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A Critical Analysis of Communication, Administrative Practice and Multidisciplinary Collaboration in the Care of Mr Ahmed

Case Study Overview
Mr Ahmed is a 68-year-old man recovering from a recent stroke, which has affected both his physical functioning and his ability to communicate effectively. As a result, he requires support with daily activities and currently receives domiciliary care three times a day for assistance with personal care, medication, and meals. While this structured support is intended to maintain his independence, his ongoing health needs make him highly reliant on consistent and coordinated care delivery. 
A key complexity in Mr Ahmed’s situation is the presence of a language barrier, as English is not his first language. Although his wife frequently communicates with healthcare professionals on his behalf, this arrangement may unintentionally reduce his direct involvement in decision-making and limit how accurately his needs and preferences are understood. This raises concerns regarding autonomy, person-centred care, and the potential for miscommunication within care interactions.
Mr Ahmed’s care involves input from multiple professionals, including his GP, a district nurse, and a speech and language therapist, meaning effective coordination is essential. However, a recent missed domiciliary care visit resulted in him not receiving his medication as scheduled. Rather than representing a single isolated mistake, this incident suggests a breakdown across several aspects of care delivery, including communication, administrative systems, and team coordination. It therefore provides a useful context for critically examining how these interconnected factors influence patient safety and quality of care.

1. Introduction
Effective and adaptable communication, reliable administrative systems, and coordinated multidisciplinary collaboration are fundamental to ensuring safe and high-quality care. Research in patient safety consistently identifies that harm rarely arises from a single error; instead, it develops through a combination of system weaknesses.
Within Mr Ahmed’s situation, communication barriers increased his vulnerability, administrative systems failed to ensure continuity of care, and team coordination did not identify or correct the missed visit. Of these factors, the administrative failure had the most immediate impact and was the most preventable, as it directly resulted in missed medication.
This report critically examines how communication, administrative practice, and multidisciplinary working influence the safety and quality of care delivered to Mr Ahmed. It draws on theoretical, legal, and patient safety frameworks to evaluate how system-level factors shape outcomes in practice.

2. Importance of Effective Communication
Effective and adaptable communication plays a key role in ensuring care is both safe and tailored to individual needs, as it enables understanding, supports shared decision-making, and influences health outcomes (National Institute for Health and Care Excellence, 2021). In Mr Ahmed’s situation, communication is affected by both stroke-related impairment and limited English proficiency, creating layered barriers.
Although professional interpreter services represent best practice, availability varies significantly between settings. As a result, healthcare providers often rely on relatives to facilitate communication (Flores, 2005). While this may seem practical, it can reduce accuracy, compromise confidentiality, and limit patient autonomy. It may also prevent patients from fully participating in decisions about their care, raising ethical concerns around consent. The Equality Act 2010 requires reasonable adjustments; however, inconsistency in implementation reflects organisational constraints rather than patient need (UK Government, 2010).
Evidence from UK-based research indicates that limited access to professional interpreters in community care continues to affect patient safety, particularly for older adults with complex needs (NHS England, 2018). Where interpreter provision is inconsistent, communication relies on informal methods, increasing the likelihood of misunderstanding and reducing patient involvement. This reinforces the need for services to adapt to linguistic diversity rather than expecting patients to adjust to existing systems.
The Shannon and Weaver model shows how interference within communication can disrupt understanding (Shannon and Weaver, 1949), although its linear structure does not fully account for cultural and contextual complexity. The Transactional Model provides a more dynamic perspective, yet still underrepresents structural pressures such as time constraints and staffing limitations (McCabe and Timmins, 2013).
From a Human Factors perspective, communication breakdown is highly significant but less directly preventable than administrative failure. Addressing it requires system-level adaptation rather than isolated interventions. Person-centred approaches, including the use of alternative communication methods and checking understanding, are therefore essential (McCormack and McCance, 2017).

3. Importance of Good Administrative Practice
Safe care delivery depends heavily on the effectiveness of underlying administrative systems. In Mr Ahmed’s situation, the missed visit represents the most direct and preventable failure.
Reason’s model illustrates how gaps across different layers of a system can combine in ways that allow errors to pass through and result in harm (Reason, 2000). In community care settings, safeguards are often less robust due to fragmented structures, increasing reliance on individual responsibility.
From a Human Factors perspective, this incident reflects system design failure rather than individual negligence. Processes such as scheduling, record-keeping, and escalation procedures are intended to reduce the likelihood of missed visits. The Care Quality Commission (2022) identifies missed visits as a recurring safety issue in domiciliary care, indicating a disconnect between policy expectations and what happens in practice.
The Nursing and Midwifery Council (2018) emphasises the importance of accurate and timely documentation, while the Data Protection Act 2018 sets out the legal framework for how personal information should be collected, used, and protected in practice (UK Government, 2018). However, uncertainty around information sharing can disrupt coordination between professionals.
The NHS Patient Safety Strategy promotes system-based approaches to reducing harm (NHS England, 2019). Despite this, incidents such as missed visits continue to occur, suggesting that implementation remains inconsistent.
Crucially, preventing harm depends less on individual performance and more on how consistently systems are designed to anticipate and mitigate failure. Among all contributing factors, administrative failure had the greatest immediate impact and was the most preventable.




4. Impact of Multidisciplinary Collaboration on Patient Care
Managing complex care relies heavily on effective multidisciplinary collaboration. When functioning well, teams enable coordinated care, shared responsibility, and early identification of risk.
However, teamwork can be compromised when communication systems are weak or roles are unclear. In complex care environments, responsibility may become diffused, increasing the likelihood of missed actions.
Research in patient safety consistently identifies communication breakdowns within teams as a leading cause of adverse events (Vincent, 2010). From a Human Factors perspective, errors are rarely the result of individual negligence but arise from systems that fail to support effective coordination. In Mr Ahmed’s situation, the absence of a clear escalation or checking process allowed the missed visit to go unnoticed, showing how system design directly influences team performance.
Looking across the case as a whole, it becomes evident that administrative failures, communication barriers, and teamwork gaps are interdependent rather than isolated issues. Administrative systems created the initial risk, communication barriers increased vulnerability, and multidisciplinary failures allowed harm to occur.
A key insight from this is that even well-intentioned professionals cannot compensate for poorly designed systems, reinforcing the need to prioritise organisational reliability over individual vigilance.

5. Conclusion
Overall, the findings indicate that communication, administrative practice, and multidisciplinary collaboration are closely interconnected and collectively influence patient safety. However, their impact is not equal.
The most significant and preventable failure in Mr Ahmed’s situation was administrative, as it directly resulted in missed medication. Communication barriers increased vulnerability, while multidisciplinary weaknesses allowed the error to remain undetected.
This reflects widely recognised principles within patient safety literature, which emphasise that harm arises from interacting system failures rather than isolated mistakes.
Three priorities emerge. First, strengthening administrative systems would have the greatest immediate impact on safety. Second, improving access to professional interpreter services would enhance communication and support patient autonomy. Third, strengthening multidisciplinary coordination would provide an additional safeguard against error.
At a broader system level, applying Human Factors principles and system-based approaches is essential to improving care quality. Unless underlying system issues are addressed, improvements are likely to remain constrained.
This case also highlights the importance of adapting my own communication approach in practice, recognising that effective care requires flexibility, cultural awareness, and active efforts to ensure that all patients can participate meaningfully in decisions about their care.
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