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Introduction: 
Mr Ahmed is 68-year-old man who was recently discharged from hospital after experiencing a stroke. Following his discharge, he now lives with his wife in a ground floor flat and receives support from a domiciliary care agency three times a day to assist with personal care, medication, administration, and meal preparation. Because of the stroke, Mr Ahmed requires ongoing support from a multidisciplinary team that includes his GP, a district nurse who monitors his blood pressure and wound care, and a speech and language therapist who helps improves his communication and swallowing. Mr Ahmed’s first language is Bengali and although he understands some English, he finds complex conversations difficult, which may affect how he understands medical advice and communicates with healthcare professionals. Recently, a missed home visit from the care agency meant he did not receive his medication on time, raising concerns about the quality, safety, and coordination of his care.

Conclusion:
Mr Ahmed’s case shows how important communication, administrative skills, and collaboration are in health and social care. Because Mr Ahmed’s first language is Bengali and he struggles with complex English, clear communication between professional, Mr Ahmed, and his care and treatment. Good administrative skills are also important to keep accurate records, organise visits, and ensure medication is given on time. The missed home visit show how poor administration can affect a patient’s health. In addition, collaboration between the multidisciplinary team, including the GP, district nurse, speech and language therapist, and care agency, helps ensure Mr Ahmed receive coordinated and effective care. Overall, strong communication, organisation, and teamwork help improve Mr Ahmed’s safety, wellbeing, and recovery after his stroke. 



Section 1: Effective Communication 
Effective communication is essential in health and social care because it ensure that patients receive safe, person- centred care. In the case of Mr Ahmed, communication is particularly important because he has recently experienced a stroke and has limited understanding of complex English. Clear communication between Mr Ahmed, his wife, and the multidisciplinary team helps ensure that his needs, treatment plans, and medications are understood and followed correctly. The recent missed home visit, which resulted in delayed medication, highlights how communication failures can directly affect patient safety.
Language barriers can significantly affect the quality of care. Since Mr Ahmed’s first language is Bengali, healthcare professionals must adapt their communication to ensure understanding. This may include using simple language, speaking slowly, and confirming understanding through feedback. Cultural sensitivity is also important, as respecting Mr Ahmed’s cultural background can help build trust and improve engagement with care. 
Professional interpreters should be used where necessary to ensure accurate communication rather that laying solely on family members. Interpreters help prevent misunderstanding, particularly when discussing medication instructions or health conditions. Visual aids, such as pictures, diagrams, or written information in Bengali, can also support communication and help Mr Ahmed better understand his care plan. 
Healthcare professionals must also follow legal responsibilities under the Equality Act 2010, which requires services to make reasonable adjustments, so individuals are not disadvantaged due to language, disability, or cultural differences.
A useful communication framework is the Shannon-Weaver communication model, which highlights how messages are sent, received, affected by ‘noise’ such as language barriers or health conditions. In Mr Ahmed’s case, language differences and post-stroke communication difficulties may distort the message. Using interpreters, visual aids, and clear feedback can reduce this ‘noise’ and ensure the message is understood correctly.
Overall, effective communication improves patient safety, supports equality, and ensures Mr Ahmed receives appropriate, culturally sensitive care. 

