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Mrs Mann Case Study Report

[bookmark: _Toc1830980084]1.0 Introduction
Mrs Mann is a 72- year-old women recently discharged home following hip replacement surgery. She lives alone, speaks Urdu as her first language and has limited English proficiency. She receives support from a domiciliary care agency twice daily, alongside GP and community physiotherapy input. A recent internal audit identified inconsistent documentation and a missed communication that delayed a medication change. This report analyses her case through three interconnected lenses: effective communication, good administrative practice and multi-agency collaboration. These dimensions are essential in community rehabilitation and are grounded in key UK legislation and professional standards, including the Equality Act 2010 and the Data Protection Act 2018. Using the LEARN communication model, GDPR principles and collaborative care frameworks, the report outlines how systematic, lawful and person-centred approaches can promote recovery, reduce error and ensure equitable, dignified care for service users with language and cultural barriers. 
[bookmark: _Toc1506981107]2.0 Communication in Mrs Mann’s Care
Effective communication underpins every aspect of Mrs Mann’s recovery. Research demonstrates that communication quality after major surgery is associated with pain mangement, compliance and readmission risk. For Mrs Mann, language support is not optional but statutory duty. The Equality Act 2010 mandates that health and social care providers make reasonable adjustments to ensure equal access to services. Failing to provide appropriate interpreting support could amount to indirect discrimination (Rhead et al., 2021). The Accessible Information Standard (AIS) further requires providers to identify, record and meet communication needs systematically.
Culturally competent communication can be structured using the LEARN model (Listen, Explain. Acknowledge, Recommend, Negotiate) (Ohlan et al., 2022).
· Listen: A professional Urdu interpreter should be engaged to explore Mrs Mann’s goals, anxieties and practical barriers, such as mobility, bathing and sleep. Although her daughter can contribute, she must not interpret except in emergencies to maintain confidentiality and reduce emotional burden.
· Explain: Clear, explicit explanations of the postoperative care plan- covering mobility, wound care, red flags (infection, thromboembolism) and medication use are essential (Tortolano et al., 2023). Teach back techniques (“Can you show me how you will take your tablet?”) confirm comprehension and empower the patient. Supplementing verbal information with illustrated Urdu handouts ensures adherence to AIS principles.
· Acknowledge: Respect cultural preferences, such as modesty, gender of the carer and prayer times when safe and achievable. Validation of these preferences builds trust and engagement.
· Recommend and Negotiate: Together with Mrs Mann and her carers, devise a plan that includes timely analgesia before physiotherapy, scheduled short walks, wound monitoring and a visible Urdu checklist to reinforce routines. Negotiation ensures these actions fit ger daily life and maximise adherence.
To maintain safety between professionals, SBAR (Situation, Background, Assessment, Recommendation) should be adopted in all handovers whether written or verbal, using closed-loop confirmation to ensure agreed actions are completed. Documentation must note interpreter use, family consent and communication outcomes.
Impact: Professional interpreting, tech back and AIS compliant materials minimise miscommunication, reduce medication errors and promote confidence and self-efficacy. By embedding the LEARN model and Equality Act principles into everyday care, communication becomes both culturally sensitive and legally compliant.
[bookmark: _Toc1956195847]3.0 Administrative Skills and Record Keeping
The incident of delayed medication change illustrates the risks of poor documentation and week administrative control. Record keeping is not an administrative add-on but a core safety mechanism (Shahbodaghi et al., 2024).
The Data Protection Act 2018 and UK GDPR requires that personal data be processed lawfully, fairly and transparently: that it remains accurate, limited to necessity and securely stored. The Caldicott Principles add the duties of justifiable use, minimal disclosure, need-to-know access and accountability. Professional regulators such as the NMC emphasise contemporaneous, factual, dates and signed entries (Abela, 2023). The NHS Records Management Code of Practice further defines standards for version control, retention and transfer.
To address communication failures, a shared electronic care plan should serve as the single source of truth across the domiciliary agency, GP and physiotherapy services. Mandatory fields should include communication needs and interpreter status, current medications (with indications, allergies and anticoagulants) pain management plan, mobility and wound status and reviewed dates. Each update should be time stamped and attributable, ensuring auditability and continuity. 
Medication workflow requires that any change include the prescriber’s name, rationale and effective date, with real time updates to the Medicines Administration Record (MAR) and acknowledgement from all involved parties (closed-loop communication). For high-risk drugs (anticoagulants, narcotics), a two check or pharmacist approval process should apply. 
A medicines reconciliation at the first domiciliary visit must verify discharge prescriptions against medications in the home. Discrepancies should be resolved with the GP or clinical pharmacist and recorded, ensuring accurate continuity. 
Consent and confidentiality are equally vital. Mrs Mann’s preferences regarding family involvement must be documented, ensuring only minimal information is shared using secure NHS systems, not formal messaging apps. Access should follow role-based permissions. 
Governance and learning should include short after-action reviews following any error. These should map failure points (e.g., verbal orders without documentation, MAR omissions) and implement improvements such as mandatory written confirmation, real-time task dashboards and micro-audits.
Impact: Robust documentation fulfils legal duties (accuracy, security, transparency) and professional standards (timelines, accountability). When systems are standardised, medication errors and miscommunication are reduced, promoting safer more consistent care. 
[bookmark: _Toc171823139]4.0 Multi-agency Collaboration 
Mrs Mann’s recovery relies on coordinated input from carers, GP, physiotherapist and interpreter services. Interprofessional collaboration has been shown to improve outcomes and patient satisfaction (Shahbodaghi et al., 2024).
A care coordinator (e.g., senior community nurse) should be designated to oversee her plan and serve as the primary communication point. Rehabilitation targets must be SMART- for instance, “walk 50 metres daily with 10 days” and “achieve independent transfers by day 14, with pain <3/10 before physiotherapy”. 
Short virtual hurdles (15-20 minutes weekly) can facilitate ongoing coordination between professional, with interpreters included as required. These meetings align timing of analgesia with physiotherapy, confirm wound progress and close outstanding actions. 
Role clarity is essential: a RACI matrix (Responsible Accountable, Consulted, Informed) can define accountability for medication, wound care, mobility and escalation. SBAR should be used for all professional communications, ensuring closed-loop feedback. 
Team culture should promote psychological safety, encouraging staff to question, reflect share near misses without blame. This openness fosters learning and trust, reducing error propagation. 
Impact: Clear roles, predictable reviews and shared goals ensure timely intervention, prevent delays in treatment adjustments and reduce the likelihood of avoidable readmissions. Collaborative working transforms fragmented care into a coherent rehabilitation pathway that respects Mrs Mann’s needs and enhances safety and confidence.
[bookmark: _Toc1261131200]5.0 Conclusion
Mrs Mann’s case highlights the interconnected nature of communication, documentation and teamwork in community care. Language barriers and multi-agency involvement create predictable risks that demand structured, lawful and compassionates responses.
Firstly, applying the Equality Act 2010 and the LEARN model ensures culturally sensitive, equitable communication supported by professional interpreting. Secondly, adherence to the Data Protection Act 2018, GDPR and professional record-keeping standards transforms documentation into a proactive safety system. Finally, coordinated multi-agency collaboration- supported by SMART goals, SBAR handovers and effective leadership- ensures timely, consistent rehabilitation. 
Together, these strategies safeguard patient dignity, improve recovery outcomes and prevent recurrence of previous communication failures. Embedding these practices across all services promotes a culture of accountability, continuous learning and person-centred excellence in care delivery. 
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