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HOW TO USE THIS BOOK

Case studies in healthcare are a great way to improve education by bringing learning to life. They
are powerful and effective learning strategies. By bringing real world problems into student learning,
case studies invite active participation and innovative solutions to problems. As students work
together to discuss the cases, they can apply clinical reasoning when responding to the health and
wellbeing of the people in each case study.

This book consists of case studies that encourage creative problem-solving, higher-order critical
thinking, promote learner involvement, and immediate use of newly acquired knowledge and skills.
While these case studies are all fictional, some are inspired by true stories. The authentic contexts
are designed to expose students to various viewpoints from multiple sources and help them
understand why people may have different health outcomes.

This book was designed to facilitate an integrated approach to a new Bachelor of Nursing
curriculum, underpinned by a transformative, place-based approach to learning. The case studies
draw from our creative faculty team’s extensive professional clinical experiences, forming a series of
part, each introducing a fictional family. Each part includes a series of case studies about the family
members. Alongside each case study are questions requiring students to analyse data to reach a
conclusion. Each case study is informed by current evidence and educational practice knowledge.
Thinking points encourage students to consider broader implications, stretching their thinking about
how policies or other resources might be considered and applied. Students can explore their role,
as well as how their clinical interventions are underpinned by professional values and practice
requirements by professional and/or registering bodies.

The case studies in this book offer opportunities for various healthcare disciplines to develop or
adapt questions to meet their needs. They can be used as a toolkit for planning and delivering
education and training to support student learning. The case studies can supplement lectures,
tutorials, or assigned readings and in small groups, these case studies can facilitate collaborative
communities of practice, promoting problem-solving skills and communication.

Case studies are valuable for developing interprofessional practice. When students from various
health disciplines work together to explore a case, they will work through different opinions,
methods, and perspectives, learning about, with, and from each other.

These case studies can also be used beyond problem-solving. Students can be asked what they
might do in a similar situation and think about what could have been done differently.

Acknowledgments

The development of this open education resource would not have been possible without the work
done by the authors and our colleagues, families, friends, students, and the people we have cared
for who inspire us. We would also like to thank our incredible team of Southern Cross University
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librarians for their support and guidance throughout this project. Thank you to the copyeditor, who
provided valuable feedback and advice to ensure we delivered a book structured for readability,
and many thanks to our peer reviewers, who ensured our case studies were contemporary and
appropriate for practice.

I wondered how this was created,

Then I remember the many hours spent,

In deep discussion, debate, and contemplation,

Through a myriad of life’s confronting moments,

The inspiration to create together, we persevered,

And words danced across our blank screens,

A tapestry of nursing expertise and wisdom,

Shared to inspire a new generation.

~Poem by Jennene Greenhill~
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ACCESSIBILITY STATEMENT

Accessibility features of the web version of this
resource

The web version of this resource has been designed with accessibility in mind by incorporating the
following features:

• It has been optimised for people who use screen-reader technology:
◦ all content can be navigated using a keyboard
◦ links, headings, and tables are formatted to work with screen readers
◦ images that convey information have alt tags

• Information is not conveyed by colour alone.

Other file formats available

In addition to the web version, this book is available in a number of file formats including PDF and
EPUB (for eReaders). Select a file format from the ‘Download this book’ drop-down menu on the
book homepage.

This accessibility statement is adapted from the BCcampus Accessibility Toolkit, which is

licensed under a Creative Commons Attribution 4.0 licence.
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VERSIONING

This page provides a record of changes made to this resource. Each set of edits is acknowledged
with a 0.1 increase in the version number. The downloadable export files for this resource reflect the
most recent version.

Version Date Change
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GLOSSARY OF ICONS

An A-Z list describing the icons used throughout this book.

Cardiovascular

Case studies

Clinical reasoning

Cultural safety

Endocrine

Evidence-based practice

Infection prevention and control

Introduction

L – Legal
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Medication safety

Mental health

Musculoskeletal

Neurological

Objectives

Person-centred care

Preventing, minimising and responding to adverse events

Reflective practitioner

Reproductive

S – Social

Self care and resilience
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Summary

T – Technology

Teamwork and collaborative practice

Therapeutic communication

Thinking point
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1.1 INTRODUCTION TO THE CALOS-CLARK
FAMILY

Jennene Greenhill and Anna Foster

Family genogram

Calos-Clark family genogram

Introduction to family and community

This part provides a series of case studies about an older gay couple, named Jay and Giani. They
moved to northern New South Wales soon after they met to establish a lifestyle that suits their
values and enhances their wellbeing. They set up a beautiful home in an inclusive community and
were very actively involved in social and community events.

This part illustrates how both men experience life changing health concerns and the challenges they
face in navigating the health system in a regional area. The part begins with a section outlining
family background, history and relationships, with a brief overview of their lifestyles as they transition
to retirement. This is followed by 4 case studies including: 1) a total knee replacement, 2) complex
issues in equity and inclusion, 3) dementia, and 4) climate emergencies affecting health outcomes.
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Brunswick Heads map

The Calos-Clark family

Giani Calos (56) and Jay Clark (62) are cisgender
men in a same-sex relationship who met 16 years
ago at an event hosted by mutual friends in
Sydney. At the time of their meeting, Jay had
recently left his marriage to his wife Jules, whom
he had been with since he was 25. Jay had felt for
some time he was gay and had come out to Jules
resulting in tension and eventual separation. When
he met Giani, who was originally from Ecuador, it
was his first real same-sex relationship. He says
he found his soulmate when they met at a music
festival in Sydney. On the other hand, Giani

thought Jay a bit boring at first and took several weeks to warm to him. They are now a deeply loving
couple and strongly committed to each other.

Shortly after getting together, they felt called to have a sea-tree change and make the move to a
more rural setting. They each felt a bit burnt out by the Sydney scene and moved to Brunswick
Heads in an area known as the ‘rainbow region’ of northern NSW. Upon moving to Brunswick
Heads, the couple developed a block of land on Riverside Crescent, originally purchased by Jay
and Jules. Now owned solely by Jay, it has a beautiful view of the Brunswick River and the forest
that surrounds the block. They brought in a Queenslander house they had saved from demolition
in Beenleigh. They had it lifted to create storage and covered parking underneath for their primary
vehicles and Jay’s vintage car. They lovingly restored the house to its original 1930s federation style
condition, and it is now their pride and joy.

Giani and Jay are extremely happy following the move to Brunswick Heads. Giani became a spiritual
healer following a life changing retreat in the Byron Hinterland 10 years earlier. Jay retired from
teaching music in high schools about 3 years ago, and since then, he and Giani have opened
Natural Rhythms, a business that offers private music lessons and spiritual healing. They are very
popular in the area and have created a great reputation in the community. Their social circle is
extensive. Giani and Jay consider themselves activists and agents of change. They work closely
with local community organisations in a small town that is becoming more supportive, running
fundraisers, often raising money in unconventional ways, such as drag bingo events, for the benefit
of the LGBTIQ+ community.
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Katarina and Thiago

Calos family members

Katarina Calos: 32 years old at time of death

Thiago Calos: age unknown when he married Katarina

Katarina, Giani’s mother, was born in Ecuador to older
parents. She was the youngest child of 10 and was frequently
left alone with her older siblings, as her parents both had to
work full time. Her family considered her ‘spacey’. While her
father, Iberto, often berated her for daydreaming, her mother,
Lucina, loved her deeply and encouraged her creativity.
Katarina had hopes of either being a doctor or a nurse when
she grew up. Her father worked as a subsistence farmer. Her
mother was part of the Panama hat trade, weaving hats for
export to New York. In winter, Katarina’s father travelled to the

coast to find work, as the crops did not grow during the cold season. The older children were capable
of maintaining the livestock in his absence.

Katarina met Thiago when she was 14. Thiago was the grandson of their neighbour and visited
each summer. The details of their early relationship are unknown. What is known, however, is that
Katarina did not like Thiago at first, staying away from the neighbour’s farm while he was there. She
only grew to really love him after their marriage. When Katarina was 15, she told her older sister
Livvia that she might be pregnant. When it became clear she was indeed pregnant, her father forced
Katarina to marry Thiago, despite her begging not to as she wanted to continue her education.

When Katarina gave birth to Giani at 16, she and Thiago settled into parenthood uneasily. Katarina
often resented that Thiago was able to leave home to go to work for the day while she was at home
with the baby, weaving hats like her mother. Katarina eventually got the hang of it and when Giani
was about 2 years old, she found she really loved being a mother. She started doing small jobs
outside of the home, taking Giani with her.

When Katarina was 20 and Giani 4 years old, Thiago went to the coast with Katarina’s father to
find work over winter. But Thiago never returned. It later transpired that Thiago had been having
an affair with a local woman, telling her he planned to migrate to Los Angeles and she was to
join him. Neither Katarina nor the other woman ever heard from Thiago again. Around this time
Katarina discovered she was pregnant again, but miscarried the baby at 23 weeks, her fourth
miscarriage since Giani’s birth. Katarina sunk into a heavy depression following the loss of this last
baby, a depression that lasted for 4-5 years. During this time, Giani was largely attended to by his
grandmother and aunt Betina. While Giani did his best to keep his mother’s spirits up, there were
long periods of time when Katarina was unable to get out of bed or go to work.

The bills piled up during this period. However, when Giani was nearing 10, Katarina seemed to
improve, and she was able to work again. Giani remembers the next 5 years as an extremely happy
time, surrounded by his mother’s loving family. Tragedy struck Katarina at age 31 when she was
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Giani

diagnosed with multiple sclerosis. At the same time, Katarina’s sister Betina and her mother, who
had both raised Giani for a long period of time during Katarina’s period of depression, were killed in
an accident on the family farm. Katarina again sunk into a heavy depression, from which she never
recovered. At the age of 32, Katarina committed suicide in her family home, leaving Giani to be
cared for by his grandfather, Aunt Livvia and her husband Calos.

Giani Calos (aka ‘Monty Carlo’): 56 years old

Giani was born to Katarina and Thiago Calos in Ecuador. English is Giani’s
second language. He has an accent and sometimes finds it difficult to read
and write in English. At age 25 Giani came out as gay. His grandfather
disowned him but his aunt Livvia continues to be a strong presence in his
life at the age of 84. Giani worked in the oil industry in his 20s, like his
uncle Calos, Giani’s self-adopted father.

At age 27, Giani migrated to Spain from Ecuador during an economic crisis
where the unemployment rate was 15%. When Giani was unable to get a
job in the oil industry in Spain, he migrated the following year to Australia
to work in the mining industry. He later relocated to Sydney and joined a
cabaret. At age 30, Giani opened an art gallery in Oxford Street and later
opened a drag bar 100 metres down the road.

That’s where Giani created his drag persona ‘Monty Carlo’. She became a big part of Giani’s life
and has been there to help him through a number of difficult situations. Monty Carlo and Jay host
regular bingo nights, which have been helping to raise funds for research and community services
for those living with health problems like HIV and their families.

Monty Carlo

Giani has a past history of smoking, but quit 5 years ago after losing a close friend to cancer. His GP
has recently prescribed an ACE inhibitor, perindopril, for hypertension. While Giani’s blood pressure
was previously under control with diet and exercise, he has lost a lot of mobility more recently due
to a bad knee. He is now awaiting a total knee replacement.
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Jay

Giani has a large extended family with lots of relatives in Melbourne and Sydney, whom he lived with
when he migrated to Australia. As he had significant trauma following his mother’s suicide when he
was 16 years old, he sometimes experiences periods of depression that require intensive cognitive
behavioural therapy (CBT) and selective serotonin reuptake inhibitors (SSRIs). In general, though,
he is able to self-manage with good nutrition, sleep and exercise and aims to live a healthy lifestyle.
He is a vegetarian and loves his garden. He has always been a professional performer and is an
excellent dancer.

Clark family members

Jay Clark: 62 years old

Jay was born in Melbourne but his birth parents are unknown.
Jay was adopted to a childless couple at the age of 6 months.
He had a very happy upbringing, first with his adoptive parents
Martha and Rob, and then 3 years later with his adopted twin
sisters Maggie and Hope. He is unaware of any family medical
history.

Jay loved music as a child and had hoped to perform
professionally. He later decided he would have greater stability
in life if he pursued a teaching career like his father Rob. This

worked out very well for Jay. Becoming a music teacher allowed him to keep his passion for music,
while passing this onto many generations of students who thought he was the best teacher they
ever had. Jay moved to North Sydney in his mid-20s and lived and worked there until he met Giani.
Jay has now been retired from teaching for about 3 years.

Jay met Jules when he was 25. Jules worked in the front office of the school where Jay was working
as a music teacher in North Sydney. Jay loved that Jules was a funny and irreverent sort of person,
as he had been quite serious for most of his life. They dated for about 8 years before getting married
and some years later had their first child, Quinn now aged 24, followed 4 years later by Regan now
20 and then Sasha now 19 years old. About the time Regan was born, Jay began to explore his
attraction to men and pushed aside his sexual needs for the marriage and family. However, when
he discussed this with Jules, she did not receive it well. Given her response, Jay decided to let it go
and they went on to have another child, Sasha. By the time Sasha was 2 years old, Jay decided he
needed to be true to both himself and Jules and asked for a separation.