Section 2: Administrative Skills & Record Keeping
Accurate documentation is essential in Mr Ahmed’s case because several professionals and services are involved in his care, this domiciliary care agency, GP, district nurse, speech and language therapist, and his wife as an important informal carer. When records are clear, timely, and accurate, each person can see what care was delivered, what was missed, what risks exist, and what action is needed next. That is especially important after a stroke, where missed medicines, swallowing concerns, blood pressure monitoring, or communication difficulties can quickly affect safety. The NMC code says practitioners must keep ‘clear and accurate records’ complete them at the time or as soon as possible after an event, and record risks or problems and the step taken to address them. 
Good documentation support continuity of care. In this scenario, Mr Ahmed has limited English and may struggle with complex conversations, so written records become even more important to make sure his needs, preferences, communication needs, and changes in condition are understood consistently by all staff. Accurate notes can record that Bengali is his first language, whether an interpreter is needed, how best to communication with him, and whatever his wife has shared relevant information on his behalf. Without this, professionals may take unsafe assumptions, misunderstand his symptoms, or fail to gain valid consent in a way he can understand. 
Documentation is also a patient-safety tool. The missed home visit and delayed medication show why records matters, they create an audit trail of whether staff attended, what it was omitted, who was informed, and what follow-up was arranged. This helps the team respond quickly, investigate incidents properly, and reduce the chance of the same thing happening again. CQC Regulation 17 requires providers to maintain securely an ‘accurate, complete and contemporaneous record’ for each services user, including the care and treatment provided and decisions made about the care. 
Accurate record keeping is also a legal and professional requirement under data protection law. Under the UK GDPR accuracy principle, reflected in the Data Protection Act 2018 framework, organisation must take reasonable steps to ensure personal data is accurate, keep the source and status of information clear, and correct inaccurate if it is incorrect or misleading as to any matter of fact. In practice, that means records about Mr Ahmed’s medicines, diagnosis, visits, wound care, and communication needs must be factual, current, and corrected promptly if wrong.
The Caldicott Principles are relevant because Mr Ahmed’s care depends on sharing confidential information appropriately across agencies. These principles require staff to justify the purpose for using confidential information, use only what is necessary, limit access on a need-to-know basis, ensure everyone understands their responsibilities, comply with the law, and remember that sharing information for individual care can be as important as protecting confidentially. The eighth principle also emphasises informing patients and service users about how their confidential information should be shared safely between the care agency, GP, nurse, and therapist so Mr Ahmed receives coordinated care, but only the minimum relevant information should be shared, and it should be done securely.
The risks of poor record keeping are serious. The first is direct harm to the person receiving care. Missing or incomplete notes can lead to missed medicines, duplicated doses, unmanaged wounds, failure to monitor blood pressure, unsafe swallowing management, and delayed escalation of deterioration. For Mr Ahmed, poor records could increase the risk of another stroke, aspiration, infection, or hospital readmission.

A second risk is communication failure between professionals. If one service does not document a missed visit, a change in symptoms, or a safeguarding concern, other team members may assume everything is stable. In multidisciplinary care, poor documentation breaks continuity and can leave key decisions based on guesswork rather than evidence.

A third risk is loss of accountability. Records should show who did what, when, and why. If notes are vague, late, altered improperly, or missing, it becomes hard to investigate incidents fairly or learn from mistakes. In Mr Ahmed’s case, the investigation into the missed visit depends on accurate records of scheduling, attendance, medication administration, reporting, and escalation.
A fourth risk is breach of confidentiality and data protection. Poor record keeping is not only about missing information; it can also mean storing too much, sharing it inappropriately, or leaving it insecure. That could breach the Data Protection Act 2018 and conflict with Caldicott Principles around lawful, necessary, proportionate, and secure use of confidential information.  

A fifth risk is professional and organisational consequences. Poor records can lead to complaints, safeguarding concerns, failed inspections, disciplinary action, and loss of public trust. For regulated services, CQC uses Regulation 17 to assess whether records are accurate, complete, secure, and up to date, and poor governance in record keeping may contribute to enforcement action. For nurses and midwives, poor documentation may also amount to a breach of the NMC Code.  

Overall, accurate documentation matters because it protects Mr Ahmed’s safety, supports person-centred and coordinated care, enables lawful information sharing, and provides evidence of accountability. In a complex community case like this one, records are not just paperwork; they are a core part of safe practice.



Section 3: collaborative working 
Multi-agency collaboration is very important in Mr Ahmed’s case because his needs are complex and cannot be met safely by one professional or service working alone. Following a stroke, he requires support with personal care, medication, blood pressure monitoring, wound care, communication, swallowing, and daily living. His care involves a domiciliary care agency, GP, district nurse, speech and language therapist, and his wife as an informal carer. When these people work together, care is more coordinated, consistent, and person-centred. This reduces the risk of gaps, duplication, errors, and avoidable harm.

