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[bookmark: _Toc227222348]Mr Ahmed Case Study
1. Introduction
In health and social care, efficient communication involves exchanging accurate information to facilitate safe and person-centred care while collaboration is coordinating efforts between multiple experts to produce effective outcomes (O'Daniel and Rosenstein, 2008). Communication is essential in this case study because Mr Ahmed is a 68-year-old stroke patient receiving domiciliary care who has limited English proficiency and a critical incident occurred when scheduled home visit was missed leading to a delay in medication administration and increased concerns about patient safety. This is vital considering healthcare-associated injuries affect around 10% of patients worldwide while more than 50% of the reported incidences considered to be preventable (World Health Organization, 2023) whereas lack of clear supervision of schedule and responsibilities contributes to this inaccuracy which in turn represents a failure of communication between experts as well as inadequate administrative coordination (NHS England, 2025). Further, a lack of suitable adjustments under the Equality Act of 2010 could be indicated by such deficiencies which disproportionately impact vulnerable individuals, particularly those with language barriers (Government Equalities Office, 2015). Therefore, this report aims to critically evaluate communication, administrative skills alongside collaborative working and will investigate each area to evaluate their impact on patient safety.
[bookmark: _Toc227222349]2. Importance of Effective Communication
Effective communication mitigates the likelihood of errors by enabling the exchange of clear and precise information among professionals, patients alongside their families (O'Daniel and Rosenstein, 2008). According to the Government Equalities Office (2015), the Equality Act of 2010 states that to avoid disadvantage, reasonable accommodations like interpretation help are required and failing to execute these measures is regarded as an indirect form of discrimination. According to NHS England (2022), poor communication is associated with ineffective practise as well as infringements of ethical and legal obligations. As a result, the missed appointment in Mr Ahmed’s care and medication delays may have resulted from weaknesses in communication systems such as the lack of scheduling confirmation and ambiguous responsibility which are recognised factors to care failures (Rafter et al., 2014). This suggests that verification and accountability procedures may have been absent from communication protocols, contributing to both organisational as well as individual failures which elevated the risk of missed care (Manser, 2009). This may explain the missed appointment in Mr Ahmed’s case as lack of confirmation methods could have allowed the medication delay to happen without timely rectification.
The interaction between the sender, message, channel, and recipient is what determines the success of communication and Berlo’s Model of Communication offers a structured framework to examine this breakdown ((Broca and De Assunção Ferreira, 2018; Street et al., 2005). A failure in service delivery may have occurred because the care agency, in its role as sender, did not adequately transmit scheduling information throughout the team (O'Daniel and Rosenstein, 2008) and, the care receiver might not have been able to completely participate in his own care because of language barriers which prevented him from effectively comprehending instructions. Nevertheless, feedback is also heavily emphasised in Berlo’s model, and the lack of confirmation mechanisms indicates a systemic issue with the communication processes (Manser, 2009) and this suggests that to mitigate error, good communication involves not just conveying information but also verification of understanding.
Especially in situations when verbal communication is limited, non-verbal cues, such as body language, are crucial for improving understanding (NHS England, 2022) and it is vital to use positive non-verbal cues like eye contact and gestures to build trust and engagement with patients, who might feel vulnerable due to communication problems (Street et al., 2005). Although there should be a balance between depending on family members and ensuring confidentiality and accuracy, his wife's role as a communication facilitator can help facilitate exchange of information (Government Equalities Office, 2015).
[bookmark: _Toc227222350]3. Importance of Good Administrative Skills
Maintaining continuity of care and preventing errors requires structured administrative processes such as scheduling, documentation and accountability systems (Rafter et al., 2014). Domiciliary care electronic scheduling systems, for example, could track visits in real-time and send out notifications when visits are missed as it will assists in minimising the possibility of medication delivery delays. According to NHS England (2025), there appears to be a systematic problem with care coordination in Mr Ahmed’s case owing to the missing home visit and it implies that administrative systems such as scheduling or documentation were incorrect. This illustrates that administrative oversights can jeopardise patient safety since they disrupt carefully designed procedures (O'Daniel and Rosenstein, 2008) and thus, efficient administrative systems are crucial for ensuring consistent and dependable service delivery. This suggests that the administrative system may have failed due to a lack of clearly defined responsibilities and scheduling processes, increasing the risk of missed visits (NHS England, 2025).