After commencing his relationship with Giani following a few flings with other men, Jay’s separation
from Jules became very hostile. Jules had often felt Jay was deceiving her about his reasons
for unhappiness in the marriage. This was confirmed for her when he began his relationship with
Giani. On the other hand, Jay believes he had been very forthcoming about his feelings during the
marriage. They split their assets 50/50, but had to sell the family home in Manly to liquidate their
joint assets. Jay bought out Jules’ stake in the block of land in Brunswick Heads. Jules was then
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Jules

forced to rent a 3-bed bungalow in Revesby, a long distance from her workplace and the rent has
recently increased.

The breakdown of the relationship led to ongoing conflict with Jules, who still feels she was taken
advantage of both during the marriage and after their separation. While Jay maintains a very strong
relationship with his 2 younger children, Regan and Sasha, his relationship with Quinn is very
strained, an ongoing point of contention between Jay and Jules. Although Jay has spent many years
trying to bridge the gap with his oldest son, Quinn is not receptive to a closer relationship. He is very
protective of his mum and blames his father for her struggles in later life.

Given the children were so young when Giani and Jay became involved, they have been raised with
Giani in their lives from a very early age. Regan and Sasha have a very close relationship with Giani,
love him dearly, and call him ‘papi’. Giani considers the 3 children to be his and is very proud of their
achievements and who they have grown up to be. This is very upsetting for Jules, as she sees Giani
as the man who broke up her marriage. Quinn refused to stay with Giani and Jay after the age of
12 and insisted instead on his father seeing him in Sydney for their visitation. Quinn refuses contact
with Giani and will not attend family events if he knows Giani will be there. This has created conflict
between the siblings, who believe their mother has influenced Quinn’s opinion of Giani.

Lately Jay has been struggling with his memory, and Giani has noticed some personality changes.
They initially put this down to exhaustion from setting up the business but are now considering
consulting a doctor.

Jules Clark: 58 years old

Jules was born in Sydney and had a middle-class Australian
upbringing. She completed her retail training certificate at age
20, and later went on to complete her training in office work.
She worked in a number of temporary positions in offices in
central Sydney, before applying for and getting the position in
the front office of the school where she met Jay.

Jules was 21 when she met Jay and they dated for some
years. Her friends used to tease her that she would never get
Jay to propose, but he finally did after 8 years of dating. They

eloped to Tasmania to get married 3 months later. When Jules was 41, she was blindsided when
Jay said he was gay and wanted to separate. When they separated, Jules was very angry. Although
she had known for some time that Jay was gay, she didn’t think he would ever leave her. During the
separation, they had to sell the home Jules and Jay had bought in the early years of their
relationship, during a downturn in the housing market, losing money on their purchase price. Once
all the assets had been sold, all that was left was a block of land in Brunswick Heads they had
purchased to build an investment property. Given Jules was left with very little financially at the end
of the marriage, she jumped at the chance to sell her half of the property to Jay so she could afford
to rebuild her life. However, she was devastated to part with it. She had always seen the investment
property as her nest egg in retirement.

INTRODUCTION TO THE CARLOS CLARK FAMILY | 19



Quinn

Jules still lives in Sydney with her child Sasha. She is very close with Quinn who she leaned on
during the separation. She also enjoys a close loving relationship with her other 2 children, Regan
and Sasha, although they disagree with her stance on Giani. They elect not to discuss Giani in the
family setting to avoid conflict.

Jules has been struggling financially since the separation, because she had stopped working to be
a stay-at-home parent during the marriage and did not have any superannuation prior to having
children. She always worked in casual jobs during the years of their relationship because Jay was
the breadwinner. Jules was told last month by the GP practice where she has been an office
manager for the last 2 years, that after merging with a larger practice down the street, they will
need to cut her hours to 20 hours per week so they can keep as many staff as possible. She also
discovered in the last 6 months that the practice she worked at previously for 10 years had been
faking deposits into her superannuation account, and she has been left with nothing. She does not
have the money to pay the legal fees to take the case to court which is the only option her lawyer
could suggest.

Jules has recently been told the rent on the 3-bed bungalow she has lived in for the last 16 years is
going to be increased. Jules is in no financial position to buy her own property, but also can’t afford
the rent increase. One-bed flats in the area are the only option she can see at the moment, but she
is not wanting to downsize her life that much, as Sasha is still living at home, and feels she was
cheated out of income during the marriage.

She has had to continue to be strong for the last 16 years and get the kids through their education.
Now that all the children have good jobs, except Sasha who is still completing university, she feels
it is time to focus on her needs.

Quinn Clark: 24 years old

Quinn was Jules and Jay’s first child. He is a very serious and well-liked
young man. When his parents separated, Quinn was nearly 8 years old
and his entire world fell apart. His mother, who was previously happy, fun
and full of laughter, became sad and serious. His father moved nearly
800km away a year later to start a new relationship with a man.

Quinn’s mother gained full custody during school terms, and his dad had
access for one week each school holiday and 3 weeks over the Christmas
break. Jay paid $250 child support per week. When Quinn was 12, he
refused to go to Brunswick Heads to see his dad anymore and cut off all
contact with Giani. From that time, Jay came to Sydney for a week every
3 months. During those weeks Quinn stayed with Jay at Jay’s sister place.

Quinn became more and more resentful of his father as he watched his mother struggle while Jay
and Giani lived an idyllic life in Brunswick Heads. Quinn now has minimal contact with his father
and none with Giani. He feels the couple cheated his mother and their family out of a happy life; he
blames them entirely for the disruption to his childhood.
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Regan

Aside from the strained relationship with his father, Quinn got good grades at school, despite a
diagnosis of dyslexia at age 10. He completed numerous sessions with a speech therapist and
managed to develop successful strategies for reading and writing. After graduating, Quinn took an
apprenticeship as an electrician. He loves his job and is considering returning to university to study
electrical engineering. He is dating a woman called Clare and they are very happy, recently returning
from a trip to New Zealand.

Regan Clark: 20 years old

Regan was only 4 years old when her parents separated. She
does remember some occasions from her childhood when her
parents were together, but for the most part, unlike Quinn, she
mostly remembers them being apart. Regan loves her visits to
Jay and Giani during the school breaks and adores it when
Monty Carlo is around. Regan feels right at home in Brunswick
Heads and has developed a good social circle in the town over
the years. She is currently sharing a flat with a girlfriend she
met when she was 10 in Brunswick Heads.

While Regan is saddened by her mothers’ feelings towards Jay and Giani, she doesn’t blame her;
she has watched her mother financially struggle for the last 16 years. Regan learned in her early
teens it was best not to bring up the subject of Giani as it would send her mother into a spin. Regan
shares a loving bond with her mother, although at times she worries her mother takes on too much
to try and keep them afloat. Regan’s relationship with both her father and Giani is both serious and
light-hearted. She considers herself lucky to have two amazing dads and a very loving mum.

Regan is in her final year of university, studying a Bachelor of Arts in international policy. She hopes
to become an ambassador in the future and recently was awarded an internship with the United
Nations in New York. It was a highly coveted position, only awarded to 3 people per year. Regan
now works as a model to make ends meet. She has been lucky to travel all over the world with her
modelling. However, her priority is to use her modelling social media profile for her work on equality
and climate change.
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Sasha

Sasha Clark: 19 years old

Sasha is Jules and Jay’s youngest child, only 2 years old when their
parents separated. Sasha has no memory of their separation at all, and
only knows them apart. Sasha loves their parents equally, and feels they
have mostly been able to keep out of the conflict, using the same
strategies as Regan. They spent an extended period of time with Giani
and Jay in years 11 and 12 when they did a transfer of study arrangement
between their Sydney school and one in Byron Bay. At that time Sasha
wanted to study marine biology and it was around then that they came out
as non-binary. Now in their first year of university studying a Bachelor of
Laws (honours), they are so far managing their study load quite well. They
managed to get a scholarship to study their degree, which was a relief to
them as they were worried about financially burdening their mother. Sasha
is very close with Giani and talks to him several times per week on the

phone. They feel that Giani is the one they would go to in a crisis and that Giani understands them
the most.
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1.2 CALOS-CLARK FAMILY CASE STUDY 1:
TOTAL KNEE REPLACEMENT

Jennene Greenhill and Anna Foster

Introduction to case study

Learning Objectives

By the end of this case study, you should be able to:

• Describe the anatomy and physiology of the knee and conditions associated with the need

for a total knee replacement (TKR).

• Explain appropriate nursing care for patients who undergo total knee replacement surgery.

• Identify strategies to prevent complications and preoperative and postoperative care.

• Describe the importance of pain relief in the rehabilitation of the patient undergoing a total

knee replacement.

Scenario

Giani is now 68 years old and has been a dancer and professional performer for 25 years. Over
the last 10 years, he has had several injuries and has been experiencing increasing arthritic pain
in his left knee. After multiple visits to his GP for ongoing treatment and monitoring, as well as
regular acupuncture and massage, the pain has become unbearable. As a result, 2 years ago he
was referred to an orthopaedic surgeon, Dr Kim, who placed him on a waiting list for knee surgery.
The pain was beginning to affect his fitness and activity levels as well as his mental health. The
doctor said that if knee pain is preventing him from undertaking adequate regular exercise, then
the benefit of total knee replacement (TKR) is substantially increased. Furthermore, the procedure
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would prevent him from being in a high-risk group. Giani and Jay both know how dangerous it is to
be immobile and neither wants a sedentary lifestyle.

Prior to admission, Dr Kim took a medical history and blood tests to gather information about Giani’s
general health and the extent of his knee pain and ability to function. He undertook a physical
examination to assess the range of motion in Giani’s knee, as well as stability, strength, and overall
leg alignment. Giani also had x-rays and a magnetic resonance imaging (MRI) scan to determine
the extent of damage and deformity in his knee. Jay and Giani had to drive one hour to Lismore or
Tweed Heads for most of these appointments.

Giani and Jay talked to some of their friends who had had this operation. They wanted to learn
about what was involved the procedure, the pros and cons and risks. Their friend Murphy told them
how he had a rapid reduction in swelling in the knee about 6-8 weeks post-op but needed to have
quite a lot of rehab to work on his strength and bending. Their friend Carla had swelling in her knee
for nearly 6 months, which improved with ice and elevation at the end of the day, and was able to
get back into swimming 6 weeks post-op. At 12 weeks Carla added in bicycle riding around town
and found that was an excellent way for her to build mobility and range of movement in her knee.
Ted, Jay’s brother-in-law, said it was the best thing he had ever done, after his knee was hurt during
a motorcycle accident; now he is driving, walking, swimming, and playing golf again, all within 3
months of the operation. He had his knee replaced 15 years ago and will probably be looking at
another replacement in the next few years. The average replacement lasts 10-20 years, and Ted is
hopeful he will be a candidate for the minimally invasive procedure next time.

After considering all the positives and negatives of the procedure, Giani decides to proceed with
the surgery. He is worried about the recovery and the scarring, but ultimately, he and Jay want
Giani to return to his previously levels of mobility. Monty loves to dance! Giani and his surgeon
discuss using a minimally invasive technique, which allows for a shorter incision, hopefully less pain
during his recovery and a speedier recovery overall. Given Giani is fit, younger in terms of knee
replacements, and very willing to complete an extensive rehabilitation regime, his surgeon feels he
is a good candidate for the minimally invasive procedure. They are aware, as always, of the risk of
blood clots, bleeding and infection, but hope that Giani should have an uneventful recovery.

Giani is admitted to the hospital on the day of his surgery. The nurse greets him and goes through
the admission process, saying ’you will be soon seen by a member of the anaesthetics team. After
surgery, you will wake up in the recovery room, where you may remain for several hours. After
you properly wake up, you will be moved to your hospital room’. Giani’s TKR is performed and the
surgery takes 1.5 hours. After surgery, he is monitored in recovery for 3 hours until the effects of
the anaesthesia wear off. He is transferred to the ward, visited by the surgeon and told that all went
smoothly. If all continues to go well, he will stay in the hospital for 2 nights.

Giani has a nerve block in place on return to the ward, which leaves the area feeling numb to start
with. He is told about his patient-controlled analgesia (PCA) to help with pain after the block wears
off. He is also told he has had a peri-articular injection (PAI) of local anaesthesia that will control
much of his pain post-op. The PCA allows Giani to control his pain relief, with regular paracetamol
and anti-inflammatory medications to augment it.
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Knee post-op

Giani’s postoperative orders stated:

• Complete vital signs every 30 minutes for 2 hours, then hourly while the PCA was in situ, then
per pathway.

• Provide oxygen via nasal prongs to keep SpO2 > 95%. Encourage deep breathing and
coughing, and use of triflow.

• Assess foot for temperature, pulse, capillary refill, movement, swelling and pain.
• Encourage ankle pumps and static contractions as able with pain relief.
• Monitor drainage from site and output into drains – document same.
• Indwelling catheter in situ for 24 hours, remove once mobile, and commence trial of void –

monitor output on fluid balance chart.
• Physiotherapy to commence on day one with mobilisation to chair and to shower.
• Start ice on knee day one.
• Patient controlled analgesia (PCA) in situ with morphine for 24 hours. Monitor use and

supplement with regular paracetamol and anti-inflammatories.
• DVT prophylaxis and regular IV antibiotics as charted.
• X-ray of knee for alignment 24 hours postoperative.
• Haemoglobin and clotting levels check day one.