Collaboration is especially important because Mr Ahmed has communication difficulties. Bengali is his first language, he understands only some English, and he struggles with complex conversations. This means professionals must work together to make sure information is understood correctly, that communication is adapted to his needs, and that his wishes are not lost between services. His wife plays a key role in helping professionals understand him, but the team must still ensure that Mr Ahmed remains central to decisions about his care.

One major benefit of multi-agency working is continuity of care. For example, if the district nurse notices a change in Mr Ahmed’s wound or blood pressure, this information may need to be shared with the GP and the domiciliary care team. If the speech and language therapist identifies swallowing difficulties, carers preparing meals need to know what diet consistency is safe. If medication is changed by the GP, the care agency must be informed quickly so medicines are administered correctly and on time. In this way, collaboration helps prevent fragmented care.

A shared care plan is one of the most effective approaches to support multi-agency collaboration. A shared care plan is a single, up-to-date record of Mr Ahmed’s needs, goals, risks, treatments, communication needs, and responsibilities of each professional involved. It should include details such as his stroke history, current medications, wound care needs, blood pressure monitoring, dietary or swallowing recommendations, preferred language, and who to contact if concerns arise. This helps ensure that all professionals are working toward the same goals and following the same guidance. It also reduces confusion about roles and responsibilities.

Regular communication is another key approach. Professionals should communicate routinely through phone calls, secure emails, documented handovers, review meetings, and timely updates to records. For Mr Ahmed, regular communication would help ensure everyone knows about missed visits, medication concerns, changes in health, or new risks. For example, after the missed home visit, effective communication between the care agency, GP, and nursing team would be essential to assess the impact, take immediate action, and prevent recurrence.

Multi-disciplinary review meetings can also strengthen collaboration. These meetings allow professionals to discuss progress, share concerns, review outcomes, and adjust the care plan. In Mr Ahmed’s case, such meetings could include discussion of his recovery after stroke, his communication progress, medication adherence, wound healing, and whether current support is adequate. His wife should be involved where appropriate, and communication support or interpretation should be considered so that Mr Ahmed’s own voice is included as much as possible.

However, multi-agency collaboration can face several challenges. One common challenge is poor communication between services. Different organisations may use different systems, work to different schedules, or fail to pass on important updates promptly. This can lead to misunderstandings, delays, or omissions in care. In Mr Ahmed’s case, poor communication could result in missed medicines, inconsistent advice, or a failure to respond quickly to health concerns.

Another challenge is unclear roles and responsibilities. When many professionals are involved, staff may assume someone else has completed a task or followed up a concern. This is particularly relevant in the incident involving the missed care visit. If responsibilities are not clearly defined, accountability becomes weak and patient safety is put at risk.

Confidentiality and information sharing can also create barriers. Professionals may hesitate to share information if they are unsure about consent or data protection rules. However, safe and lawful information sharing is necessary for effective care. Staff need to understand that relevant information can and should be shared on a need-to-know basis to support direct care, while still respecting confidentiality.

Language and cultural differences may create additional barriers in this case. Because Mr Ahmed does not fully understand complex English, there is a risk that information may be misunderstood or that decisions are made without his full involvement. Relying only on family members to interpret can sometimes create gaps or inaccuracies, so professional interpreters or culturally sensitive communication strategies may be needed.

To overcome these challenges, several strategies are useful. First, there should be clear documentation and a shared care plan accessible to the relevant team members. Second, communication pathways should be agreed, including who must be informed about medication changes, missed visits, or deterioration in health. Third, each professional’s role should be clearly defined so there is no confusion about responsibilities. Fourth, staff should receive training in communication, record keeping, safeguarding, and lawful information sharing. Finally, care should remain person-centred by actively involving Mr Ahmed and his wife, using interpreters or simplified communication where needed.

Overall, multi-agency collaboration is essential to provide safe, effective, and coordinated care for Mr Ahmed. Shared care plans, regular communication, and joint reviews help ensure that all professionals work together to meet his needs. Although challenges such as poor communication, unclear roles, confidentiality concerns, and language barriers may arise, these can be reduced through clear systems, mutual accountability, and person-centred practice.
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