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Introduction 

This report centres on Mrs Thompson, a 72‑year‑old living alone in a two‑bedroom terraced property in Birmingham. She has hypothyroidism, mild osteoarthritis affecting mobility, and early‑stage sensorineural hearing loss. Limited family support is available, with weekly domiciliary care visits and routine appointments with a GP and community pharmacist. Key issues include inconsistent medication adherence, difficulty explaining pain or fatigue to care staff, and gaps in information sharing between health and social care providers. The purpose is to examine three core areas of professional practice effective communication, administrative skills and record‑keeping, and multi‑agency collaborative working. Relevant legislation, professional standards, and Berlo’s (1960) Model of Communication are applied to identify strengths in current provision, areas for improvement, and practical steps to deliver person‑centred care.

Section 1: Effective Communication 
Communication forms the foundation of safe, compassionate and person‑centred care, enabling individuals to voice preferences, understand treatment information, and participate fully in decisions about their wellbeing (NMC, 2018). Berlo’s (1960) Model of Communication provides a structured framework for analysing interactions, identifying four core elements  Sender  Message Channel  Receiver. Applied to Mrs Thompson, the sender is the professional sharing information – such as a care worker explaining a new medication schedule  the message covers facts, instructions or care plans and explanations of health change the channel is the method used to share information – such as face‑to‑face speech, printed instructions, or visual aids or written notes and the receiver is Mrs Thompson, whose hearing loss, fatigue and life experience shape how information is interpreted.

This model offers clear strengths for practice. It is simple to apply, helping practitioners plan clear, purposeful exchanges and pinpoint where barriers may emerge. It highlights that senders must possess strong communication skills and accurate clinical knowledge  messages must be clear, jargon‑free, accurate and matched to the individual’s level of understanding  channels should be chosen to suit needs – for example, speaking slowly and facing Mrs Thompson to support lip‑reading, or using large‑print text  and receivers’ age, language  cultural background and hearing ability and cognitive state  must be fully recognised. However, important limitations exist  the model presents communication as a linear, one‑way process, with no built‑in feedback loop to confirm understanding. It also ignores emotional dynamics, trust, and personal relationships that influence how information is shared and received, and does not acknowledge that communication is often a continuous, two‑way exchange rather than a Singel transfer.
Legal and professional frameworks reinforce good practice. The Equality Act 2010 places a legal duty on providers to make reasonable adjustments, such as arranging interpreters or using visual aids, using communication cards to remove barriers for disabled people. The Human Rights Act 1998 upholds the right to receive information in an accessible way and to take part in decision affecting personal life. Complementary models such as the SOLER framework (Egan, 2019) – sitting squarely, open posture, leaning slightly forward, appropriate eye contact, relaxed manner – add active listening and empathy, turning one‑way information transfer into supportive dialogue. For Mrs Thompson, This also means checking understanding regularly, allowing time for questions, and noticing signs such as confusion or withdrawal that signal information has not been fully grasped. Combining Berlo structure with these adjustments reduces misunderstanding, builds trust and ensure her voice is heard in all care decisions.
Section 2: Administrative Skills & Record Keeping 
Accurate, timely and secure record‑keeping is a core administrative skill, and a legal, ethical and professional obligation across all health and social care settings. Records act as a consistent, shared source of information for all staff involved in an individual’s care, ensuring continuity and preventing gaps or duplication of support. For Mrs Thompson, complete records should include full details of medication, mobility limitations, personal preferences around care routines, allergies, and any changes in mood, energy or physical health. This ensures every professional from care workers to GPs  works from the same reliable information.
Poor record‑keeping carries significant risks  medication dosage errors, missed care tasks, failure to recognise deteriorating health, and loss of important details about personal preferences. It also undermines safety and accountability, and breaches legal and professional duties. The Data Protection Act 2018 requires all personal information to be kept accurate, up‑to‑date, stored securely, and shared only with authorised parties on a “need‑to‑know” basis. The Caldicott Principles set out standards for information sharing, requiring that personal data is only shared when necessary, kept to the minimum required, and handled with respect for privacy. The NMC Code (2018) mandates clear, accurate and timely documentation  while CQC Fundamental Standards state that care must be properly planned, recorded and reviewed to keep people safe and effective.

Good administrative practice extends beyond writing notes. it includes organising care plans, updating records promptly after every visit, and ensuring handover notes are clear and complete. For Mrs Thompson, consistent record‑keeping would help identify patterns such as fatigue linked to missed doses, or increased pain on days when mobility exercises are skipped. It also protects both the individual and the workforce records provide evidence of care delivered, and demonstrate compliance with legal and professional standards. When records are well‑maintained, services can respond quickly to changing needs reduce risk and ensure care remains person‑centred and consistent.
Section 3: Collaborative Working

Multi‑agency collaborative working is essential to meet the holistic needs of individuals like Mrs Thompson, whose care involves social care staff, general practice pharmacy and community pharmacists district nurse and occasional input from occupational therapy. When services operate in isolation, individuals often receive disjointed care, with repeated assessments, conflicting advice, and missed opportunities to address needs early. Effective collaboration relies on three key practices  shared care plans co-produced with the individual regular structured communication, across team and clear agreement of roles and responsibilities.

Common barriers to effective joint working include differences in working hours, and routine incompatible electronic record systems, lack of time for information sharing, and uncertainty about which service leads on particular issues. For Mrs Thompson, this might mean care staff are not told about a change to medication dosage, or the GP is unaware that she struggles to open pill bottles or remember doses without visual prompts. Additional challenges include inconsistent use of common terminology varying priorities between health and social care team, and delays in sharing update that affect daily care. Practical strategies to overcome these challenges include using a Singel shared digital care record accessible to all authorised staff, holding short monthly case conferences, either in person or over the phone and identifying a named lead professional to coordinate all support and issuing clear written summaries of any changes agreed at appointment for Mrs Thompson and all involved staff. 

When collaborative working is effective, care becomes joined‑up and responsive. It reduces duplication of work, minimises risk, of error, and places the individual at the centre of all decision‑making. For Mrs Thompson, this would mean every professional understands her preferences work towards shared goals and communicates change quickly ensuring care addresses not just physical health, but also practical independence emotional wellbeing and social connection. This approach aligns with core principles of person‑centred care, ensuring support addresses not just physical health, but also practical emotional and social wellbeing.

Conclusion 

This report has examined three essential elements of health and social care practice through Mrs Thompson’s case  communication, administrative skills and collaborative working. Berlo’s (1960) Model of Communication offers a practical structure for planning interactions, but must be paired with active listening and legal duties under the Equality Act 2010 to ensure inclusivity and respect for individual needs. Accurate record‑keeping upholds legal requirements under the Data Protection Act 2018 and professional standards, such as the NMC Code and CQC regulation forming the backbone of safe, consistent and accountable care. Multi‑agency working prevents fragmented support, though challenges require shared systems and clear leadership. These three areas are closely linked  strong administration supports clear communication, which in turn enables effective partnership working. Together they form the foundation of safe, dignified care that respects individual rights, preferences and needs ensuring services work for the person, not the other  way around.
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