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Case Study Report: Mrs Mann

Introduction
Mrs Mann is a 72‑year‑old woman recently discharged after a hip replacement. She lives alone, receives domiciliary care for personal care and mobility, and has limited English; her daughter frequently interprets. Her care team includes a GP and a community physiotherapist who visits twice weekly. A recent delayed medication adjustment resulting from inconsistent documentation and poor communication has prompted an internal review. This report examines three interdependent domains that are essential to safe, person‑centred care for Mrs Mann: effective communication (including legal duties under the Equality Act 2010 and an applied communication model), administrative competence and record‑keeping about the Data Protection Act 2018, and collaborative multi‑professional working. For each domain, the report links legislative and professional standards to practical actions that reduce risk, enhance recovery, and protect dignity.
1) Importance of Effective Communication
Communication is the foundation of safe, dignified care. It enables informed consent, supports adherence to treatment and rehabilitation, and allows early detection of complications such as infection, venous thromboembolism, or prosthesis‑related issues after hip surgery. For someone whose first language is Urdu, like Mrs Mann, language barriers create clear risks: misinterpreted medication instructions, incomplete handovers between professionals, and reduced opportunity to express pain, anxiety or changing functional needs (Fernandez et al., 2025)
Legal and professional context:
· The Equality Act 2010 places a duty on services to make reasonable adjustments for disabled people and those with communication needs; failing to provide accessible information can amount to indirect discrimination.
· NHS guidance and the Accessible Information Standard require identification of communication needs and provision of appropriate support such as professional interpreters and translated materials (NHS England, 2021).
· Professional codes (NMC, GMC) require practitioners to communicate in ways patients understand and to seek appropriate support where language barriers exist (GMC, 2020).
Applied communication model:
· [bookmark: _Int_k4XjfcKL][bookmark: _Int_UJWCpJoN]The SOLER model (Sit squarely, Open posture, Lean forward, Eye contact, Relax) supports therapeutic presence and active listening when verbal exchange is limited. SOLER helps professionals attend to non‑verbal cues- important when exact vocabulary is missing and fosters rapport that encourages disclosure of symptoms and concerns. For structured clinical handovers, SBAR (Situation, Background, Assessment, Recommendation) reduces information loss between shifts and provider types and should be standard for medication changes and discharge communications (Ghosh, Ramamoorthy and Pottakat, 2021)
Practical, patient‑centred strategies:
· Professional interpreters: Ensure a qualified interpreter (face‑to‑face or video/telephone) is booked for critical interactions- medication reviews, physiotherapy goal‑setting, post‑operative safety briefings and document interpreter use and consent. Avoid routine reliance on family members, who may filter information or compromise confidentiality, unless expressly requested by the patient.
· Accessible written and visual materials: Provide discharge summaries, medication schedules and exercise instructions in Urdu and use pictograms, colour coding, and large fonts to support comprehension. Use plain English in staff‑facing records to reduce ambiguity (Hieke et al., 2025).
· Teach‑back and demonstration: Use teach‑back with the interpreter present: ask Mrs Mann to explain medication times, signs of complications and demonstrate one or two physiotherapy movements. Demonstration reduces misinterpretation for patients with limited literacy.
· Communication preferences: Record preferred language, best times for communication and whether the patient prefers family involvement. Update these preferences in the care plan and electronic record.
· Staff training and cultural competence: Provide domiciliary staff with brief training on working with interpreters, recognising cultural norms relating to modesty and family roles in decision‑making, and using SOLER principles during home visits (Ghosh, Ramamoorthy and Pottakat, 2021).
Risks and mitigations:
· Reliance on daughter as interpreter increases the risk of omitted or altered clinical detail and may undermine autonomy; mitigate by offering, documenting, and re‑offering professional interpretation.
· Lack of standardised handover practices between hospital, GP, physiotherapist, and domiciliary teams contributed to the delayed medication change; implementing SBAR handovers and ensuring shared access to a concise post‑discharge summary will reduce future delays (NHS England, 2020).