Giani’s initial recovery is uneventful. He finds the PCA and
regular oral analgesia are adequate to control his pain. He has
TED (thrombo-embolus deterrent) stockings on his legs to help
avoid clotting. He has inflatable sleeves called sequential
compression devices (SCDs), that intermittently compress his
legs to help move the blood out of the calves. Giani’s wound is
closed with staples on the surface and covered with a
waterproof dressing. He has a small bellovac drain in his knee
that drains blood and other fluids from the surgical site.

Giani’s PCA is stopped and removed 24 hours after the
procedure and Giani commences oral analgesia. He requires
some opioid medications (codeine) for a week, as well
paracetamol and anti-inflammatories to minimise pain before
physio and sleep. Giani experiences some nausea with his
oral analgesia. His medical team reassures him it is common
for people to experience some nausea and loss of appetite

several weeks after surgery and give him an antiemetic medication to help. The nursing team
explain that a balanced diet with protein is important to help wound healing and restore muscle
strength and that regular small meals can help with the nausea.

Giani starts his physiotherapy exercises within the first 24 hours to help develop movement and
function. The physio team help him learn exercises to do several times a day to improve mobility
and strengthen the knee. A graduated walking program slowly increases his mobility.
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After the drain is removed on day one of Giani’s recovery, he has an x-ray of his knee to check the
alignment of the joint and ensure it is straight.

Knee x-ray

The physiotherapist and occupational therapist meet with Giani again on day 2 of his recovery. They
discuss his plans for discharge home and his care in the community. They make suggestions for
home modifications including safety rails in the shower, handrails on the stairs, stable chairs for
resting and securing all loose carpets and surfaces.

Giani is discharged home, where Jay will care for him, 72 hours after his procedure.

Case study questions

1. How does age and the change in normal exercise impact on the anatomy of the knee?

2. What preoperative checks are most important for Giani?

3. What is the role of family members in care planning for a patient undergoing a total knee

replacement and how do you involve them to optimise health outcomes?

4. What role does pain management play in Giani’s quality of care, both immediately after

surgery and during his ongoing recovery?

5. How can the nursing team encourage the patient to take actions to prevent clots, both in the

immediate postoperative period and on discharge home?

6. What are the primary signs of infection that Giani and Jay will need to observe? What should

they do if they notice any of these signs once discharged home?
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Key information and links to other resources

Thinking Point

Thinking about patient’s wellbeing, mental health and body image can become an important

factor in their recovery. Often patients have gone from being very physically active to a largely

immobile person, which can have an impact on self-identity.

Case study 1 summary

After 5 months Giani is walking daily and able to climb stairs without any pain or stiffness. He hopes
to be back on stage soon, doing his weekly drag bingo as Monty Carlo.

Giani and Jay are extremely happy with the outcome. They have returned to volunteering at the
local youth centre and attended Mardi Gras.
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1.3 CALOS-CLARK FAMILY CASE STUDY 2:
ETHICS AND INCLUSION

Jennene Greenhill and Anna Foster

Introduction to case study

Learning Objectives

By the end of this case study, you should be able to:

• Align your personal and professional ethics in nursing.

• Identify core ethical principles that apply to practice.

• Appreciate the importance of inclusion and equity in nursing.

• Reflect on how to advocate for communities and individuals under your care.

Scenario

Following Giani’s operation, Jay was with Giani most of the afternoon. They had 2 visitors in
the evening, their friends Teal and Harper, one non-binary and the other trans. They are fellow
performers, both flamboyant and funny. When they arrived with a large basket of snacks and a
bunch of rainbow balloons, they said, ‘Hey girl, how are you feeling? Ready to “partaay” yet?’ They
laughed and joked to cheer up Giani. He was a bit tearful when they left.

After they left, Jay went to the kitchen to make he and Giani a cup of tea. While there, he overheard
3 nurses talking in the nurses’ station, 2 senior RNs and one 20-year-old graduate RN. One of the
senior RNs said, ’Did you see those visitors in room 3? I’m not saying I don’t accept them, but I
just wish they would be a bit quieter’. The other senior RN chuckled and agreed, saying, ’I’m glad
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I’m not on that side of the ward tonight. I don’t know why they need to be so overt?’ The graduate
nurse was silent for some time during this conversation, until Jay heard her say to the other nurses,
very quietly, that those comments weren’t appropriate. She said, ’I don’t want to upset you both,
but are you aware those kinds of comments are now illegal, as they are homophobic?’ One of the
senior nurses replied, ‘Ahh come on, if they didn’t want to be discussed they wouldn’t be so out and
loud. They must want the attention to behave like that’. She laughed with the other senior nurse. Jay
could hear the nervousness in the young nurse’s voice. As she walked past him in the tea room, he
could see she was close to tears.

Jay and Giani grew up during a time when being gay was a criminal offence. Jay had heard these
kinds of comments for years and couldn’t believe it was the responsibility of a 20-year-old to educate
fellow colleagues on inclusive language. The following morning, he complained to the nurse unit
manager (NUM) who was shocked. She apologised to both Jay and Giani. She took a considerable
amount of time to listen and talk with Jay about the incident, took many notes and later completed
an incident report on the situation. She then contacted HR, who advised her to inform the assistant
director of nursing in writing, including an action plan. The action plan covered individual counselling
for the 2 nurses and broader education for the whole interprofessional team.

The NUM went back to Jay after the counselling session and closed the loop by informing Jay of
the outcome of the incident reporting and process. When she told Jay about the education session
coming up, he offered to come back as a volunteer to help educate the staff on how to care for
LGBTIQ+ patients and about discrimination, inclusion and equity. The NUM was grateful for Jay’s
offer, however the hospital employed an academic from a nearby university who had undertaken
research in this field, and Jay assisted to deliver a series of staff education sessions.

Case study questions

1. How would you feel in this situation, overhearing commentary like this about the people you

love?

2. How could such behaviours and attitudes impact on the quality and safety of patient care?

3. What does the legislation say regarding legal rights and anti-discrimination for LGBTIQ+

peoples?

4. What escalation tools are available for junior staff to interact with senior staff in difficult

situations?

5. What do the Registered Nurse Standards for Practice say about how the rights of LGBTIQ+

individuals can be protected?

6. In what ways does this case study shape your own future professional identity?
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7. How would you demonstrate professionalism in this type of scenario?

Key information and links to other resources

• LGBTIQ+ Health Australia
• Rainbow Health Australia: Research & resources: This website has resources to help

individuals and organisations to develop services that are inclusive for LGBTIQ+ staff and
clients.

Thinking Point

Think about how we communicate with each other as health professionals in the clinical

environment. We are often guilty of discussing patients in a less than professional way when we

think we are alone with other healthcare practitioners. If this were your family member you

overheard being discussed in this way in an environment that should be safe for all patients and

families, what would you do after hearing these comments? Would you feel safe leaving your

loved one receiving care from a health professional after they expressed opinions like these?

What could they (or you) do differently to ensure they were providing safe responsive care to

their patient, and their patient’s families and friends?

Case study 2 summary

While Giani and Jay are extremely disappointed that this had happened at all, they appreciate the
way the nurse unit manager took their concerns seriously and dealt so promptly with the issue.
Jay returned to the ward 2 weeks later to help provide education on the history of healthcare in
the gay community by sharing his personal experiences. The education sessions provided insights
about what the community has overcome to get to this point of greater equality and what needs to
happen to continue this journey towards respect for LGBTIQ+ patients, families and friends. The 2
nurses involved approached Jay and Giani at a later point after the counselling they received. Each
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separately apologised for their role in distressing Jay and Giani. Jay approached the graduate nurse
on a later shift when she was again caring for Giani to thank her for her attempt to intervene and
stop the cycle.
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1.4 CALOS-CLARK FAMILY CASE STUDY 3:
JAY'S SUSPECTED DEMENTIA

Jennene Greenhill and Anna Foster

Introduction to case study

Learning Objectives

By the end of this case study you should be able to:

• Develop an understanding of the early symptoms of dementia.

• Understand a holistic approach to managing dementia.

• Explore the roles of the interdisciplinary team in diagnosing and managing dementia.

• Identify the safety issues involved in a dementia diagnosis.

Scenario

Giani is due for discharge home from hospital following his total knee replacement on Friday, 3
days after his operation. The evening before, Jay arranges to pick up Giani from the side of the
ambulance bay at the hospital at 10 am. Giani completes his discharge and heads to the meeting
place. Jay does not arrive at 10 am. Concerned he won’t be able to stand for long, Giani calls Jay
to see how far away he is and finds that Jay is in the middle of making scones for morning tea with
the next-door neighbour. Jay has no recollection of the arrangement to collect Giani. He says he
thought Giani was not due for discharge for several days. Giani elects to catch an Uber home, rather
than rely on Jay.

Giani has noticed that Jay has become more forgetful than usual. Initially Giani had put this down to
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the stress of opening the new business and the long days involved. He had thought Jay just needed
a break and a good rest. When Giani arrives home, he finds Jay has forgotten the scones which are
now burnt in the oven. Meanwhile, Jay is outside weeding their vegetable garden.

The following afternoon when Giani is due to see their GP for review of his knee wound, he suggests
to Jay he should also see the GP about his forgetfulness. Although Jay is quite reluctant, Giani
books the appointment and convinces Jay to see the GP as they are going there anyway. As Jay
parks his 1964 Rover, he has a minor accident with another patient exiting the car park. He becomes
irate, yelling and accusing them of backing into the front of his car. Giani took several minutes to
calm Jay down and thought maybe this uncharacteristically short temper was one of his symptoms.

The GP, their long-time doctor, listens to Giani’s concerns about Jay. The doctor sees that Jay is
still emotional from the car incident and asks Jay whether he has noticed other changes in his mood
or his usually calm demeanour. Jay admits he has been a lot more irritable lately and sometimes
becomes anxious about the smallest things. The GP explains these could be behavioural symptoms
of dementia and notes the impairment of ADLs (activities of daily living). He undertakes a series of
tests and begins the initial steps for cognitive assessment, including a mini-mental state exam, and
is alarmed at the results. He tells Jay and Giani to return 3 days later for another appointment and
for more testing. It is apparent Jay has been masking his symptoms for a very long time.

After extensive testing, it is determined that Jay is experiencing the early stages of dementia.

Case study questions

1. How might a diagnosis of dementia change Giani and Jay’s relationship?

2. Being gay and having dementia is referred to as ‘a double whammy’. What do you think this

means?

3. Before his diagnosis Jay burnt the scones. What are the safety considerations around the

home for someone with a diagnosis of dementia?

4. How does the interdisciplinary team ensure the living situation is safe for Jay and Giani with

this diagnosis?

5. A diagnosis of dementia is life changing. How should clinicians break life-changing news to

patients?

6. What is the role of the aged care assessment team (ACAT) in the case of a dementia

diagnosis?

7. How would other health professionals be involved in the diagnosis, care planning and

treatment?
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8. What support will Giani need to manage Jay’s responsive behaviours?

Key information and links to other resources

The patient journey in dementia is complex, but the journey of care with regards to being gay may
require additional support.

• Crameri, P., Barrett, C., Lambourne, S., & Latham, J. (2015). We are still gay … An evidence

based resource exploring the experiences and needs of lesbian, gay, bisexual and trans

people living with dementia. Australian Research Centre in Sex, Health and Society, La Trobe
University. https://www.dementia.org.au/sites/default/files/NATIONAL/documents/Dementia-
Narrative-Resource.pdf

Thinking Point

While living with dementia is very challenging for everyone, one glimmer of light comes from

the benefits of music and the arts. Jay and Giani are both talented musicians and performers, so

think about how they might respond to the calming influence of beautiful music. There is an

emerging body of evidence that music helps preserve memories, for example see:

• Beard, R. L. (2012). Art therapies and dementia care: A systematic review. Dementia, 11(5),

633-656. https://doi.org/10.1177/1471301211421090

• Kuot, A., Barton, E., Tiri, G., McKinlay, T., Greenhill, J., & Isaac, V. (2021). Personalised music

for residents with dementia in an Australian rural aged‐care setting. Australian Journal of

Rural Health, 29(1), 71-77. https://doi.org/10.1111/ajr.12691

• Hamiduzzaman, M., Kuot, A., Greenhill, J., Strivens, E., Parajuli, D. R., & Isaac, V. (2020). The

nexus of ‘music, mind, and well-being’: Effects of harmony in the bush music intervention for

residents with advanced dementia in Australian rural nursing homes. Research Square.

https://doi.org/10.21203/rs.3.rs-67641/v1
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Case study 3 summary

The couple are even more stressed when it comes to light that Jay has symptoms of dementia.
They have a supportive general practitioner who helps them to navigate the complexities of the
community assessment and support services. This case study highlights the role of the general
practitioner as a linchpin and gateway to other vital, specialised assessment and community health
services. Many services are finding ways to support families from diverse backgrounds and some
residential facilities are able to provide tailored services for the LGBTIQ+ communities.
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1.5 CALOS-CLARK FAMILY CASE STUDY 4:
CLIMATE EMERGENCY IMPACTS GIANI AND
JAY'S HEALTH

Jennene Greenhill and Anna Foster

Introduction to case study

Learning Objectives

By the end of this case study, you should be able to:

• Understand the impacts climate emergencies can have on acute and chronic conditions.