The Data Protection Act of 2018 establishes a legislative framework for the safe management of patient data, ensuring that information is accurate, up-to-date, and communicated appropriately across specialists (Department for Digital, Culture, Media & Sport, 2018). Moreover, noncompliance with these principles can result in insufficient or wrong information being shared which in turn can cause errors such as medication not being administered (Rafter et al., 2014). This highlights the fact that data protection is an essential part of safe clinical practice in addition to being a legal requirement and thus, both legal compliance and patient safety outcomes are strengthened by proficient record keeping.
Medication delays have a major impact on patient condition as prompt medication is crucial for the management of post-stroke symptoms alongside prevention of consequences and one of the major ramifications of administrative failure is a possibility of deterioration, return of stroke symptoms as well as hospital readmission which could occur from medication delays (NHS England, 2025). It is crucial to note that medication-related accidents represent around 10% of recorded patient safety occurrences in England (NHS England, 2026), highlighting risk of missed or delayed doses whereas treatment efficacy and deleterious effects can be diminished by mis-medication which includes both missed doses alongside improper scheduling (Rafter et al., 2014). Nevertheless, these risks could be prevented via structured systems such as electronic scheduling, automated alerts including clear accountability protocols which ensure that missed visits are identified and addressed swiftly (Manser, 2009). This may indicate that the missed appointment resulted from ineffective oversight of a responsibilities, which is an outcome of administrative control mechanisms being ineffective (NHS England, 2025). This exhibits how the missed appointment and medication delay may have been caused by the lack of organised monitoring mechanisms.
[bookmark: _Toc227222351]4. Importance of Working Collaboratively
Mr Ahmed’s case illustrates the significance of teamwork in healthcare as multiple specialists manage different aspects of care such as medicine administration as well as patient monitoring (Reeves et al., 2011). Because each professional contributes unique expertise, effective cooperation enables the sharing of information, coordinated decision-making as well as better patient outcomes (Manser, 2009) while on the other hand, according to O'Daniel and Rosenstein (2008), team members' inability to work together because of the missing house visit points to malfunctions in communication along with coordination. This exemplifies the concept that efficient teamwork is not inherent but rather necessitates deliberate efforts, well-defined roles, and open communication. This suggests that collaborative systems may have lacked clear ownership of tasks, which reduced accountability and increased the likelihood of missed care delivery (Reeves et al., 2011) whereas the lack of an escalation mechanism may have allowed missed appointments and medication delays to continue without prompt intervention.
The absence of well-defined duties and responsibilities among participating agencies is a major obstacle to effective multi-agency collaboration whereas collaboration can be further hindered and error risk increased by differences in organisational structures and communication strategies (Reeves et al., 2011). The missing visit in this instance may have been caused by a lack of coordination between the care agency and other professionals which indicates a failure in shared accountability (Rafter et al., 2014). However, these challenges can be overcome with strategies including frequent team meetings, collaborative care planning along with transparent communication standards (NHS England, 2025) whilst organisational support and professional accountability are necessary for effective collaboration.
Fostering a culture of cooperation, in which professionals speak openly and assume collective responsibility for patient outcomes, is another way to improve collaborative functioning and another way to improve communication and optimise data flow is to implement integrated systems and share records (Manser, 2009). Furthermore, decision-making which includes patients and their families can enhance coordination and assure that each patient’s care is individualised (Street et al., 2005) whereas effective coordination will minimise the likelihood of repeat situations by ensuring that all providers are informed about his medication regimen as well as communication needs.
