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 Introduction
                           This case study examines the multidisciplinary management and transitional care of Mr. Ahmed, who was recently discharged following stroke treatment. Mr. Ahmed presents with significant clinical complexity, specifically regarding impaired communication and swallowing difficulties, necessitating a coordinated rehabilitative approach. His post-discharge care involves a core team comprising a General Practitioner (GP), a district nurse, and specialist speech and language therapy sessions aimed at improving his functional outcomes and safety. However, the continuity of this care was recently compromised by a missed home visit, an incident that resulted in Mr. Ahmed failing to receive his prescribed medication. This failure highlights critical vulnerabilities in the integrated care pathway and raises serious concerns regarding patient safety and medication adherence. By evaluating the interaction between healthcare providers and the impact of the service delivery gaps, this report explores the challenges of managing complex stroke recovery within a community setting and the implications of systemic communication failures.                 

2. Importance of effective communication
                            Effective communication is the cornerstone of high-quality, person-centred care, particularly for individuals like Mr. Ahmed, who faces the dual challenge of post-stroke dysphasia and dysphagia. In his case, the recent medication error-stemming from a missed domiciliary visit-highlights a breakdown of the multidisciplinary team (MDT) framework. This report explores the importance of robust communication strategies and the application of the Equality Act 2010 in safeguarding his recovery. For Mr. Ahmed, communication is not merely about exchanging information, it is a clinical necessity. Stroke- related communication barriers often lead to “diagnostic overshadowing”, where a patient’s physical needs are neglected because they cannot articulate them (Horton et al.,2012). 
Effective communication ensures that the GP, district nurse, and speech and language therapist operate as a cohesive unit. When information regarding home visits or prescription changes is unconnected the risk of adverse events, such as the mis prescribed medication Mr. Ahmed experienced, increases significantly. To bridge this gap, health care professional should adopt the SBAR (Situation, Background, Assessment, Recommendation) communication model. While often used between clinicians, its structured approach ensures that critical updates-liked a missed visit-are escalated immediately to the GP and the family. Furthermore, when interacting directly with Mr. Ahmed, practitioners must use “total communication” techniques, incorporating visual aids, gestures, and simplified syntax to compensate for his complex speech needs. Integrating the Equality Act 2010 is vital in this context. The act mandates “reasonable adjustment” to ensure that individuals with disabilities are not disadvantaged. For Mr. Ahmed, this means providing information in accessible formats to accommodate stoke-related impairments. Additionally, while his wife is fluent in English, the act emphasises that the service user themselves must be empowered. Professional must does not bypass Mr. Ahmed by only speaking to his wife, doing so undermine his autonomy and violates the principle of dignity. According to Norbury (2020), inclusive communication involves recognising the power imbalance in clinical settings and actively adjusting one’s style to facilitate the patient “voice”, regardless of their physical ability to speak. The failure in MR. Ahmed medication management underscores the danger of fragmented communication. By adhering to the Equality Act 2010 and employing structured communication tools, the MDT can ensure that care is not only safe but also equitable. Proactive engagement with both Mr. Ahmed and his wife ensures that the family remains a partner in care rather than a bystander to clinical errors.  