• Consider the changing distribution of illnesses associated with climate events.

• Articulate the role of the nurse in caring for and advocating for people experiencing climate

emergencies.

Scenario

As Jay and Giani return home after discharge following Giani’s total knee replacement, they prepare
to launch their legal battle to protect their home and assets from Jules and Quinn.

The lawyer suggests having their house and belongings valued in case they need to sell in the
future. They move everything out of the garage and out from under the house to prepare it for
valuation. Jay places everything on the back lawn himself, as Giani is unable to assist during his
recovery. Jay’s plan is to either dispose of the items or sell them. Jay heads inside for lunch. He
forgets he was going through the items and doesn’t get them sorted.
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Before any of their possessions can be moved, sold or put away, a very slow-moving east coast
low hits the region. This is followed by a second east coast low a week later that remains almost
stationary off the coast. Torrential rain continues for 3 weeks, leading to record flooding across the
northern rivers region. The flooding is unlike anything previously experienced where they live in
Brunswick Heads, not usually a flood prone area: the yard and lower level of the house are flooded
with a combination of storm water runoff filled with debris and flood water from Simpsons Creek
containing untreated sewage overflow from the flood damaged sewage plant. The water takes 5
days to fully recede, while Giani and Jay are trapped in the house with bottled water, a portable gas
stove, and, luckily, a well-stocked pantry.

Cut off by the flooding, Giani’s community nursing team and his physiotherapist are closed, which
has meant he has not been able to continue with his postoperative mobility work. He is also unable
to access his community nurse to receive the appropriate wound care. Jay is due to be assessed
by an aged care assessment team (ACAT) team for support during his progressing dementia, but
this has also been postponed as the team’s offices were destroyed in the flooding. While the team
intends to reschedule, they are not certain when that will be.

During the flooding, the town’s infrastructure is badly damaged and Giani and Jay find themselves
cut off from town water. They learn that the council is prioritising the repairs to this infrastructure,
including the sewerage station. In the meantime, they decide to drink water from the tank Jay had
installed in the back garden to water their vegetables. As they are unsure if the tank is contaminated
by flood water, they decide to have the water tested. They call a local recovery volunteer hub, which
assigns them a volunteer expert to undertake a microbiological test for faecal and total coliforms
before they drink the water in 2 days’ time.

After most of the water recedes, Giani and Jay attempt to start cleaning up their house site. They
consider themselves quite lucky to escape with minimal damage to the house, mostly a heavy
growth of mould and water damage to the living room from a leak in the tin roof. Both their cars are
destroyed, and, having floated into the front yard, are now immovable. Their front stairs are badly
damaged after being hit by a shipping container in the floodwater. It now rests on their neighbour’s
lawn. As they can’t hose without water, they sweep what they can and pile the worst of the junk at
the front ready for council collection. While Giani has limited mobility, he helps as much as he can,
although the broom proves difficult. He has limited ability to lift objects and gets covered with the
mud in the yard. He rinses himself off with tank water.

Several days later, Giani notices his knee appears swollen and red. He ignores it so he can keep
supporting Jay with the clean-up. Some of their neighbours have returned and are able to assist
with moving some of the heavier objects to the front of the home. Unfortunately, because so much
debris has collected, their street is largely impassable. Giani becomes aware that Jay seems very
confused, as well as complaining of a headache, fatigue and a sore neck and calls the Byron Bay
hospital. The hospital is overwhelmed with high patient numbers and suggests contacting a GP or
visiting one of the pop-up health clinics in the recovery centre. Giani also starts to feel unwell. He is
short of breath, with a slight temperature, headache and muscle soreness. He puts these symptoms
down to the clean-up work of the last week. He also wonders if he has perhaps caught Covid, as it
is rife among volunteer groups.
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Jay’s confusion continues to worsen over the next 2 days. Giani becomes very concerned that Jay
is not drinking enough and seems to have developed a rash. As Giani is also feeling extremely
unwell, has constant nausea and some vomiting, he calls a friend from his dance group to take
them both to the Tweed Hospital emergency department. The doctor on call assesses them both,
takes vital signs, undertakes blood tests, a chest x-ray for Giani and has a nurse remove the soiled
dressing on his knee. When exposed, the wound has broken down and started to dehisce (part or
split) and there is some discharge. The nurse swabs and cleans the wound and the doctor sends
the discharge for analysis, along with a blood test. The medical team suspect Giani may have an
infection in the knee, and possibly leptospirosis which has been seen in the area after the floods.
Jay is investigated for suspected Ross River virus from a mosquito bite.

Case study questions

1. If you were a primary care nurse, what role would you play in getting access to an

assessment?

2. How do you gain access to reliable information on the distribution of climate illnesses as a

nurse working in an area prone to climate emergencies?

3. How do climate emergencies impact distribution of illnesses?

4. What services may be available to support people with post-surgical care if they are not able

to see their regular care providers? Consider the benefits of interprofessional health practice.

5. What are some of the greatest health risks associated with climate emergencies such as

flooding, fire or storms?

Key information and links to other resources

Extreme weather events are on the rise due to the effects of human driven climate change. The
planet relies on a very delicate balance of warming of the atmosphere from the sun’s radiation.
It is either being absorbed by the planet, which reflects that heat back to the atmosphere, where
gases such as water vapour and carbon dioxide reside, absorbing the reflected heat, warming the
planet, or cooling through the radiation energy from the sun being reflected back by aerosols in the
atmosphere (Hanna & McIver, 2018).

While the natural warming effect is needed to keep the planet habitable, over the past few centuries
since the industrial revolution, the balance has been disrupted (McDermott-Levy et al., 2019).
Human factors (anthropogenic) affect this balance, as greenhouse gases, such as carbon dioxide
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and methane, through the burning of fossil fuels, create a blanket-like effect around the planet as
they absorb heat, blocking the ability of the planet’s surface to eject heat (Costello et al., 2009).

As the warm atmosphere can hold more moisture, this means we see more extreme weather events
such as cyclones, and storms that lead to flooding, amongst other events.

Some reading that may assist your understanding of the science behind climate change and the
effects on health:

• McDermott-Levy, R., Kolanowski, A. M., Fick, D. M., & Mann, M. E. (2019). Addressing the
health risks of climate change in older adults. Journal of Gerontological Nursing, 45(11),
21–29. https://doi.org/10.3928/00989134-20191011-04

• NSW Health: Infectious diseases fact sheets – this site will assist your understanding of
conditions such as leptospirosis and Ross River virus.

Case study 4 summary

Giani had to have a surgical washout of his infected knee the day after his admission and undergo
a treatment protocol with penicillin. In the meantime, the local community, led by Giani’s drag bingo
crew, rallied to clean up Giani and Jay’s property and rebuild their stairs to improve access. The
town water has also been restored and the volunteers were able to hose their home and property
down and remove most of the mud.

Giani and Jay were discharged home from their hospital stay within days of each other. During
Jay’s admission, while he received intravenous fluids and pain relief, he mainly required rest. During
the stay, Jay was linked with the social worker and ACAT, who completed their comprehensive
assessment and started to put community services in place for Giani and Jay. Thankfully this also
included some short-term links with the locum community health team who were working from the
recovery hub. At this time, there are no indications that Jay can’t stay at home with Giani as his
carer, with additional support while Giani recovers from his knee operation.
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1.6 CALOS-CLARK FAMILY SUMMARY
Jennene Greenhill and Anna Foster

Summary

This part has focused on the health of Jay Clark and Giani Calos, a gay couple living in Brunswick
Heads. The first case study is on the health impact following Giani having a total knee replacement
that has a significant impact on Giani’s active lifestyle and career as a drag queen. The second
case study concerns equity and inclusion as the couple experience unprofessional, discriminatory
behaviour from 2 nursing staff. Case study 3 involves Jay’s rapid decline as they find out he has
dementia and the couple need to navigate the complex community care processes to get support.
The fourth and final case study reveals the major challenges as the heavens open and major floods
cause a devastating climate emergency. Jay and Giani’s health and wellbeing are at risk from these
unpredictable major life events. As health professionals we need to be clinically skilled to optimise
postoperative healing while being cognisant of the wider professional expectations as we encounter
diverse people from all walks of life. The health impacts of climate change are going to continue to
be a major priority for the future and we all need to consider how we can lead positive change for
the wellbeing of individual, our communities and the planet!
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2.1 INTRODUCTION TO LUCY'S STORY
Nicole Graham

Family genogram

Lucy’s family genogram

Introduction to family and community

This part provides a series of case studies about Lucy, a Registered Nurse aged 40, who lives
with mental illness. Lucy is born in Victoria, Australia in Bairnsdale, a small country town in East
Gippsland. In her early years, Lucy is raised by her mother and father, both of whom emigrate to
Australia in 1970 from England in the Assisted Passage Migration scheme, commonly termed ‘Ten
Pound Pom’. Lucy’s mother works as a finance manager and her father is a publican at the local
hotel. Lucy has an older brother who is ten years her senior. When Lucy is seven, her parents
separate and her mother moves out of the family home. She lives next door with Lucy, while her
brother (aged 17 at the time) stays with their father, having commenced his first job as a retail
salesperson.
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Lucy

Bairnsdale

After approximately 12 months, her mother moves with Lucy to a neighbouring seaside town, Lakes
Entrance, into a house owned by a professional fisherman. Lucy’s mother becomes romantically
involved with the fisherman, and, not long after, she marries him. Lucy’s family expands to include
a stepfather and three adult step-siblings. When she turns 13, Lucy is told that she, her mother and
stepfather are moving from Victoria to Bundaberg, Queensland. This move limits her time with her
biological father and brother to once or twice per year during school holidays. Lucy finalises her
schooling at the end of year 10 just prior to turning 15, at which time she moves out to live in a
caravan with an older boyfriend, aged 21, and his best friend.

As there are few opportunities for work living in a small coastal town in Queensland, Lucy is
unemployed and is supported by her 21-year-old boyfriend, who receives unemployment benefits.
The relationship between Lucy and her partner is complex and dependent. Lucy became pregnant
at 16, which ended in a miscarriage. As a survivor of considerably complex life events, Lucy realises
her life needs redirection. She seeks out opportunities for new friendships with the hope that she
can re-establish herself, and separate from her boyfriend. After many intense emotional ups and
downs, later diagnosed as bipolar affective disorder, Lucy experiences a series of life events that
will forever impact her.

In her early twenties, Lucy meets a man online and takes the
opportunity to quickly end her relationship with her first
boyfriend to move in with this new man, who has a stable
home on the Gold Coast. Lucy is living carefree, without a solid
plan. She joins her new partner in business. Two children later,
she decides to study to become a Registered Nurse, a career
goal she has had since childhood. She is a natural carer and
quickly adjusts to the new role. She moves into the speciality
of Emergency Nursing. A fast workplace, it matches well with

her endless energy and desire to work in an area faced with its own complexities and rapid
turnaround. As a successful health professional, Lucy still lives with the impact of her history of
trauma, the complexities of managing her wellness and her professional responsibilities. The
treating team’s diagnosis of mental illness is forever redefining as she experiences life challenges.
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Her experiences of workplace bullying and the challenges of shift work, not to mention her anxiety
and borderline personality vulnerabilities, all continue to impact her wellbeing.
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2.2 LUCY CASE STUDY 1: TRAUMA
Nicole Graham

Introduction to case study

Lucy has experienced multiple traumas throughout her life, starting in infancy and extending into
her adult life. If you compare her experiences against the Adverse Childhood Experiences study
(ACES), Lucy scores incredibly highly across all three types of ACES: abuse, neglect and household
dysfunction (Felitti et al., 1998). Lucy has experienced family domestic violence, sexual abuse and
intimate partner violence. She is a survivor of a miscarriage during her teenage years and was
separated from her biological sibling at an early age.

Learning Objectives

By the end of this case study, you should be able to:

• Identify the traumatic experiences Lucy has experienced.

• Classify the experiences according to abuse, neglect and/or household dysfunction.

• Identify what impact these experiences could have on Lucy’s physical and mental wellbeing.

Scenario

Despite Lucy feeling loved by her mother, she recalls the moment she was told that her father did not
want a second child, particularly not a daughter. Although she remembers affection from her father,
she describes it as ‘distant’. At the time when Lucy lived with parents, her father was dependant on
alcohol and socialised with many members of the community. He was well respected amongst his
peers, who described him as a ‘character’ and a ‘good bloke.’ He managed the local hotel and spent
much of his time drinking with his regular customers. He would often drive home drunk, smelling of
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stale beer. His character often altered in the privacy of his own home. Although Lucy’s father was
disengaged from her and her mother, he appeared to have a strong relationship with Lucy’s brother.

