Report: Communication, Administration, and collaborative practice in the care of Mr Ahmed.
Effective practice in health and social care is contingent upon the integration of clear communication, collaborative multidisciplinary working, and robust administrative systems. 
These elements are particularly important in complex cases such as Mr Ahmed,  as a 68-year-old stroke patient with ongoing communication and physical needs, supported by multiple professionals across care settings. Mr Ahmed’s situation is further complicated by reliance on domiciliary care, language barriers, and a recent incident involving a missed visit that resulted in delayed medication administration. 
This report critically examines three vital areas relevant to Mr Ahmed’s care. Not only does it evaluate the importance of effective communication, drawing on the Equality Act 2010 and the transactional model of communication. Secondly, it analyses the role of administrative competence, particularly in relation to record keeping and compliance with the Data Protection Act 2018. 
Finally, it explores collaborative working within multidisciplinary teams, identifying both challenges and benefits. The discussion integrates policy frameworks, legislation and academic literature to support critical evaluation and evidence-based conclusions. 
Effective communication 
Effective communication is a cornerstone of safe and person-centred care, yet in practice it remains a frequent source of failure within healthcare systems (Walshe and Smith, 2016). In Mr Ahmed’s case, communication is complex due to his limited English proficiency and post-stroke impairments, requiring professionals to adapt their approaches beyond standard practice. 
The Equality Act 2010 places a legal obligation on care providers to make reasonable adjustments to ensure individuals are not disadvantaged due to protected characteristics, including disability and race (Equality Act, 2010). In this context, failing to provide accurate and appropriate language support, such as professional interpreters or accessible communication tools- could constitute indirect discrimination. However, there is a tendency in practice to rely on family members, as seen with Mr Ahmed’s wife, which raises ethical concerns regarding autonomy, confidentiality and accuracy of information. While family involvement can enhance understanding, over-reliance risks marginalising the service users' voice and may inadvertently distort clinical communication 
The Transactional Model of Communication offers a useful framework for analysing these complexities. Unlike linear models, it acknowledges communication as a dynamic, reciprocal process shaped by contextual factors such as culture, health status and environment. In Mr Ahmed’s situation, “noise” within the model such as language barriers and cognitive impairments significantly disrupts message transmission. This helps active strategies such as feedback loops, clarification, and nonverbal communication to ensure mutual understanding.
Critically, the involvement of a speech and language therapist (SLT) demonstrates an evidence-based approach to addressing the communication strategies, which have been shown to improve outcomes in stroke rehabilitation and improve patient engagement. However, the effectiveness of such interventions is contingent upon consistent implementation by all members of the care team, highlighting the interdependence of communication and collaborative practice.
The missed domiciliary visit further illustrates how communication failures extend beyond patient interaction to interprofessional contexts. Ineffective handovers, poor scheduling systems, or a lack of accountability can lead to significant patient harm (Care Quality Commission, 2023). This suggests that communication should not be viewed solely as an interpersonal skill but as an organisational priority embedded within systems and processes. 
In conclusion, in Mr Ahmed’s case, effective communication requires a legally informed, culturally competent, and system-wide approach. While theoretical models provide useful frameworks, their practical application must be supported by organisational structures to ensure consistency and safety.

Administrative Skills and Record Keeping 
Administrative competence is a fundamental yet often underestimated aspect of professional practice in health and social care. In the case of Mr Ahmed, the missed care visit highlights how deficiencies in administrative systems can directly compromise patient safety, particularly in relation to time-sensitive interventions such as medication administration.
Record-keeping that is accurate and comprehensive is essential for ensuring continuity of care and professional accountability. The Nursing and Midwifery Council emphasises that record keeping is often treated as a bureaucratic requirement rather than a clinical tool, leading to inconsistencies and gaps in documentation. In Mr Ahmed’s case, inadequate documentation or scheduling systems may have contributed to the missed visit, raising concerns about organisational governance and oversight
The UK General Data Protection Regulation and the Data Protection Act establish a legal framework for handling personal data. Health information is classified as special category data, requiring enhanced protection. Key principles include transparency, security, data minimisation and lawfulness. While these principles are essential for safeguarding patient confidentiality, there is ongoing tension between data protection and information sharing in practice. Professionals may adopt overly cautious approaches, potentially hindering effective communication between agencies (Caldicott, 2013).
The Caldicott Principles address this tension by emphasising that information sharing is justified when it is in the patient’s best interests. In Mr Ahmed’s care, timely sharing of information between the GP, district nurse, and care agency is critical to ensure coordinated care and prevent adverse events. The missed medication incident suggests a potential breakdown in these processes, highlighting the need for clearer protocols and accountability mechanisms. 
From a critical perspective, the increasing reliance on digital record systems presents both opportunities and challenges. While electronic systems can enhance accuracy and accessibility, they are also vulnerable to technical failures, user error, and data breaches. Effective implementation requires staff training, regular audits and robust cybersecurity. Furthermore, administrative skills extend beyond record keeping to include incident reporting and risk management. The Care Quality Commission emphasises the importance of learning from incidents to improve service quality. In this case, the investigation into the missed visits should not only identify individual errors but also examine systemic issues within the care agency.
In summary, administrative competence is integral to effective and safe care. In Mr Ahmed’s case, improving data sharing protocols, strengthening record-keeping practices and enhancing organisational accountability are essential to prevent recurrence and ensure compliance with legal and professional standards. 

Collaborative Working in Mr Ahmed’s care 
Collaborative working is essential in addressing the complex and multifaceted needs of individuals such as Mr Ahmed. His care involves a multidisciplinary team (MDT), district nurse, including a GP, domiciliary care worker, and a speech and language therapist, each contributing specialised expertise.
Effective collaboration is characterised by shared goals, clear communication, and mutual respect. In theory, MDT (multidisciplinary team) working enhances patient outcomes by promoting coordinated and holistic care. For example, collaboration between the care workers and SLT is crucial to ensure that Mr Ahmed’s swallowing difficulties are managed safely during meal preparation. 
However, the effectiveness of collaborative working is often undermined by practical challenges. These include role ambiguity, communication breakdowns, or organisational silos. The missed domiciliary visit may reflect such challenges, suggesting a lack of coordination or accountability within the care system. 
Strategies to enhance collaboration include the implementation of integrated care pathways, regular MDT meetings, and shared digital records. These approaches facilitate information sharing and reduce fragmentation of care. Additionally, leadership plays a critical role in fostering a culture of collaboration and ensuring that responsibilities are clearly defined.
Critically, collaborative working must remain person-centred, ensuring that Mr Aahmed’s preferences and needs are central to decision-making. This requires all professionals to adopt culturally competent practices and to engage effectively with both Mr Ahmed and his family.
In conclusion, while collaborative working offers significant benefits, its success depends on organisational support, effective communication and a shared commitment to person-centred care. This report has extensively examined the importance of administrative competence, the importance of communication and collaborative working in the care of Mr Ahmed. Effective communication, guided by the Equality Act 2010 and supported by theoretical models, is essential to address language barriers and ensure patient-centred care. Although its success depends on consistent application across both interpersonal and organisational contexts.
Administrative skills, particularly in data protection and record keeping, are crucial to maintaining safety, accountability and continuity of care. The missed domiciliary visit highlights how failures in these systems can have significant consequences, emphasising the need for robust governance and learning from incidents.
Finally, collaborative working within multidisciplinary teams is vital for delivering holistic care, although challenges such as role ambiguity and communication breakdowns must be addressed.
Overall, integrating these elements, through evidence-based practice and strong organisational frameworks, is essential for achieving high-quality, person-centred and safe care. 
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