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Effective Communication in Mr Ahmed’s Care 
Effective communication is fundamental to delivering safe, person-centred care, particularly for individuals with complex health needs. In Mr Ahmed’s case, communication is especially important due to the effects of his stroke, language barriers, and involvement of multiple care professionals. Following a stroke, individuals may experience difficulties with speech, comprehension, and swallowing, which can limit their ability to express needs and understand information (NHS, 2023). Ineffective communication in such circumstances increases the risk of misunderstanding, reduced engagement with care, and potential harm. In Mr Ahmed’s situation, ineffective communication between care providers could contribute to errors such as the missed domiciliary visit that resulted in delayed medication.
A key communication challenge in Mr Ahmed’s care is that his first language is Bengali and he struggles with complex English. Although his wife speaks fluent English and often communicates on his behalf, reliance on family members is not considered best practice. This approach may compromise confidentiality, accuracy, and informed consent (Skills for Care, 2021). Under the Equality Act 2010, health and social care providers have a legal duty to make reasonable adjustments to ensure individuals are not disadvantaged due to protected characteristics, including race and language. In practice, this includes providing professional interpreters for important discussions such as medication changes, consent, and care planning.
Communication with Mr Ahmed should be clear, respectful, and tailored to his individual needs. This involves using simple language, avoiding medical terminology, and checking understanding regularly. Visual aids, demonstrations, and translated written information can further support comprehension. For example, providing medication instructions or care information in Bengali could help Mr Ahmed better understand his treatment and reduce the risk of confusion. Non-verbal communication, including eye contact, facial expressions, and tone of voice, is also important when verbal communication is limited (Hargie, 2017).
In addition, effective communication plays a vital role in promoting safeguarding and risk reduction within Mr Ahmed’s care. Clear and accessible communication ensures that he understands his medication regime, personal care routines, and any changes to his treatment plan. Where communication is ineffective, there is a greater risk of medication errors, missed appointments, or unmet care needs. Professionals must therefore ensure that information is shared consistently across the care team and documented accurately. By adopting inclusive communication strategies and confirming understanding, care providers can reduce risk, support informed decision-making, and empower Mr Ahmed to participate more actively in his own care, despite the challenges posed by language barriers and the effects of stroke.
The transactional model of communication is particularly relevant in Mr Ahmed’s care, as it recognises communication as a two-way process influenced by feedback, environment, and individual factors. Applying this model encourages professionals to actively listen, observe verbal and non-verbal cues, and adapt communication strategies accordingly (Arnold and Boggs, 2020). The speech and language therapist plays a key role in supporting Mr Ahmed’s communication abilities, while care staff must adjust their approach based on his responses. Effective communication with family members remains important, provided Mr Ahmed’s consent is obtained and his views remain central to decision-making. This approach promotes dignity, independence, and trust. 

Administrative Skills and Record Keeping in Professional Practice 
Good administrative skills and accurate record keeping are essential to professional practice in health and social care. In Mr Ahmed’s case, a missed domiciliary care visit resulted in his prescribed medication not being administered on time, highlighting the risks associated with poor administrative systems. Accurate documentation supports continuity of care, informed decision-making, and patient safety (Care Quality Commission, 2022). In Mr Ahmed’s case, accurate documentation of scheduled visits and medication administration could have helped prevent the missed visit that led to his medication being delayed.
Care records must be clear, accurate, timely, and factual. For example, domiciliary care workers should record each visit and medication administration in Mr Ahmed’s care records or medication administration record (MAR) chart to ensure accountability and continuity of care. This includes documenting medication administration, personal care tasks, observations, and any concerns identified during visits. Following hospital discharge, care needs may change rapidly, making effective record keeping particularly important. Failure to record or communicate changes can result in medication errors, missed interventions, or duplication of tasks, all of which place service users at risk (Department of Health and Social Care, 2021).
The Data Protection Act 2018 provides the legal framework for managing personal data within health and social care settings. It requires that information is processed lawfully, stored securely, and shared only when necessary. In Mr Ahmed’s care, information must be shared appropriately between the GP, district nurse, speech and language therapist, and domiciliary care agency to ensure safe and effective care while maintaining confidentiality. Inaccurate or incomplete records can contribute to incidents such as missed visits or delayed medication.
The Caldicott Principles further support lawful and ethical information sharing by emphasising that personal data should only be shared when justified and in the best interests of the service user (National Data Guardian, 2020). Professional standards also require practitioners to maintain accurate and contemporaneous records, as poor documentation can result in accountability concerns and compromise care quality. Effective administrative systems are particularly important during transitions of care, such as discharge from hospital to community services. Clear documentation and shared care plans reduce the risk of information loss and support safe recovery in a domiciliary care setting.
Medication Administration Records (MAR charts) are particularly important in domiciliary care settings to ensure that medications are administered correctly and documented after each visit.