Lucy recalls the arguments and yelling that were ever present in the family home. She would
seek comfort and safety in the company of her brother during these times. Hearing threats of
violence towards her mother was very stressful for her. Even though Lucy was young at the time,
recalling memories from 5 to 7 years of age, she remembers being afraid of her father. She also
remembers herself as a quiet child, interested in listening to the conversations of adults. Some of
the conversations she remembers were when friends would advise her mother to leave her father,
as he was often physically violent to the women with whom he was having extramarital affairs.

Lucy was aware of her father’s ‘special friends,’ some of whom were kind and caring towards her.
She recalls sitting in their kitchens or playing on their swings while he privately spoke with them.
This occurred often, usually after he had collected Lucy from school when her mother was working.
Even at an early age (between 5 and 7), Lucy knew that something was not right. She had promised
her father never to tell her mother about these meetings because he had threatened to discipline
her if she did. As an adult, Lucy now understands her father was having extramarital affairs with
more than one woman in town. Lucy remembers once overhearing a conversation between her
mother and a neighbour, who was also the local nurse. Lucy heard the nurse tell her mother that a
woman had presented to the hospital after a significant physical assault and that Lucy’s father was
the perpetrator. The police had advised the patient not to pursue the issue further as Bairnsdale
was a small town and everyone knew her father. Lucy recalls her mother being upset that Lucy had
overheard the conversation. She told Lucy not to tell her father what she had heard as her mother
was worried he would do the same to her.

Lucy recalls having mixed feelings about her dad. He was nice sometimes, often giving her
chocolate and treats from work and working in the garden with her. At other times, she was afraid
of his violence when he was drunk and was worried he would not approve of her. When he started
to spend less time tending to the garden with Lucy, her father would exaggerate the time spent
together in public. Lucy describes feeling alone and different from the relationships her peers had
with their fathers.

At 7 years of age, Lucy’s parents separated after increasingly loud verbal altercations between
them, which always upset Lucy. Lucy and her mother moved into the house next door, the vacant
home of a family friend. Her father became increasingly volatile and would turn up drunk to the
house Lucy and her mother lived in. Lucy recalls having to lock the doors and being woken at night
by all the yelling. At one point her mother whispered to Lucy to go over the road to their neighbour
(the nurse), and call the police, as her father was threatening to kill them. Lucy recalls feeling safe in
the nurse’s home and welcomed her offer to stay there while the police attended to the call. Lucy fell
asleep in the nurse’s arms and woke startled from a nightmare. She dreamt her mother had been
killed. The nurse provided comfort, support and reassurance that her mother would be fine.

This was when Lucy’s mother realised they needed to find a home a safe distance from her father.
Lucy recalls discussions between her mother and her close friend, where the initial plan was to
relocate to a small Victorian rural town two hours away. However, there were challenges. Due to the
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remoteness of the village, it was too far for Lucy to get to primary school and Lucy’s mother would
not be able to continue working. Fate stepped in and another option emerged. Lucy’s mother was
connected through her friend to a fisherman who was looking for a housekeeper. This meant free
rent in exchange for someone to attend to the house and cook meals. Lucy’s mother was very keen
to take up this opportunity and the location was perfect: a large home in a seaside town. There was
a good school and the town was close enough to maintain contact with Lucy’s brother, who had
chosen to remain living with his father. Lucy was 8 years old when she moved to Lakes Entrance,
Victoria.

Lakes Entrance

After this move, life became less complicated. Lucy felt safe and liked her new school and bedroom.
While she missed her brother and father, life was more stable, with no more fighting or yelling. After
living there for a couple of months, her mother and the fisherman began a relationship. He had three
adult children, 2 of whom were male aged 25 and 19, and one female aged 17, who moved back
home around one year after the relationship started. Lucy recalls increasing conflict, as she became
the target of nasty comments and later physical injuries through rough play. Lucy also recalls the
oldest watching pornography loudly in the common lounge room. If her mother was home at the
time, she would take Lucy out so she would not be exposed to inappropriate material. Her mother
assured Lucy that the fisherman’s children just needed time to adjust to the new relationship and
that things would soon settle down. As Lucy moved towards 10 years old, things got worse before
they got better. Lucy recalls feeling embarrassed about her developing body, enduring early puberty
with comments every day from her new step siblings. The taunts made her very self-conscious
of her body and she became quieter and more withdrawn. Her mother was busy within the new
relationship and Lucy felt abandoned. She longed for her brother and life with her father did not
seem so bad now. She begged to return to live with her brother. This was the signal to her mother
that things were not going well.

Within a day of Lucy telling her mother about her desire to return home to her father, her mother took
her away on a mini holiday. They took a trip to a farm to spend time with her mother’s best friend.
Lucy loved the farm and remembers how much she enjoyed spending time in the milking shed and
helping with the cows. Towards the end of the holiday, her mother told Lucy that things had changed
at their home in Lakes Entrance. The older children had been asked to move out and Lucy’s mother
wondered how Lucy would feel about going back. Lucy recalls saying she did not want to, but also
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remembers the look on her mother’s face when she said this. When Lucy saw how upset her mother
was, she changed her mind and told her mum she would be ok about going back. Lucy’s mother
assured her that things would be better and she would be safe in the house.

Things were indeed better when they returned. After her visit to the farm, Lucy asked if she could
have pets. Her mother agreed, and Lucy now had a dog, a cat and a rabbit, which she adored. Lucy
was much happier and more settled now. The other children only visited the house occasionally and
Lucy recalls that she did not have a great deal of interaction with them. School was going well and
Lucy was now able to visit her brother, who had moved to Melbourne City for work. Then, when her
mother told her they were moving to Queensland, Lucy was shocked. Her first concern was for her
pets. Lucy was told they could only take their cat. Lucy recalls feeling numb and still into adulthood
wonders what happened to her beloved pets.

Moving to the small coastal town of Bundaberg in Queensland was a positive experience for Lucy
for the first three years, during which time she experienced no significant issues. As Lucy developed
into a young woman, young men began to take interest. Lucy enjoyed the attention and began to
date. When Lucy was 14, a friend of her mother and stepfather, a man in his forties, spent a lot
of time complimenting Lucy on her developing body. He often commented that he wished he were
younger so he could date her. One evening, as her parents sat in the lounge room, he followed
her to her bedroom, claiming he needed to use the bathroom. This man then inappropriately and,
uninvited, touched Lucy. Lucy remembers that she did not respond, again felt numb inside, and
revisited that sense of being unsafe. He stopped when she turned away. Later, a different older
male friend of the family also sexually abused her.

After this, Lucy spent more time outside the home with her friends. She started to miss school,
preferred to drink with male friends and became sexually active. Her mother intervened and took
her to see a counsellor where Lucy disclosed the experiences she had with her parents’ friends.
While her mother was informed, she took no further action. Lucy is convinced her parents did not
believe her and instead saw her as a rebellious teenager. When Lucy’s mother attempted to put
firmer rules in place, Lucy pushed back and, when she turned 15, moved into a shared caravan
with her boyfriend Lucas, who was 6 years older. The new relationship she had with her boyfriend
was strong and it was not long after that she discovered she was pregnant. Unfortunately, it was a
nonviable intrauterine pregnancy, which ended in a spontaneous abortion. Lucy felt abandoned and
distressed. She did not tell anyone, apart from Lucas, about this loss. She continued for some time
as though nothing had happened and that her pregnancy was progressing as normal.

Lucy experienced intimate partner violence when Lucas would drink, much like her mother had
experienced. She was convinced that things would improve once they had a child together. During
this time Lucy was very much isolated with minimal friends and little support from family.
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Case study questions

1. Can you identify the Adverse Childhood Events (ACEs) Lucy experienced?

2. Can you identify other events in Lucy’s life that could also have contributed to the trauma she

experienced?

3. If you were providing support and care for Lucy, what could you do to ensure you do not

contribute to re-traumatising her?

4. What impacts do you think Lucy’s life experiences could have on her relationships?

5. As Lucy is a Registered Nurse working in the speciality of Emergency Nursing, what

professional risks could be involved?

6. When a person survives childhood and ongoing trauma, how do you think this could impact

a person’s wellbeing, both physically and emotionally?

Key information and links to other resources

Lucy has experienced significant trauma throughout her childhood and into adulthood. Trauma-
informed care (TIC) is founded on the recognition of the impact of trauma on both physical and
mental health. Speck et al. (2023) recommend six TIC principles that need to be demonstrated when
providing care for a woman with past trauma. These include:

1. Safety
2. Trustworthiness and transparency
3. Peer support
4. Collaboration and mutuality
5. Empowerment
6. Cultural, historical and gender issues

There are several interventions that can support these principles. The emphasis is on ensuring the
person is provided the opportunity to maintain control over their care and life decisions, as well as
utilising peer support (Speck et al., 2023). The resources listed below can offer further support and
assistance to developing further skills in TIC.
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Organisations providing information relevant to this case study

• Centers for Disease Control and Prevention: Adverse Childhood Experiences
• Blue Knot Foundation: National centre of excellence for complex trauma
• Bravehearts
• Domestic Violence Prevention Centre

Thinking point

Healthcare workers place the care of the service user and their family at the forefront. It is not

unusual for a healthcare worker to have had personal experience of trauma, being exposed to

professional traumatic adverse experiences and events, or the experiences of the people they

care for (Morris et.al, 2022). The healthcare worker role can contribute to experiences of

compassion fatigue, burn out and secondary traumatic stress (Morris et.al, 2022; Wolotira, 2023).

It is essential for healthcare workers to embed strategies to mitigate the effects of trauma.

Read the following article and identify techniques to add to your self-care and resilience

toolbox:

• Wolotira, E. A. (2023). Trauma, compassion fatigue, and burnout in nurses: The nurse

leader’s response. Nurse Leader, 21(2), 202–206. https://doi.org/10.1016/j.mnl.2022.04.009

Thinking point

LGBTIQ+ individuals experience barriers to affirmative care and disproportionately experience

higher rates of trauma (Zhou et al, 2023). Reflect on your local area population and the care they

may receive. Identify the health services in your area that provide affirmative and trauma-

informed care. Review the following resources and identify strategies that could be

implemented.
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• Say It Out Loud: Practice considerations

Language is incredibly important in providing affirmative trauma-informed care. Often the terms

we use to describe people of diverse backgrounds are inadequate or incorrect. Say It Out Loud

also offers a language guide. Review the following document and reflect on your understanding

of each term and the importance that language has on providing trauma-informed care.

• ACON Trans-affirming language guide

Case study 1 summary

Through this case study you have had the opportunity to learn more about Lucy’s traumatic
experiences throughout her lifespan. These events have significantly affected Lucy and her
relationships. You have been able to identify these events and considered how you would
incorporate trauma- informed care into your practice. There are some helpful resources that are
available to not only support Lucy in her recovery but also you as a health professional.
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2.3 LUCY CASE STUDY 2: ADOLESCENT
PREGNANCY

Nicole Graham

Introduction to case study

Lucy is familiar with trauma and her life has changed in such a brief period. Now living with her older
partner, she is excited to learn she is pregnant shortly after her 16th birthday.

Learning Objectives

By the end of this case study, you should be able to:

• Identify the biological, social, and psychological impacts of a pregnancy during adolescence.

• Explore the health risk factors that may present.

• Consider the psychological impact on a young woman who experiences the loss of

pregnancy.

Scenario

As we mentioned in the previous case study, Lucy met her partner Lucas at 15. He was 21 at
the time. Lucy as a young adolescent was physically well developed and she felt mature for her
age. Within only a short couple of months, at 15 and 4 months of age, Lucy realised she was
pregnant. She was excited at the thought of becoming a mum; she loved children and wanted to
have someone who would love her unconditionally. She told her partner Lucas, who was supportive.
When Lucy told her mother, she was met with concern and advice that pregnancy is not easy at 15.
Lucy recalls not taking on her mother’s advice to have a termination. When she attended her first
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ultrasound, she left incredibly happy with the image of early pregnancy. With the little money she
had she purchased second hand baby clothing. She was happy and was proud to tell people she
was expecting her first child.

Bundaberg map

Lucas was concerned about money and the need to move into a bigger place. They were living in
a shared caravan with one other man, a friend of Lucas’, with no privacy or room to move. Lucy
and Lucas were confined to a bed and outdoor area within the caravan park. The caravan park itself
was run down and considered ‘rough.’ Lucas, who worked for a local council as a labourer, would
spend his time drinking after work. The more he drank, the more frustrated he became at their living
conditions. Lucas had the support of his family, who also welcomed the news of Lucy’s pregnancy.
His parents offered to rent them a holiday house they owned in Bundaberg for a small amount of
money each week. The plan was for Lucy and Lucas to marry and eventually buy the home.

Lucy felt increasingly happy. Her life was coming together, just as she imagined it. At 8 weeks
gestation, Lucy and Lucas moved into the house. Shortly after moving, Lucy noticed spots of blood
on her underwear. She did not know what to do nor who to call. Lucas took her to the local hospital.
During the consultation, she overheard a nurse say it would be a blessing if she lost the baby as
she was so young. Lucy felt judged and angry. She insisted that Lucas take her home. The doctor
stopped her as she was getting changed and talked Lucy into agreeing to an examination and
further advice. The doctor referred her for an ultrasound and conducted an internal examination,
confirming that the pregnancy was still viable with a strong foetal heartrate of 150 beats per minute.
The doctor advised Lucy that she needed prenatal care and referred her to the midwifery unit. The
doctor also encouraged her to reconnect with her parents for support from family. Lucy recalls she
did not really take on board the information and left the hospital before the midwife came to see her.