[bookmark: _Toc227222352]5. Conclusion
The significance of effective communication, strong administrative abilities alongside teamwork in this case scenario has been thoroughly investigated in this article and critical patient safety issues, such as medication delays, can result from inadequate communication (O'Daniel and Rosenstein, 2008) which is particularly relevant when interacting with language barriers. Moreover, the significance of inclusive communication is emphasised by the Equality Act of 2010 while the necessity of accurate and safe record keeping is emphasised by the Data Protection Act of 2018 (Government Equalities Office, 2015). Furthermore, there is an increased risk of negative outcomes due to service delays caused by administrative challenges (Rafter et al., 2014). In Mr Ahmed’s case, coordinated care relies heavily on collaboration, but there are limitations which must be overcome, including a lack of understanding of each other’s roles and responsibilities along with inadequate communication (Reeves et al., 2011). Therefore, improving patient safety as well as preventing such incidents in the future depends on resolving these critical areas.


[bookmark: _Toc227222353]Reference List:
Broca, P.V. and De Assunção Ferreira, M. (2018) “Nursing team communication in a medical ward,” Revista Brasileira De Enfermagem, 71(3), pp. 951–958. Available at: https://doi.org/10.1590/0034-7167-2017-0208. 
Department for Digital, Culture, Media & Sport (2018) Data Protection Act 2018, Factsheet – Overview. Available at: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/711162/2018-05-23_Factsheet_1_-_Act_overview.pdf (Accessed: April 4, 2026).
Government Equalities Office (2015) Equality Act 2010: Guidance, GOV.UK. Available at: https://www.gov.uk/guidance/equality-act-2010-guidance (Accessed: April 4, 2026).
Manser, T. (2009) “Teamwork and patient safety in dynamic domains of healthcare: a review of the literature,” Acta Anaesthesiologica Scandinavica, 53(2), pp. 143–151. Available at: https://doi.org/10.1111/j.1399-6576.2008.01717.x.
NHS England (2022) How good communication skills benefit patients, service users and people affected by cancer, and those important to them., NHS England | Workforce, Training and Education. Available at: https://www.hee.nhs.uk/our-work/cancer-diagnostics/cancer-communications-resource-hub/patient/how-good-communication-skills-benefit-patients-service-users-people-affected (Accessed: April 4, 2026).
NHS England (2025) The NHS Patient Safety Strategy. Available at: https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/ (Accessed: April 4, 2026).
NHS England (2026) Medication safety. Available at: https://www.england.nhs.uk/patient-safety/patient-safety-insight/patient-safety-alerts/enduring-standards/standards-that-remain-valid/medication-safety/ (Accessed: April 16, 2026).
O’Daniel, M. and Rosenstein, A.H. (2008) “Professional communication and team collaboration,” in Patient Safety and Quality: An Evidence-Based Handbook for Nurses. Agency for Healthcare Research and Quality (US), Rockville (MD).
Rafter, N., Hickey, A., Condell, S., Conroy, R., O’Connor, P., Vaughan, D. and Williams, D. (2014) “Adverse events in healthcare: learning from mistakes,” QJM, 108(4), pp. 273–277. Available at: https://doi.org/10.1093/qjmed/hcu145.
Reeves, S., Lewin, S., Espin, S. and Zwarenstein, M. (2011). Interprofessional teamwork for health and social care. John Wiley & Sons.
Street, R.L., Gordon, H.S., Ward, M.M., Krupat, E. and Kravitz, R.L. (2005) “Patient participation in medical consultations,” Medical Care, 43(10), pp. 960–969. Available at: https://doi.org/10.1097/01.mlr.0000178172.40344.70.
World Health Organization (2023) Patient safety. Available at: https://www.who.int/news-room/fact-sheets/detail/patient-safety (Accessed: April 16, 2026).


	
	
	



image1.emf

