practice on Records Management, all health and social care organisations must have reliable systems to record, store, and share information safely (Digital Care Hub, 2024).

In Mrs Mann’s case, the inconsistent notes in her care file led to confusion and delayed communication about her medication. This incident shows how poor documentation can directly affect a person’s health and delay important decisions.

The Social Care Institute for Excellence (SCIE, 2025) emphasises that records must show what care was provided, by whom, and what outcomes were observed. For example, if a care worker noticed that Mrs Mann was in pain or struggling with mobility, this should have been recorded accurately and communicated immediately to her GP or physiotherapist.

What makes records effective

High-quality records should always be:
Accurate and factual — based on what was observed, not assumptions.
Timely — written as soon as possible after care is provided.
Clear and legible — easy for others to read and understand.
Signed and dated — showing who recorded the entry.
Confidential and secure — stored safely and only shared with authorised people.
Comprehensive but concise — including relevant details without unnecessary information.

Records should be consistent across all care staff. In domiciliary care, where different workers may visit the same client, it is essential that each one follows the same recording process and uses standardised templates (Lancashire Record Keeping Manual, 2018).

Administrative and digital skills

Maintaining accurate records requires strong administrative and organisational skills. This includes the ability to use digital systems for electronic care notes, complete forms properly, and follow data protection guidelines (GDPR).

Digital record systems are becoming more common and allow care workers to update notes in real time, reducing delays and improving accuracy (Point-of-care documentation, 2025). They can also send automatic alerts when key information is missing, helping supervisors monitor record quality.

Training and supervision are crucial. All care workers should receive regular training on how to document correctly and why it matters. Managers should audit records regularly to check for consistency and provide feedback.

If these systems had been in place for Mrs Mann, the documentation issue might have been avoided. Strong administrative skills and clear procedures ensure that every piece of information about a person’s care is recorded and shared correctly.

 Collaborative Working

Health and social care are most effective when professionals work together as one team. Collaborative working means sharing information, respecting each other’s roles, and coordinating care so that the service user receives consistent and holistic support (O’Daniel & Rosenstein, 2008).
 The value of teamwork

Interprofessional collaboration reduces the risk of errors, avoids duplication of work, and improves patient outcomes (Gross et al., 2016). In domiciliary care, teamwork must often extend beyond one organisation to include GPs, therapists, and family members.

For teamwork to be effective, professionals need:
Shared goals and understanding of the care plan
Clear communication channels
Defined roles and responsibilities
Regular updates and feedback
Electronic or shared care plans can support collaboration by allowing all team members to access up-to-date information (White et al., 2013). However, collaboration is also about relationships and communication culture — professionals must be open, respectful, and willing to listen to each other.

 Applying teamwork to Mrs Mann’s care

In Mrs Mann’s situation, several people are involved: the care agency workers, her GP, the physiotherapist, and her daughter. Coordination between all these parties is essential.

To strengthen teamwork:
Hold regular case reviews. Short virtual meetings between the GP, physiotherapist, and care coordinator could help everyone stay informed about Mrs Mann’s progress.
Share one care plan. All professionals should have access to the same plan, outlining goals, medication, and contact details.
Follow clear escalation procedures. Care workers must know when and how to contact the GP if there are changes in Mrs Mann’s condition.
Use SBAR for professional communication. Structured updates ensure important details are not missed.
Involve the family appropriately. With Mrs Mann’s consent, her daughter should be included in discussions, but the team should not rely solely on her for translation.
Provide consistent staffing. Fewer changes in visiting staff improve trust and communication.

Learning from the incident

The delay in Mrs Mann’s medication adjustment shows that collaboration broke down at some point. Either the information was not documented clearly, or it was not shared in time with the GP. This indicates weaknesses in both record keeping and interprofessional communication.

A learning review focusing on how systems and communication can improve rather than blaming individuals would help identify gaps and prevent recurrence. The outcome should be new or updated procedures for handovers, documentation, and escalation.

Conclusion

The case of Mrs Mann clearly shows how communication, record keeping, and collaboration are interconnected in delivering safe and effective domiciliary care.

Effective communication is the foundation of good practice. For Mrs Mann, this means using professional interpreters, checking understanding, and applying structured communication tools like SBAR.

Accurate and consistent record keeping supports this communication and ensures accountability. Using digital systems, providing staff training, and auditing documentation regularly are all vital for maintaining high standards.

Finally, strong collaborative working among the domiciliary care team, GP, physiotherapist, and family helps create a unified approach to care. Regular information sharing, defined roles, and mutual respect all contribute to safer and more coordinated support.

For the care agency, the internal review should focus on learning from the incident and improving systems across all three areas. Implementing these improvements would not only prevent similar mistakes but also ensure that Mrs Mann receives person-centred, culturally sensitive, and safe care as she continues her recovery.
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