Over the next 3 weeks Lucy felt full of energy. Life was returning to normal. She remembers it as
an intense feeling of energy and restlessness. She began an intense exercise regime and ran twice
a day. She also had difficulty sleeping, with many thoughts going through her mind. She used this
time to craft and made items out of recycled materials, often going through her neighbour’s recycling
bin for additional craft supplies. Her energy allowed her to prepare a nursery, which she decorated
with abstract art and crafted decorative items. Lucas would often tell her to rest and that she needed
to care for herself and baby. Lucy said she was doing just that and would often argue with Lucas
that he did not understand that being pregnant brought intense energy.
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This feeling changed around the 11-week gestation period when Lucy described a different feeling.
She had been running when she experienced a pain, much like menstruation pain. It was different
from the previous spotting. Lucy alerted a passer-by who called an ambulance. At the hospital, Lucy
was advised that she was experiencing a spontaneous abortion and that she may require a dilation
and curettage. Lucy refused to believe she had lost her baby and discharged herself against medical
advice. Lucas picked her up and took her home. Lucy recalls feeling devastated and went to bed,
a place she would remain for weeks. Lucy’s pregnancy had spontaneously aborted, with no further
complications. Her room was dark, she stopped talking to Lucas and spent hours sleeping. She
recalls Lucas getting agitated and telling her to get out of bed and eat. At one point he dragged her
into a cold shower and slapped her across the face. Lucy recalls feeling like life had ended. She had
no energy.

Lucas eventually called a doctor who attended Lucy at their house. The doctor prescribed
amitriptyline, an antidepressant, and told Lucy it was normal to experience grief after a pregnancy
loss. Within what she describes as days, Lucy felt an intense surge of energy. She was happy the
medication worked so quickly. She had not told anyone she had lost her baby and continued as
normal. Lucas didn’t understand, but respected Lucy’s wishes. She attempted to become pregnant
again so no-one would know. Lucy was upset each month she did not become pregnant. Lucy knew
this could not continue as people were asking her about her health and that of the baby. She told
her family and friends about the tragedy of losing the baby around the time she would have been 7
months pregnant. She offered no explanation to her family and friends, nor gave any details about
the timing. She asked that they not speak of it again.

Case study questions

1. Identify the biological, social, and psychological stressors for both Lucy and Lucas.

2. What health education might have supported Lucy during her pregnancy and at the time she

presented to hospital?

3. Given Lucy’s prior history of trauma, what engagement strategies might help develop and

maintain a therapeutic relationship?

4. After the pregnancy loss, what further support might be beneficial to both Lucy and Lucas?
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Key information and links to other resources

Galeotti et al. (2022) recognise in a scoping review that miscarriage can have both short- and long-
term emotional impacts for both men and women. They further suggest that hospitals and staff need
to act to improve the emotional support of women and men who are experiencing a tragic loss of
pregnancy. Lack of compassion, insensitive communication, excessive wait times for assessment,
procedures, treatment and lack of privacy were the key contributors of stress and anxiety for both
parents (Galeotti et al., 2022). The resources below can help clinicians become more trauma-
informed when faced with the tragedy of miscarriage.

Sources of information relevant to this case study

• Raising Children: Teenage pregnancy: A guide for parents of pregnant teenagers
• Sands miscarriage, stillbirth & newborn death support: A father’s grief
• Beyond Blue

Thinking point

Young parents experience higher rates of stereotyping and discrimination. The Australian

Human Rights Commission (2017) conducted a project investigating the rights and needs of

young parents and their children, finding that young parents and their children are very

vulnerable to poorer physical health and have elevated risks to their emotional and social

wellbeing. Despite these challenges, the report finds that young parents are very motivated to

provide the best care for their children (Australian Human Rights Commission, 2017).

Review the data in the report and document the significant challenges encountered by young

parents. Identify how many barriers could be overcome with the support of an interdisciplinary

health care team.

• Australian Human Rights Commission. (2017). The rights and needs of young parents and

their children: A summary of key findings from the Children’s Rights Report 2017.

https://humanrights.gov.au/our-work/publications/summary-childrens-rights-

report-2017
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Thinking point

There has been an increase in stories of pregnancy loss in the media, which is potentially

encouraging more people to discuss their own individual experiences (Budin, 2021). Queensland

Health has developed a Clinical Care Guideline (2022) for early pregnancy loss, which highlights

not only the physical health assessment and treatment response, but also psychological

support and sensitive handling of foetal tissue and/or remains.

Review the clinical care guidelines in relation to a presentation like Lucy’s; identify the clinical

care recommendations; and reflect on how you could enhance the process through taking a

trauma-informed approach.

• Queensland Health. (2023). Queensland clinical guidelines: Translating evidence into best

clinical practice. https://www.health.qld.gov.au/qcg

Case study 2 summary

Through this case study you have had the opportunity to learn more about both Lucy’s and Lucas’
pregnancy experiences and traumatic loss. You have learned how this event had a significant
impact on Lucy’s mental health. You have been able to identify the variety of impacts across
physical, social, and psychological wellbeing and considered how you may need to adapt your
engagement strategies to suit individual needs.
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2.4 LUCY CASE STUDY 3: MENTAL ILLNESS
DIAGNOSIS

Nicole Graham

Introduction to case study

Lucy has experienced the symptoms of mental illness during her lifespan; however, it was not until
her early twenties that she was formally diagnosed with bipolar affective disorder. In the case study
below, we explore the symptomology that Lucy experienced in the lead up to and post diagnosis.
Lucy needs to consider her mental illness in relation to her work as a Registered Nurse and as she
continues to move through the various stages of adulthood.

Learning Objectives

By the end of this case study, you should be able to:

• Identify and consider the symptoms of mental illness.

• Develop an understanding of contributing biopsychosocial stressors that may exacerbate the

symptoms of mental illness as experienced by Lucy.

• Critically analyse the professional, ethical, and legal requirements and considerations for a

registered health professional living with chronic illness.

Scenario

Lucy’s small group of friends describe her as energetic and ‘a party person’. Although she
sometimes disappears from her social group for periods of time, her friends are not aware that Lucy
experiences periods of intense depression. At times Lucy cannot find the energy to get out of bed or
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even get dressed, sometimes for extended periods. As she gets older, these feelings and moods,
as she describes them, get more intense. She loves feeling high on life. This is when she has an
abundance of energy, is not worried about what people think of her and often does not need to
sleep. These are the times when she feels she can achieve her goals. One of these times is when
she decides to become a nurse. She excels at university, loves the intensity of study, practice and
the party lifestyle. Emergency Nursing is her calling. The fast pace, the quick turnaround matches
her endless energy. The fact that she struggles to stay focused for extended periods of time is
something she needs to consider in her nursing career, to ensure it does not impact negatively on
her care.

Unfortunately, Lucy has experienced challenges in her career. For example, her manager often
comments on her mental illness after she had openly disclosed her diagnosis. It is challenging for
her to hear her colleagues speak badly about a person who presents with mental illness. The stigma
she hears directed at others challenges her. She is also very aware that it could be her presenting
to the Emergency Department when she is unwell and in need of further support. Lucy is constantly
worried that her colleagues will read her medical chart and think she is unsafe to practice.

While the symptoms that cause significant distress and disruption to her life began in her late teens,
they intensified after she commenced antidepressant medication after the loss of her child. She
subsequently ceased taking them due to side effects. These medications particularly impact on
her ability to be creative and reduce her libido and energy. By the time she turns 18, she notices
more frequent, intense mood swings, often accompanied by intense feelings of anxiety. During her
high periods, Lucy enjoys the energy, the feeling of euphoria, the increased desire to exercise,
her engagement with people, and being impulsive and creative. Lucas appreciates her increased
libido. However, during these periods of high mood, Lucy also has impaired boundaries and is often
flirtatious in her behaviour towards both friends and people she doesn’t know. She also increases
her spending and has limited sleep. Lucas is often frustrated by this behaviour, leading to fights. On
occasion Lucas slaps her and gets into fights with the people she is flirting with. These periods can
last days and sometimes weeks, always followed by depressive episodes.

When she is in the low phases of her mood, Lucy experiences an overwhelming sense of
hopelessness and emptiness. She is unable to find the energy to get out of bed, shower or take
interest in simple daily activities. Lucas gets frustrated and dismisses Lucy’s statements of wanting
to end her life as ‘attention seeking’. Lucy often expresses the desire to leave this world when she
feels this way. When Lucas seeks support from the local general practitioner, nothing really gets
resolved. The GP prescribes the medication; Lucy regains her desire to participate in life; then stops
the medication due to side effects which extend to gastrointestinal upsets, on top of the decrease
in libido and not feeling like herself. When Lucy is referred to a psychologist, she does not engage
for more than one session, saying that she doesn’t like the person and feels they judge her lifestyle.
When the psychologist attempts to explore a family history of mental illness, Lucy says no- one in
her family has it and dismisses the concept.

The intense ups and downs are briefly interrupted with periods of lower intensity. During these times,
Lucy feels worried about various aspects of her life and finds it challenging to let go of her anxious
thoughts. There are times when Lucy has symptoms like racing heart, gastrointestinal update and
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shortness of breath. She spends a great deal of time wanting her life to be better. Her desire to
move on from Lucas and to start a new life becomes more intense. Lucy is confident this is not
a symptom of depression; it is just that she is unhappy in her relationship. Lucy starts to consider
career options, feeling that not working affects her lifestyle, freedom and health. As she explores
different options on the internet, Lucy comes across a chat room. Using the chat name ‘Foxy Lady
20’, she develops new friendships. She finds herself talking a lot with a man named Lincoln who
lives on the Gold Coast.

Gold Coast

After a brief but intense period talking with Lincoln online, Lucy abruptly decides to leave Lucas and
her life in Bundaberg to move in with Lincoln. Lincoln, aged 26, 5 years older than Lucy, owns a
modest home on the Gold Coast and has stable employment at the local casino. Their relationship
progresses quickly and within a month Lincoln has proposed to Lucy. They plan to marry within 12
months.

Lucy is now happy with her life and feels stable. She decides to pursue a degree in nursing at
the local university. Lucy enrols and makes many new friends, enjoying the intensity of study
and a new social scene. Her fiancé Lincoln also enjoys the social aspects of their relationship.
During university examination periods, Lucy experiences strong emotions. At the suggestion of an
academic she respects, she makes an appointment with the university counselling service. After the
first 3 appointments, Lucy self-discovers, with the support of her counsellor, that she might benefit
from a specialist consultation with a psychiatrist. She comes to recognise that her symptoms are
not within the normal range experienced by her peers. Lincoln is incredibly supportive and attends
the appointments with Lucy, extending on the information she provides. Lucy reveals information
about her grandmother, who was considered eccentric, and known for her periods of elevated mood
and manic behaviour. The treating psychiatrist suggests Lucy may be living with bipolar affective
disorder and encourages her to trial the medication lithium.

Lucy does not enjoy the side effects of decreased energy, nausea and feeling dazed and ceases
taking the lithium during the university break period. This causes Lucy to again experience an
intense elevation of her mood, accompanied by risk-taking behaviours. Lucy goes out frequently,
nightclubbing and being flirtatious with her friends. She becomes aggressive towards a woman who
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confronts Lucy about her behaviour with her boyfriend in the nightclub. This is the first time Lucy
exhibits this type of response, along with very pressured speech, pacing and an inability to calm
herself. The police are called. They recommend Lucy gets assessed at the hospital after hearing
from Lincoln that she has ceased her medication. Lucy is admitted for a brief period in the acute
mental health ward. After stabilising and recommencing lithium, Lucy returns to the care of her
psychiatrist in the community. The discharge notes report that Lucy had been previously diagnosed
with bipolar disorder, may also be experiencing anxiety related symptoms, and have personality
vulnerabilities.

Lucy is in the final year of her university studies when she has a professional experience placement
in the emergency ward. Lucy really enjoys the fast pace, as well as the variety of complex
presentations. Lucy feels it matches her energy and her desire for frequent change. After she
completes her studies, Lucy applies and is successful in obtaining a position at the local hospital.
Throughout her initial graduate year, Lucy balances life with a diagnosis of mental illness as well as
a program of her own self-care. She finds the roster patterns in particular incredibly challenging and
again becomes unwell. She goes through a period of depression and is unable to work. During this
period, Lucy experiences an overwhelming sense of hopelessness and considers ending her life.
Again, she requires a higher level of engagement from her treating team. Lucy agrees she is not
fit to work during this time and has a period of leave without pay to recover. She has disclosed to
her manager that she has been diagnosed with a mental illness and later discusses how shift work
impacts her sleep and her overall mental wellbeing.

Over time, Lucy develops strategies to maintain wellness. However, she describes her relationship
with the Nursing Unit Manager as strained, due to her inability to work night shift as her medical
certificate shows. Lucy says she is often reminded of the impact that her set roster has on her
colleagues. Lucy also feels unheard and dismissed when she raises workplace concerns, as her
manager attributes her feelings to her mental health deteriorating. Lucy has a further period when
her mental health deteriorates. However, this time it is due to a change in her medication.