2) Importance of Administrative Skills and Record‑Keeping
Accurate, contemporaneous records are essential for continuity of care, clinical decision‑making, legal accountability, and safety. The delayed medication adjustment in Mrs Mann’s case reflects failures in documentation, unclear responsibilities for follow up and incomplete records of communication and consent.
Legislative and policy framework:
· The Data Protection Act 2018 and UK GDPR require personal data to be processed lawfully, transparently, and securely, with appropriate retention and minimisation practices.).
· Professional standards (NMC, HCPC, GMC) mandate accurate, contemporaneous, legible, and factual records that reflect the care given and the rationale for decisions.
· Caldicott principles and local information governance policies emphasise that personal information should be shared appropriately to support direct care, while safeguarding privacy (ICO, 2025).
Core administrative practices:
· Contemporaneous entries: Document date/time, observations, actions taken, names and roles of professionals involved, interpreter presence and the patient’s response. This is especially important where medication changes are made or recommended.
· Structured templates and electronic records: Use standard templates (e.g., SOAP: Subjective, Objective, Assessment, Plan) and electronic systems to create consistent records and audit trails; ensure staff have secure, role‑based access and are trained to use the system (NHS England, 2020).
· Medication records: Record decisions about medication changes, who authorised them, when they were communicated to the patient and who was informed in the community team. Include explicit follow‑up plans.
· Corrections and incident recording: When an error is identified, make transparent corrections (single line through paper entries with initial/date; electronic audit entries with rationale) and complete incident reports that lead to system learning rather than punitive action (Hieke et al., 2025).
Practical steps for Mrs Mann:
· Shared post‑discharge summary: Produce a concise, translated summary that travels with the patient and is accessible to domiciliary staff, GP, and physiotherapist. Include medication lists, current issues, interpreter needs and named contacts.
· Named care coordinator: Assign a named coordinator (e.g., senior domiciliary nurse or community matron) responsible for ensuring medication adjustments are actioned, documented, and communicated to all relevant parties (NHS England, 2021).
· Regular audits and feedback loops: Implement focused audits on medication changes, handover completeness, and documentation of interpreter use; feed results into targeted training and process redesign.
· Data security: Ensure devices used in domiciliary settings are password protected, use encryption for stored information, and that staff understand what constitutes sharable information under data protection law (Fernandez et al., 2025).
Addressing documentation failures:
· Root cause review: Use a structured review to identify if failures arose from unclear responsibilities, inaccessible records, or training gaps. Produce a timely action plan with named leads and completion dates.
· Transparent communication with Mrs Mann: Where care failures affected her safety, document disclosure discussions, apology where appropriate, and the steps taken to prevent recurrence (CQC, 2025).

3) Importance of Collaborative Working
Integrated, multi‑professional working allows the diverse expertise of GPs, physiotherapists, domiciliary staff, and family carers to be combined in a coherent plan that supports mobility, pain control, and social needs after hip replacement.
Approaches to effective collaboration:
· MDT meetings and huddles: Convene an early post‑discharge MDT within 48–72 hours including a GP representative, physiotherapist, domiciliary coordinator, and the patient (with interpreter or daughter) to set shared goals and responsibilities. Use short, scheduled huddles for weekly updates.
· Shared care plans and named roles: A concise shared care plan should list rehabilitation goals, medication responsibilities, who assesses pain control, and escalation routes for complications. A named coordinator reduces duplication and misses follow‑up (NHS England, 2024).
· Standardised communication tools: Use SBAR for escalation, shared electronic task lists for action items and secure messaging consistent with data protection rules to maintain timely information flow.
· Valuing all contributors: Foster a culture where domiciliary staff and family can raise observations without hierarchical barriers; incorporate their observations into structured reviews (AHRQ, 2023).
Overcoming usual challenges:
· Fragmented information systems: Where full electronic interoperability is not possible, use a hybrid approach (concise paper/electronic discharge summary plus secure email or telephone confirmation) and log all contacts.
· Time constraints and shift patterns: Use written handovers, standardised shift checklists, and short recorded briefings to ensure continuity across shifts.
· Cultural and language differences: Ensure interpreter needs and cultural considerations are explicitly discussed and documented during MDT planning (GMC, 2020).
Practical actions for Mrs Mann:
· Named post‑discharge checklist: Include medication reconciliation, interpreter booking for review, physiotherapy schedule alignment with domiciliary visits and a safety check for the home environment.
· Twice‑weekly alignment: Encourage brief synchronous communication between the physiotherapist and domiciliary team to adapt exercise plans and mobility assistance based on observed progress (NHS England, 2024).

Conclusion
Mrs Mann’s case demonstrates how communication, administrative competence and collaborative practice are mutually reinforcing pillars of safe, person‑centred care. Implementing professional interpretation, using SOLER and SBAR frameworks, ensuring contemporaneous and secure records under the Data Protection Act 2018, and convening early MDT reviews with a named coordinator will reduce the risk of medication delays, improve rehabilitation outcomes, and protect patient autonomy and dignity. Embedding these measures within existing legislative and professional frameworks provides clear, auditable steps to strengthen safety and quality for Mrs Mann and other older adults with similar needs.
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