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Improving Safety and Continuity of Care after Hip Replacement: Communication, Administration and Multi-agency Collaboration in the Care of Mrs Mann
Introduction
Mrs Mann is a 72-year-old recently discharged female who underwent hip replacement surgery. The patient is living alone, has domiciliary services twice a day, and is not proficient in English, speaking Urdu as her native language. Her daughter offers informal care and contacts with medical workers. Although multidisciplinary involvement was observed, there were concerns about inconsistent documentation and a slow medication adjustment, which indicated the weaknesses in communication, record-keeping, and care coordination. In this paper, the author believes that ineffective communication, poor administrative practices and fragmented multi-agency working are direct issues that undermine patient safety and recovery outcomes. It argues that risk and continuity of care can be greatly minimised using person-centred communication methods, effective and legal record-keeping mechanisms and well-organised interprofessional collaboration. It uses applicable UK laws and policies, such as the Equality Act 2010, the Data Protection Act 2018, the NHS Accessible Information Standard, NICE guidelines on joint replacement and Care Quality Commission (CQC) and Professional Records Standards Body (PRSB) standards, in a critical analysis of the care provided to Mrs Mann.
Section 1: Effective Communication
The key to safe and person-centred care is effective communication, which is especially important in the case of Mrs Mann. Her poor level of English, coupled with the presence of a number of professionals engaged in her post-operative care, posed a great threat of misinterpretation, disjointed information delivery and slow clinical decision-making. The fact that these communication needs were not met in an appropriate manner also led to the delayed medication adjustment and shows how communication failures can directly harm patient safety and recovery.
Mrs Mann speaks Urdu as her mother tongue, and the proactive means of providing available information and relevant interpretation are needed. The NHS Accessible Information Standard imposes a distinct responsibility on the health and social care providers to diagnose, document, highlight, transmit and fulfil the demands of individuals in terms of communication in a steady way (NHS England, 2025). The absence of these measures enhances the risk of mistakes, lack of interest and dissatisfaction with the treatment. Although family members, including the daughter of Mrs Mann, may help to gain an understanding, it is not recommended to rely on relatives to communicate clinical information because of the risks associated with accuracy, consent and confidentiality. The reasonable adjustments that will facilitate communication are also enhanced by the revised NHS equality guidance that is related to the Equality Act, and it underlines that it is the legal and ethical duty to avoid disadvantage caused by the language barriers (NHS England, 2025).
In this case, a two-way communication strategy should be used. The personalised communication approach will make sure that the details regarding medication, rehabilitation ambitions and recuperation expectations are presented in a manner that is sensitive to the cultural background, inclinations and understanding of Mrs Mann (Kwame and Petrucka, 2021). It has been proven that person-centred practices enhance trust, shared decision-making and treatment adherence, especially in older adults with complex needs (Halamová et al., 2025). Simultaneously, the SBAR (Situation–Background–Assessment-Recommendation) framework offers a professionalised approach to professional handovers between domiciliary care providers, the GP and the community physiotherapist. SBAR is demonstrated to decrease the information loss during care transfers and potentially identify medication issues at an earlier stage, avoiding unnecessary delay (Pinto et al., 2024).
The connection between language barriers and patient safety is long known. The recent data have shown that limited-English proficiency correlates with increased adverse events, medication errors, with worse health outcomes (Twersky et al., 2024). These risks can be greatly mitigated by the planned use of trained interpreters and written material in translated form.
Practically, it may be possible to enhance communication through the Accessible Information Standard in all contacts, having trained interpreters to discuss clinical matters, using SBAR in every handover, and recording the communication preferences of Mrs Mann in her care records so that continuity across services is ensured (NHS England, 2025; Shrivastava et al., 2025).
Section 2: Administrative Skills and Record-Keeping
Patient safety, continuity of care and professional accountability are essential to effective administrative practice and accurate record-keeping. The incomplete and inconsistent documentation in the case of Mrs Mann resulted in major information gaps that slowed down the process of making changes to medications and created confusion with the responsibility assignments between professionals. These malfunctions directly threaten the well-being of patients and do not meet the anticipated legal and professional standards in the UK health and social care.