As Lucy and Lincoln have a desire to have a child, Lucy was advised that she cease lithium in favour
of lamotrigine, to reduce the risk of harm to the baby. Lucy ceases work during the period when
her mental health deteriorates during the initial phase of changing medication. Lucy recommences
lithium after she ceases breastfeeding their son at 4 months, with good effect and returns to work.

Case study questions

1. Consider the symptoms that Lucy experiences and indicate whether they align with the
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suggested diagnosis.

2. Identify the biopsychosocial contributing factors that could impact mental health and

wellness.

3. Review and identify the professional disclosure requirements of a Registered Nurse who lives

with mental illness in your local area.

4. Identify self-care strategies that Lucy or yourself as a health professional could implement to

support mental health and wellbeing.

Thinking point

Sometimes people do not agree with a diagnosis of mental illness, which can be incorrectly

labelled as ‘denial’ by health professionals. It is possible that the person is unable to perceive or

be aware of their illness. This inability of insight is termed anosognosia (Amador, 2023). The

cause of anosognosia in simple terms can be due to a non-functioning or impaired part of the

frontal lobe of the brain, which may be caused by schizophrenia, bipolar disorder or other

diseases such as dementia (Kirsch et al., 2021).

As healthcare workers will likely care for someone who is experiencing anosognosia, it is

important to reflect on how you may work with someone who does not have the level of insight

you would have hoped. Below is a roleplay activity whereby you can experience what it might

be like to communicate with someone experiencing anosognosia. Reflect on your

communication skills and identify strategies you could use to improve your therapeutic

engagement.

Role play activity – Caring for a person who is experiencing
anosognosia

Learning objectives

1. Demonstrate therapeutic engagement with someone who is experiencing mental illness

2. Identify effective communication skills

3. Reflect on challenges and identify professional learning needs
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Resources required

• Suitable location to act out scene.

• One additional person to play the role of service user.

Task

Two people assume role of either service user or clinician. If time permits, switch roles and

repeat.

Background

• Lucy has been commenced on lithium carbonate ER for treatment of her bipolar disorder.

• Lucy is attending the health care facility every week, as per the treating psychiatrist’s

requests.

• The clinician’s role is to monitor whether Lucy is experiencing any side effects.

Role 1 – Clinician

• Clinician assumes role of health care worker in a health care setting of choice.

• Lucy has presented and your role is to ask Lucy whether she is experiencing any side

effects and whether she has noticed any improvements in her mental state.

Role 2 – Lucy who lives with bipolar

• Lucy responds that she does not understand the need for the tablets. She also denies

having a mental illness. Lucy says she will do what she is told, but does not think there is

anything wrong with her. Lucy thinks she is just an energetic person who at times gets

sad, which she describes as ‘perfectly normal.’ Lucy is not experiencing any negative side

effects, but says she would like clarification about why the doctor has prescribed this

medication.

Post role play debrief

Reflect and discuss your experiences, both as Lucy and as the clinician. Identify and discuss

what was effective and what were the challenges.

Identify professional development opportunities and develop a learning plan to achieve your

goals.
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Additional resources that might be helpful

• Australian Prescriber: Lithium therapy and its interactions

• LEAP Institute: The impact of anosognosia and noncompliance (video)

Key information and links to other resources

Fisher (2022) suggests there are large numbers of health professionals who live with mental illness
and recognise the practice value that comes with lived experience. However, the author also notes
that as stigma is rife within the health care environment, disclosing mental illness can trigger an
enhanced surveillance of the health professional’s practice or impede professional relationships
(Fisher, 2022).

It is evident that the case studies derived from Lucy’s life story are complex and holistic care
is essential. The biopsychosocial model was first conceptualised in 1977 by George Engel, who
suggests it is not only a person’s medical condition, but also psychological and social factors that
influence health and wellbeing (Engel,2012).

Below are examples of what you as a health professional could consider in each domain.

• Biological: Age, gender, physical health conditions, drug effects, genetic vulnerabilities
• Psychological: Emotions, thoughts, behaviours, coping skills, values
• Social: Living situation, social environment, work, relationships, finances, education

Developing skills through engaging in reflective practice and professional development is essential.
Each person is unique, which requires you as the professional to adapt to their particular
circumstances. The resources below can help you develop understanding of both regulatory
requirements and the diagnosis Lucy is living with.

Organisations providing information relevant to this case study

• Rethink Mental Illness: Bipolar disorder
• Australian Health Practitioner Regulation Agency (AHPRA): Resources – helping you

understand mandatory notifications
• Australian Health Practitioner Regulation Agency (AHPRA): Podcast – Mental health of

nurses, midwives and the people they care for
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• Black Dog Institute: TEN – The essential network for health professionals
• Borderline Personality Disorder Community
• National Institute of Mental Health (NIMH): Anxiety disorders

Case study 3 summary

In this case study, Lucy’s symptoms of mental illness emerge in her teenage years. Lucy describes
periods of intense mood, both elevated and depressed, as well as potential anxiety-related
responses. It is not until she develops a therapeutic relationship with a university school-based
counsellor that she realises it might be beneficial to engage the services of a psychiatrist. After she
is diagnosed with bipolar affective disorder she engages in treatment. Lucy shares her experience
of both inpatient and community treatment as well as her professional practice requirements in the
context of her mental illness.
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2.5 LUCY'S STORY SUMMARY
Nicole Graham

Summary

This part provides case studies focused on Lucy, a Registered Nurse who lives with mental illness.
Throughout Lucy’s lifespan, she experiences many adverse childhood experiences, a history of
partner abuse and ongoing workplace stigma and biased behaviours. These experiences impact
her relationships, negatively affect her mental wellbeing and highlight the importance of trauma-
informed care in health professional practice. Lucy has brief periods of safety, often overshadowed
by experiences of abuse or significant loss. Her symptoms of intense elevated or depressed mood,
often overshadowed by life circumstances, are eventually diagnosed in her early twenties. Lucy
willingly engages in both inpatient and community treatment. She goes on to have a successful
career in the Emergency Department, with continuing assessment of her fitness to practice and a
requirement to ensure a balance of work and self-care.

Image attributions

Images not individually attributed are listed below in order of appearance in the part:

Chapter 2.1

Bairnsdale image by Ralf Genge on Pixabay

Lucy image by Van3ssa Zheki Dazzy on Pixabay

Chapter 2.2

Lakes Entrance image by Mark Wyld on Pixabay

Chapter 2.3

Bundaberg map by OpenStreetMap is licensed under CC BY-SA 2.0

Chapter 2.4

Gold Coast image by Nathan Cowley on Pexels
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Evidence-based practice: Analysis icons created by Uniconlabs – Flaticon

Medication safety: Health insurance icons created by Freepik – Flaticon

Reflective practitioner: Self esteem icons created by Freepik – Flaticon

S – Social: Society icons created by Freepik – Flaticon
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3.1 INTRODUCTION TO THE SHERO FAMILY
Lucy Shinners

Family genogram

Shero family genogram

Introduction to family and community

This part provides case studies about an Iraqi refugee family of 4, Medya and her 3 children, Hedjar,
Arin and Fero. The United Nations resettled them in the seaside town of Coffs Harbour after they
escaped from Iraq, making a very difficult journey to Lebanon for safety. They took some time
to settle into their new surroundings after the family was rescued. Still, they have now learned
the language and have begun rebuilding their lives. They have developed a deep connection
to the Coffs community and continue to heal and recover from the trauma they witnessed. This
part illustrates how one family experiences life as refugees in Australia, the challenges they face
navigating the healthcare system with English as a second language, and their journey of recovery
from trauma. The part begins with a section that outlines the family’s background, history and
relationships, followed by a brief overview of their lifestyles. The part describes 2 case studies: 1)
Medya develops ulcerative colitis, and 2) Medya has a temporary stoma.
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The Shero family

The Shero family

Medya and her family are refugees from Baghdad,
Iraq. They live in the beautiful seaside town of
Coffs Harbour on the mid-North Coast of New
South Wales. Medya, the mother of this family, is
43 years old and has 3 surviving children, Hedjar
aged 25, Arin aged 10, and Fero aged 6.

Six years earlier, this family’s village was attacked
by the militant groups Islamic State of Iraq and the
Levant (ISIL). Medya, who was pregnant at the
time, lost 6 family members, including her sister
(pictured in the family photo) and 2 children, her
daughter Denah, aged 3, and her son Rojan, aged

15. As their village was destroyed during the fighting, the family was forced to live in a run-down flat
with limited electricity and access to drinkable water. They had to rely on food aid from international
volunteer agencies. When Medya’s husband joined the army to fight on behalf of their people, the
Yazidis, living and supporting her remaining 2 children became very difficult on her own. They lived
in extreme poverty. Medya had to work long hours, carting dangerous building rubble to the rubbish
site, to provide enough money to buy food or medicine. The United Nations supported the family by
ensuring the village had clean drinking water, blankets and basic food supplies. However, Medya’s
family lived in a small room with barely enough food to share. If her kids became unwell, she had to
risk her life to seek medical help.

Iraq map

The situation worsened when her son Hedjar was attacked and shot 3 times in the leg and arm while
he was praying. While he survived the attack, he was left with an acute brain injury with intermittent
seizures and this event forced Medya and her children to leave her husband and escape through
the mountains into Lebanon as refugees to seek medical support.

The walk through the mountains was extremely difficult. Medya often had to wrap her children’s feet
with clothes to help them walk, or hide them when they could hear militants approaching. After 9
days of travel they joined other refugees, but it took many weeks for Medya and her children to
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recover from the ordeal. When she was 28 weeks pregnant, Medya thought she would lose her
baby as she suffered much pain and bleeding. However, with medical attention and rest, her body
recovered, and she remained pregnant. It was not until she would arrive in Australia that she would
deliver her child.

Children during war

Medya and her family were placed into a resettlement program by the United Nations High
Commissioner for Refugees (UNHCR) and granted a humanitarian refugee visa 4 months later.
They then boarded a flight to Sydney, Australia. After spending a month in a refugee facility, they
were resettled in Coffs Harbour. Other Yazidis refugees were resettled in Wagga Wagga, Brisbane
and Toowoomba. The Coffs Harbour community have been very welcoming to their people and
Medya is grateful that she is living there with her children. Meanwhile, her husband and sister are
still in Iraq. Medya does not know what happened to them or whether they are still alive. She is
in contact with some of her family members who are living under extreme circumstances. Medya
heard that thousands of women and girls were forced into sexual slavery by ISIL and thousands of
men were killed. She prays every day for their safety.

One of the world’s most threatened religious minorities, the Yazidis people are indigenous to
Kurdistan and are predominately Kurdish-speaking. Yazidis people have a history of centuries of
conflict with surrounding regions due to their unique religious beliefs, a combination of Judaism,
Christianity, Islam and lesser-known Iranian religions (Allison, 2017). Their links to their homeland
and ancestry are crucial to their faith. Yazidis society follows a caste system determined by birth
and the Yazidis calendar is coloured by several festivals rich with culture and spirituality. They are
often disadvantaged socially, economically, and educationally, having diverse religious customs that
dictate how they interact with other established systems.

When they arrived in Australia, Medya was 32 weeks pregnant, Arin was 2 and Hedjar 17. The
Multicultural Australia organisation and the case manager assigned to their relocation helped them
when they arrived in Australia. Initially, they were housed in a motel on the outskirts of Coffs
Harbour as it was difficult to find permanent accommodation. After 6 months, they moved to a small
3-bedroom house with a garden and leopard tree in the front yard. It was the most beautiful house
Medya had ever seen. The family felt very lonely for some time, cut off by language and cultural
barriers, however this changed when they connected with the Coffs Harbour community centre.
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Medya

Coffs Harbour map

Shero family members

Medya: 43 years old

Medya is the matriarch of this family at 43 years old and identifies as
female. Five weeks after they arrived in Australia, Medya delivered Fero
at 37 weeks. Without family, the ability to speak English or drive, to get to
hospital Medya had to call on the assistance of their case manager and 2
women from the community centre. Her experience was very different
from the way she delivered her other babies in Iraq. It turned out that Fero
was breech. Medya had not had any medical follow-ups with a doctor
since very early in the pregnancy. Her delivery was traumatic, to the extent
she sustained a fourth-degree perineal tear and post-partum
haemorrhage. She had to undergo emergency surgery for repair of her
anus. While Medya was very unwell after the birth, her new baby boy,
Fero, was healthy, which gave her strength to recover from her surgery
within 4 weeks. Her new friends at the community centre helped her by

supporting her eldest son Hedjar, who was looking after Ari and bringing her to the hospital to visit
Medya each day.

It has now been 7 years since Medya and her family arrived and resettled. While Medya has learned
enough English to get through the essentials of daily life, she speaks Kurdish strictly to her family
so that her beloved country and family are not forgotten. She is amazed how quickly and easily
her children have adopted Australian language and culture. Medya is an excellent cook and enjoys
exploring and expanding her abilities through her interactions with other refugee women at the
Coffs Harbour community centre. She volunteers in the kitchen when the community centre hosts
community events. This centre has been central to the rebuilding of her life. She now believes there
is hope for her children’s future.