3. Importance of good administrative skills 
                                 Good administrative skills are fundamental to patient safety, particularly during complex discharge processes following a stroke. In the case of Mr. Ahmed, who suffers from swallowing difficulties and complex communication deficits, a missed visit resulting in a delayed prescription highlights how poor administrative coordination disrupts patient care, delays rehabilitation, and threatens recovery. Effective stroke discharge is not a merely clinical activity but a logistical process reliant on strong administration. Accurate documentation, timely-comprising GP’s nurses, and speech therapies-to provide continuous care (RCNi,2012). While the wife is fluent in English and provides daily care, administrative failures, such as a missed visit, place undue burden on caregivers and cause potentially catastrophic delays in medication (RCNi,2012). Such failures demonstrate that administrative efficiency is a core component of person- centred care. Timely access to prescriptions for secondary stroke prevention is crucial, and administrative lapse directly impede this, raising the risk of readmission (PMC, 2025). Therefore, professional practice must prioritise meticulous administration to support successful home transition and optimise long-term health outcomes for stroke patients (PMC, 2025). And effective record -keeping is critical for continuity of care in stroke cases, particularly when managing complex dysphagia and communication needs. Under the DATA PROTECTION ACT 2018 (DPA) and UK General Data Protection Regulation (GDPR), patient information must be accurate, secure, and lawfully shared among the multidisciplinary team (MDT), including GP’s, nurses, and speech language therapists (SLT), ensuring compliance with the principle of accountability (NHS England, 2024). For Mr. Ahmed, who struggles with swallowing and complex conversations, record must clearly document SLT risk-feeding guidelines to prevent aspiration pneumonia, a high-risk complication during discharge (RCSLT, 2026). The missed visit leading to delayed prescription indicates a breakdown in information sharing and record keeping. The Health and Social Care Act 2012 necessitates that information follows the patient across services, including the daily carer. Furthermore, the Mental Capacity Act 2005 ensures that if Mr. Ahmed ‘s stroke has affected his comprehension, records must reflect best interest decisions made regarding his medication and care routines. Proper record keeping ensures that the wife, as a key carer, is informed while adhering to confidentiality, avoiding the risks outlined by the Care Quality Commission regarding poorly coordinated care (Digital Care Hub 2024). Accurate, contemporaneous documentation of medication changes in a shared digital system is necessary to prevent future failures.   

4. Importance of working collaboratively
                                 Collaborative working among the Multidisciplinary team (MDT) comprising GP, nurses, speech and language therapists (SLT), and agency carers, is vital for Mr. Ahmed safe discharge following a stroke, particularly given his complex swallowing and conversation difficulties. Effective communication reduces medication delays, which are critical for preventing recurrent strokes (Frontiers, 2023). The missed visit resulting in a delayed prescription highlights a breakdown in continuity, which can be mitigated by establishing a clear, shared discharge plan that includes the wife to ensure 24 hour safety and monitoring (Carers Trust, 2023).STL input is crucial for safety managing dysphagia, while regular GP ,and nursing communication ensures daily care needs are met. Collaborative care prevents failed discharges, and ensure that all care prevents failed discharges, reduces unnecessary readmissions, and ensures that all care providers, including the agency, align with the rehabilitation goal set by the specialists, thus improving Mr. Ahmed’s functional outcome and safety at home. Effective multi- agency working for Mr. Ahmed’s discharge requires a coordinated approach to mitigate risks from complex dysphagia and communication needs. Fostering collaboration is best achieved through “Discharge to Assess” models, allowing community team (GP, speech and language therapy (SLT) to engage early and establish shared care protocols, reducing hospital - to - home transfer delays (Local Government Association, 2023). To address communication barriers, utilizing a “trusted assessor” model, where a single professional assesses needs to avoid duplications, and implementing digital platforms can improve information sharing (Local Government Association, 2023). The missed carer visit highlights a common breakdown in care continuity, this is overcome by using Multi Agency Discharge Events (MADE) to identify and rectify obstacles (NHS England, 2016). Involving Ahmeds wife, fluent in English, as an active partner in care planning enhances adherence to safe swallowing protocols (Local Government Association, 2023). Finally, formalizing communication via daily multidisciplinary team (MDT) and prompt documented medication reviews by the GP addresses urgent, medication – related safety issues (Norfolk Safeguarding Adults Board,2023).                     
                   
 Conclusion
                                 In conclusion, Mr. Ahmed’s discharge following a complex stroke involving dysphagia and communication difficulties underscores the critical need for continuous, multi-agency collaboration. While his wife English fluency provided a vital link for information transfer, the missed carer visit and subsequent delayed medication highlight a critical vulnerability in the care pathway. Effective discharge necessitates more than just clinical stability. It requires robust communication between the multi-disciplinary team (MDT) including speech therapy, nurses, and the GP- and community support services. The incident emphasizes that when a complex swallowing and communication needs are present, fragmented handover directly impacts safety. Future management must prioritise proactive scheduled communication with home care agencies to prevent such delays. Ultimately, this case highlights that an interdisciplinary approach, where the wife is treated as a partner in care, combined with proactive multi- agency working, is essential to minimise risks and ensure safe, continuous rehabilitation at home.
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