BMAH4003 Case Study

Mr Gareth Williams is a 78-year-old widower who lives alone in a rural community in Carmarthenshire, Wales. He has recently been discharged from hospital following a fall that resulted in a fractured hip. Mr Williams has several long-term health conditions, including Type 2 Diabetes, Chronic Obstructive Pulmonary Disease (COPD), and mild vascular dementia.
Before his hospital admission, Mr Williams was largely independent, although he received occasional support from his daughter, who lives 30 miles away and works full-time. Following his discharge, concerns have been raised about his ability to live independently and manage his daily activities safely.
A multidisciplinary team meeting has been arranged involving:
· A Social Worker
· District Nurse
· Occupational Therapist
· Physiotherapist
· GP
· Community Mental Health Nurse
· Representatives from a local third-sector organisation providing befriending services
An initial assessment identified the following issues:
· Difficulty managing medication.
· Increased risk of falls within the home.
· Feelings of loneliness and social isolation.
· Memory difficulties affecting daily living.
· Financial concerns regarding the cost of care and support services.
· Difficulty attending appointments due to limited public transport.
The local authority has completed a Care and Support Needs Assessment and identified that Mr Williams requires a package of support. Funding options are being explored through local authority social care services and healthcare provision. The professionals involved need to ensure that support is coordinated effectively and complies with relevant legislation and safeguarding requirements.
As the case is based in Wales, the team must also consider Welsh Government policy and legislation when planning and delivering services.