Collaborative Working and Managing Multi-Agency Challenges 
Collaborative working is essential in meeting the complex needs of individuals receiving health and social care support. Mr Ahmed’s care involves domiciliary care workers, his GP, a district nurse, and a speech and language therapist, alongside informal support from his wife. Effective collaboration ensures that care is coordinated, holistic, and focused on recovery and independence (NHS England, 2022). Effective collaboration helps ensure that important information about Mr Ahmed’s care, including medication schedules and therapy recommendations, is shared promptly to maintain patient safety.
Shared care plans, regular communication, and clear documentation are key approaches to fostering effective collaboration. n Mr Ahmed’s case, a shared care plan would ensure that all professionals involved in his care are aware of his medication schedule, communication needs, and rehabilitation goals following his stroke. For example, guidance from the speech and language therapist regarding communication and swallowing must be shared with care staff supporting Mr Ahmed during meals. Similarly, updates from the district nurse regarding blood pressure monitoring and wound care should be communicated to the wider team to ensure consistency.
However, multi-agency working can present challenges, including communication breakdowns, unclear professional roles, and inconsistent documentation. The missed domiciliary care visit in Mr Ahmed’s case demonstrates how poor coordination can lead to medication errors and increased risk. This highlights the importance of clear communication between the domiciliary care agency and other members of the multidisciplinary team to ensure that care visits and medication administration occur as planned. These challenges can be addressed through defined roles and responsibilities, agreed communication pathways, and regular multidisciplinary meetings (Skills for Care, 2021). In addition, the use of shared digital record systems can further support collaborative working by enabling real-time updates across services. This reduces the likelihood of missed visits or delays in care delivery. Clear escalation procedures are also essential so that concerns, such as missed medication or changes in Mr Ahmed’s condition, are reported promptly to the appropriate professional. These structured approaches help improve accountability and ensure timely interventions.
Collaborative working relies on mutual respect and recognition of professional expertise. Each professional contributes specialist knowledge that supports holistic care. By sharing observations and concerns promptly, professionals can intervene early and prevent deterioration. Effective multi-agency working therefore improves patient safety, reduces duplication, and promotes positive outcomes for Mr Ahmed.

Conclusion 
In conclusion, Mr Ahmed’s case highlights the importance of effective communication, good administrative skills, and collaborative working in health and social care practice. Language barriers and communication difficulties following a stroke must be addressed through reasonable adjustments to ensure equality and person-centred care. Accurate record keeping and compliance with data protection legislation are essential in preventing errors and safeguarding patient safety, particularly during transitions between services. Collaborative working between professionals supports coordinated care and reduces the likelihood of incidents such as missed visits or delayed medication administration. By applying relevant legislation, policy frameworks, and professional standards, health and social care practitioners can deliver safe, respectful, and effective care tailored to individual needs. In Mr Ahmed’s situation, stronger communication and coordination between the domiciliary care agency and the wider care team could help prevent similar incidents in the future. This also reinforces the importance of accountability, continuous monitoring, and reflective practice to improve service delivery and ensure consistent, high-quality care for vulnerable individuals, while promoting trust, transparency, and better outcomes across all aspects of care provision, ultimately enhancing patient safety, supporting recovery, and improving overall quality of life within community-based care settings.
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