The statutory responsibility of health and social care providers is to ensure that their records are accurate, up to date, clear and accessible to the authorised professionals. The UK GDPR and Data Protection Act 2018 state that personal health information should be handled in a manner that is lawful, safe and shared to facilitate the provision of safe care (NHS England, 2024). Simultaneously, the Care Quality Commission (CQC) and the Professional Records Standards Body (PRSB) establish articulate anticipations of contemporary, person-centred and integrated record-keeping across services (Care Quality Commission, 2024). The fact that documentation in relation to medication changes and physiotherapy input is missing in the case of Mrs Mann indicates that they did not achieve these standards, which raises the chances of being overlooked when transferring care.
Poor documentation is closely related to medication discrepancies, mostly after discharge from the hospital. Recent findings suggest that imprecise or unavailable drug histories and late updates in care records are the primary factors that contribute to high medication errors, adverse events and readmission among older adults (Park et al., 2024). In the case of Mrs Mann, there was no effective sharing of documentation, which led to no professional being in a clear position of medication responsibility, leading to delayed clinical response and unnecessary risk.
Organised online solutions will provide a platform for enhancing accountability and continuity of information. Interprofessional discharge planning and electronic care record systems evidence shows that documentation errors have decreased and that hospital and community services have become more coordinated (Chance et al., 2024). Mrs Mann would receive a standardised, shared digital care summary that would facilitate getting consistent access to medication updates, rehabilitation plans and communication needs across agencies.
In order to reinforce the practice, the sections of About me and communication needs must be filled according to the PRSB and CQC directions (CQC, 2023). Pharmacy input to standardised medication reconciliation during discharge, including providing domiciliary care providers with updated medication administration records, is in line with NICE best practice (NICE, 2016). Safe and responsible practice would also be ensured by regular audits and the supervision of domiciliary care records, which would be supported by the use of escalation prompts to identify missing critical information.


Section 3: Working Collaboratively with Other Professionals
There should be effective, responsible multi-agency collaboration needed to provide safe rehabilitation and medication management of older adults after their discharge. The case with Mrs Mann implies that the care was provided by several professionals, such as the GP, physiotherapist, domiciliary care staff, and her daughter, but the lack of clear coordination and joint responsibility led to the delayed clinical action. Guidance on joint replacement and post-operative rehabilitation by NICE focuses on the use of a multidisciplinary team, early supported discharge and effective handover to achieve a speedy recovery and to avoid complications (NICE, 2016). Follow-up on medication changes and rehabilitation plans could have been made timely with the help of a designated care coordinator or explicit transfer of responsibility at the discharge point.
There are a number of obstacles that often destroy effective collaborative working within a community set-up. Disjointed record systems, time constraints, lack of clarity in escalation channels and communication obstacles associated with language and culture are all barriers to information and accountability (Geese & Schmitt, 2023). Recent scoping reviews have shown that the safe transition of older adults to professionals occurs in settings where professionals are guided by a structured interprofessional model that promotes continuity and shared decision-making (Sehatkarlangrodi et al., 2025). Such practical strategies as a common shared care summary, planned multidisciplinary team (MDT) meetings, and assigning a named lead professional to coordinate efforts are used.
Structured discharge planning and interprofessional electronic tools have been shown to positively affect the outcomes. Recent implementation studies show a decrease in medication errors, length of stay and unplanned readmissions with the use of coordinated discharge systems (Hirani et al., 2025). Although these methods demand organisational investment, patient safety, efficiency, and quality of care are more beneficial than the costs of these methods. In the case of Mrs Mann, joint practice might be reinforced by the introduction of a designated coordinator, weekly MDT briefings in the first post-discharge weeks, and regular utilisation of SBAR models to facilitate the timely continuum between practitioners.
Conclusion
The case of Mrs Mann illustrates the role of language-sensitive and person-centred communication, correct and legal record-keeping, and multi-agency cooperation as interdependent protective measures in the safe recovery of patients after hospital discharge. Any failure in any of the areas enhances the chances of medication error, postponed intervention and preventable harm. The suggested practical steps, such as a consistent implementation of the Accessible Information Standard, organised SBAR handovers, effective medication reconciliation and appointment of a named care coordinator, provide a realistic and evidence-based solution to the issue of continuity, patient autonomy, and rehabilitation outcomes. These interventions must be followed by continuous audit, quality improvement processes to guarantee long-term enhancement by monitoring communication incidences, documentation completeness, and post-discharge medication-related events.
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