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Introduction
[bookmark: _Int_RM53J1Zq]Mr Ahmed is a 63-year-old man who has recently been discharged from hospital following treatment for a stroke. He lives with his wife in a ground floor flat and receives support from a domiciliary care agency three times a day to help with personal care, medication administration, and meal preparation. Mr Ahmed’s first language is Bengali; although he understands some English, he finds complex conversation difficult, which can affect his ability to fully engage in discussions about his care. His wife, who speaks fluent english often communicates with professionals on his behalf. His multidisciplinary team includes his GP, a distinct nurse who checks his blood pressure, provides wound care and a language therapist supporting his communication and swallowing. A recent missed care visit service delivery. This aims to explore the importance of effective communication, administrative skills and collaborative working ensuring safe, person-centred care for Mr Ahmed (Petty,2025).

Administration skills and record keeping 
[bookmark: _Int_HmEAidky][bookmark: _Int_JQKEzL2K][bookmark: _Int_kfReTaaV]In Mr Ahmed’s case, right documentation is essential to ensure safe, effective, and person-centred care following his discharge from hospital after a stroke. As he receives support from multiple professionals, including his GP, district nurse, speech and language therapist, and domiciliary care workers, clear no prompt record keeping ensures continuity of care and reduces the risk of errors. Accurate documentation of medication administration is particularly important. The recent missed visit, resulted in delayed medication, this can lead to incomplete or inaccurate records to duplication, omission, or incorrect dosing, placing Mr Ahmed at risk of further stroke, adverse drug reactions, or hospital readmission. Clear records of his communication needs, including his preference for Bengali and reliance on his wide for complex discussions, are also vital to ensure reasonable adjustments are made and that consent is obtained appropriately poor record-keeping can result in fragmented care, miscommunication between professionals, safeguarding concerns, legal liability, and loss of trust. Inadequate documentation may mean that. Hanged In his blood pressure, wound condition or swallowing ability are not properly watched, potentially leading to deterioration that goes unnoticed. Furthermore, failure to record missed visits or incidents accurately can prevent prompt investigation and service improvement, compromising patient safety and organisation accountability. The legal framework under printing documentation includes the data protection act 2018, which incorporates UK GDPR principles and requires personal data being processed lawfully, fairly and transparently, kept accurate and up to date, limited to what is necessary, stored securely, and retained only as long as required.In Mr Ahmed’s situation, this means his health records must be protected from unauthorised access while remaining accessible while remaining accessible to relevant professionals involved in his care. The Caldecott principles further guide information sharing in health and social care emphasising that identifiable information should only be used, when necessary, shared on a strict need to know basis handled with accountability. The seventh Caldecott principle highlights that the duty to share information can be as important as the duty to protect confidentiality, which is particularly relevant  in multidisciplinary working to prevent harm .professional standards such as the NMC code require nurses to keep clear, accurate and contemporaneous records, documenting assessments, decisions and actions taken to safeguard patients. Similarly, CQC standards on safe care and treatment and good governance require providers to keep accurate, complete, and detailed records for each person using the service. In summary, robust documentation in Mr Ahmed’s care supports clinical safety, legal compliance, effective communication, and quality assurance, while poor record-keeping poses significant risks to his health, wellbeing, and rights (NHS England,2021).

Collaborative working
[bookmark: _Int_3CvSXRiN][bookmark: _Int_8eUSMn4T][bookmark: _Int_oBDp57oE][bookmark: _Int_17ywwMME][bookmark: _Int_25DSuh1C][bookmark: _Int_55rKfDfJ][bookmark: _Int_jjmKFkcB]Multi-agency collaboration is essential in Mr Ahmed’s case to ensure coordinated safe, and person-centred care following his stroke. As he is supported by a GP, district nurse, language therapist, and effective partnership working helps to prevent fragmented care and reduces the risk of incidents such as the recent missed visit that resulted in delayed medication. A shared care plan is a key approach to promoting collaborative practice, as it enables all professionals to access consistent, up to date information about Mr Ahmed’s medical history, medication regime, communication needs, cultural preferences, and rehabilitation goals. This ensures that care is delivered consistently and that any changes in his condition, such as fluctuations in blood pressure or swallowing difficulties, are clearly documented and communicated. Regular multidisciplinary meetings, whether face to face or virtual, also support joint decision making, review of progress and early identification of concerns. Clear communication channels, including secure digital record systems and structured handover processes, are vital to keeping continuity of care. However, multi agency can present challenges, including differences in organisational policies, time constraints, unclear role boundaries, and communication barriers given Me Ahmed’s limited English and reliance on his wife to interpret complete discussions. Information sharing can also be hindered by uncertainty about confidentiality requirements. Strategies to overcome these challenges include establishing clear roles and responsibilities within the team, using professional interpreters where appropriate to promote Mr Ahmed’s direct involvement, implementing interoperable record system and adhering to agreed information sharing protocols. Promoting mutual respect, regular feedback, and a shared understanding of person-centred values further strengthen teamwork. Overall, effective multi agency collaboration enhances safety, accountability, and quality of care, ensuring that Mr Ahmed’s complex needs are met holistically and consistently (NHS improving Quality,2014).

Conclusion 
In conclusion, Mr Ahmed’s case highlights the vital importance of effective communication, strong administrative skills, and collaborative working in delivering safe, person-centred care. His stroke, complex health needs and language barrier mean that clear, compassionate
 communication is essential to ensure he understands his care and can take part in decisions wherever possible. Accurate documentation and efficient administrative processes, such a as prompt recording of visits and medication administration, are crucial in preventing errors like the missed home visit that led to delayed medication. Furthermore, coordinated between the GP and district nurse. Reflecting on Mr Ahmed’s situation proves that when communication, record-keeping and teamwork are prioritised, patient safety and quality of care improve; however, when these elements fail the consequences can directly affect health outcomes trust and overall well-being (Collier,2021).
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