While there are very few Kurdish women Medya can share her hardship with, many other refugee
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Hedjar

women in the centre talk about the trauma they have experienced. This provides her with a sense
of deep connection with other refugees. In a recent reconnection with members of her husband’s
family who live in Lebanon, she learns they have heard no news of her sister or her husband. This is
deeply troubling and upsetting for Medya. Now she has access to a Kurdish counsellor, which may
help her talk about her experiences.

The repair of her anus and bladder has had long-term impacts on her bladder and bowel patterns
and function, which is difficult for Medya to manage at times. Her strict religious practices and lack
of representation by her husband make this more difficult as she does not feel confident to seek
medical attention on her own. Medya has worked hard to find female specialists who can help and
whom she feels able to trust with such a private aspect of her life.
Medya does not drive but knows the public transport system well now. She has taught her children
to safely make their way to and from the local school. Her eldest son often takes her to where she
must go when he is not working.

Hedjar: 25 years old

Hedjar is 25 years old and identifies as male. He is Medya’s eldest son
and has taken on the role of the head of the household to support his
mother. He has witnessed so much over the past 8 years; he was only 17
at the time of their escape. Since resettling in Australia, he has worked
hard to learn the language and find a way to support the family financially.
For the last few years he has been working as a trolley collector at the
local supermarket while he studied English at TAFE. After graduating, he
enrolled in a bookkeeping course, which he is nearly finished. He hopes to
study business at university in the near future, as he has always had a
way with numbers and wishes to provide for his family. After he had saved
enough to take driving lessons and get his driver’s licence, he bought a
small second-hand car. He is meticulous with keeping it clean and will tell

off the children, especially Fero, if they do not respect it.

Hedjar’s other passion is music. In Iraq he often played the oud with his father. Now he is working
to save enough money to buy one. He wants to be reminded of his father and the special memories
they shared playing music together. Since arriving in Australia, Hedjar quickly learned to play the
guitar after finding an old one lying around at the community centre. Bill, one of the volunteers, is
a rocker from the past with a passion for blues and roots. Bill has been teaching Hedjar the guitar
for several years. They have a very strong friendship that is meaningful to both of them. Bill and
Hedjar have formed a band with other locals from the centre and play small gigs and functions in
Coffs Harbour. Hedjar’s favourite is to play at weddings, as they remind him of the family gatherings
they had at home in Iraq when he was a child.

Just before escaping for Lebanon, Hedjar began to have focal seizures and was diagnosed with
post-traumatic epilepsy, a recurrent seizure disorder that can appear after head injury (Agrawal
et. al., 2006). Medical staff suspect this occurred when he was attacked and shot in Iraq and did
not receive the extensive medical care that such an injury requires. He has been on anti-epileptic
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Arin

medication for 2 years and is currently stable and able to drive again, which is essential for the
family. Prior to receiving his medication, Hedjar’s epileptic events appeared to be triggered by stress
and poor sleeping patterns. He usually finds it difficult to sleep restfully as he is still plagued by
nightmares from his experiences in Iraq. He has not seen anyone for help with this yet because,
while he and his mother often talk about what they went through, they prefer to be private about this.
However, Hedjar has mentioned what happened to him to Bill, who has suggested he seek support
through his connections in the community centre and that he would be willing to support him if he
needed it. Hedjar is thinking about it.

Arin: 10 years old

Arin is 10 years old and a very sweet, intelligent, quiet little girl who is quite
shy with strangers. Arin suffers from anxiety due to the years of disruption
and danger she experienced as a very young child in Iraq. At one point the
anxiety was so crippling that the family sought the support of a child
psychologist, who has been working with Arin to manage it. She was only
a toddler when they escaped Iraq. She suffered permanent damage to her
feet and legs after fragments from a bomb blast damaged her muscles and
skin. Arin was not treated until they arrived in Lebanon. This was the same
bomb that killed 2 of her siblings and other family members. She suffered
an incredible amount of pain as they could not often get access to, or
afford medication to treat it. Arin is very self-conscious about her legs,

which have suffered muscle wasting and strictures where the skin has been burned and healed
without treatment. Since arriving in Australia, she has had one surgery to release the skin around
her knee and will likely need more surgery as she grows. At school she needs to use a wheelchair
for most of the day. She does not like using her crutches as they draw attention to the way she
walks.

Arin is a very good artist at age 10, which her teacher has noticed. The school put her forward to
be a part of a community art program which she enjoys very much. As part of her counselling for
her anxiety, she uses art to express her feelings. She is particularly good at drawing and painting;
she will happily sit for hours making figurines out of plasticine or learning how to make earrings with
her mother’s Sudanese friends at the community centre. While she is well loved by her friends, she
hasn’t yet invited anyone to her house or been to a sleepover. Arin doesn’t want to leave her family
or have her friends see their home.
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Fero

Fero: 6 years old

Fero is a cheeky little 6-year old who keeps the household lively. He was
born prematurely at 37 weeks in Australia and his mother tells him he is a
‘strong fighter’. He proudly tells the story of how he is the only one in his
family who was born in Australia. Although he is meeting almost all his
growth milestones, Fero has several allergies to contend with, namely
asthma, eczema and an allergy to penicillin, which they discovered when
he was a baby after he developed a severe rash on his chest. He has a
strict bath and cream routine for his skin to try to reduce the redness and
itching, which is a constant source of frustration for both him and his
mother.

Fero started year one this year at the local public primary school. While he has taken it all in his
stride, he is quite boisterous and finds it difficult to sit still in class. The teacher is working with
Medya and Hedjar to decide whether they need to explore his behaviour more deeply. For example,
he could have some attention-deficit hyperactivity disorder (ADHD). His favourite time at school is
lunchtime and sports when he can run around and kick the footy.

While Fero loves the beach, he has not yet learned to swim. The family cannot afford swimming
lessons other than what is provided through the school program. He wants to be a surf life saver
when he grows up as well as a policeman. He adores his big brother Hedjar, following him whenever
he can. He often tries to convince his brother to take him for a ride in his car, which Fero absolutely
loves.
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3.2 SHERO FAMILY CASE STUDY 1: MEDYA
DEVELOPS ULCERATIVE COLITIS

Lucy Shinners

Introduction to case study

Learning Objectives

By the end of this case study you should be able to:

• Understand the organisations that support inflammatory bowel disease (IBD) in Australia and

internationally

• Consider the impact that IBD has on the mental wellbeing of IBD sufferers

• Articulate the role of interprofessional team members in promoting culturally sensitive,

person-centred care

Scenario

Medya has had difficulty with her bowels since her son Fero was born. Her older son Hedjar doesn’t
really know much about it as his mother is very private. However, he sees her crying quietly in her
bedroom one afternoon. She tells him she has had a lot of pain when she goes to the toilet, and now
it’s getting worse. After a few days of nausea and lack of appetite, she has now started vomiting
overnight. Hedjar is aware that lately his mother has not been eating very much, has lost weight, and
does not often leave the house. Obviously, because it is a very private matter for her, they have not
discussed what has been happening until now. Medya agrees it is time to seek medical attention.
She is embarrassed that she will have to take her son with her to assist with interpreting her private
information to the doctor. After Hedjar offers to find one of her friends from the community centre to
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come with her, she says no to this. He instead arranges an appointment for her at the local doctor’s
surgery. As her usual doctor is not there, he requests a female doctor so that his mother will feel
more comfortable and less embarrassed.

They arrive at the local doctor’s surgery and are ushered into the rooms. Although Medya is painfully
shy, the doctor speaks gently and establishes that Hedjar can interpret for his mother and that she
consents to this. Medya reveals that for the past 3 months she has had an increasingly difficult time
with her bowels. Ever since Fero’s delivery and the damage it has caused, her bowel motions have
been loose; she has had to rush to the toilet to make sure she does not have an accident. However,
the frequency of her bowels opening has increased in the last 2 months, which has meant she has
had to stay close to home to ensure she doesn’t have an accident. She tells the doctor she has
started vomiting overnight and when she noticed blood on the toilet paper this morning, she felt very
worried.

The doctor takes her vital signs, asks a series of questions about her past surgery after the birth,
her recent bowel changes, her diet and the symptoms she has been feeling since the day before.
She examines her abdomen, which Medya describes as more painful than usual, listens for bowel
sounds which are very active and examines her old wounds on her perineal and rectal areas which
appear red and inflamed. She decides to send Medya to the hospital to seek urgent attention for
IBD exploration.

Case study questions

• Who are the local and international organisations that support the IBD community?

• What are the mental health impacts of people suffering with IBD?

• Who is in the interdisciplinary team caring for a patient with IBD?

• How do you provide culturally sensitive care to an IBD patient?

Key information and links to other resources

Australian organisations that support bowel disease

The latest research suggests that inflammatory bowel disease has increased in prevalence globally
(Alatab et al., 2020). It is estimated that almost 10% of the Australian population experiences IBD
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and the economic and social impacts of this disease are far reaching (Busingye et al., 2021). Both
national and international organisations pursue research, education and funding and Australia has
developed a national strategic action plan.

The International Organisation of Inflammatory Bowel Disease (IOIBD) conducts research that
promotes the health of people with IBD worldwide and sets the direction for patient care and
education. Access IOIBD publications here.

In Australia, the Crohn’s & Colitis organisation has been working for more than 35 years to provide
support services, advice and encouragement to people living with IBD.

The IBD national action plan outlines a series of priority actions designed to improve cooperation
between partners, individual and system outcomes.

Psychological health for patients with bowel disease

Research has shown that throughout the lifespan, people who suffer from IBD are more likely
to suffer from depression, anxiety and low self-esteem (Byrne et al., 2017; Gralnek et al., 2021).
Furthermore, inflammatory bowel disease has been identified as a significant driver of mental illness
(Szigethy et al., 2021).

Due to the nature of this condition, people often experience recurrent symptoms which may interfere
with their ability to attend social events, work or maintain meaningful relationships. Many people
report feeling worried, anxious, embarrassed or ashamed, which can cause them to withdraw
socially, reduce their activities or avoid certain situations, all of which lead to poor mental health
(Kok et al., 2023; Szigethy et al., 2021). It is important that IBD sufferers understand the close
link between the physiology of the body and mental health. If they experience more emergency
hospital presentations or disease flares, there is a strong possibility that their mental health could
be a contributor. Stress can increase gut sensations, muscle tension and the rate at which food is
processed through the system (Szigethy et al., 2021).

Thinking Point

The Crohn’s & Colitis Foundation has produced a series of videos designed to help patients

understand more about the impact of this disease on mental wellbeing, offering tips and

strategies that they can use.
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• When to seek a mental health professional

• Anxiety and Depression with IBD

• Battling IBD negativity

Write down the key take-home messages you could convey to an IBD patient you are caring

for.

Teamwork and collaborative practice

Given IBD’s complex and chronic nature and the fact that it requires long-term care, it is important
to understand the multidisciplinary care model needed for IBD patients.

A systematic review exploring healthcare professionals’ roles in managing chronic gastrointestinal
diseases in primary care (Prasad et al., 2020) found that gastroenterologists and nurses are the
key practitioners who deliver specialised care to IBD patients. Other health professionals who have
important roles to play include pharmacists, dieticians, surgeons, social workers, hypnotherapists,
psychologists, general practitioners, physiotherapists and psychiatrists.

Thinking Point

Read the following article and write down the 4 main roles that a registered nurse plays when

they engage with a patient with IBD:

• Prasad, S. S., Potter, M., Keely, S., Talley, N. J., Walker, M. M., & Kairuz, T. (2020). Roles of

healthcare professionals in the management of chronic gastrointestinal diseases with a

focus on primary care: A systematic review. JGH Open, 4(2), 221–229. https://doi.org/

10.1002/jgh3.12235

Healthcare professionals require specialised training to care for IBD patients. Crohn’s & Colitis

Australia offers targeted education. See the Crohn’s & Colitis support for health professionals’

website for more details.
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Cultural diversity

Healthcare professionals must be able to work and communicate effectively with people from
different cultural backgrounds. While a patient-centred approach to IBD management is critical,
culturally appropriate care is not commonly followed or understood. A study surveying IBD sufferers
from South Asian communities in the United Kingdom suggests that mainstream care for people
from some cultures and religions can have a significant impact on their health outcomes and
experiences (Mukherjee et al., 2021). For example, having to avoid traditional foods may lead to
health deficiencies; avoiding conversations about the disease or long-haul travel to see family may
lead to feelings of isolation and inadequacy. However, you as a health professional should not
make assumptions about the way your patient’s cultural background or ethnicity may affect their
experience. Instead, look to the evidence to find out and understand what those impacts are.

Healthcare professionals should consider:

• Is cultural competence integrated into care of IBD patients?
• Does the patient’s family or community understand the disease or need education?
• Do the common concerns that impact the general IBD population significantly increase in a

culturally diverse patient? Has the team created opportunities to explore this further?
• Has IBD information been provided in the patient’s language?
• Have self-management strategies been co-created with the patient in a way that makes it

possible for them to enjoy their cultural and religious traditions?
• Has the team invited an open and collaborative relationship with the patient and their

community so all understand when to ask questions, seek advice and escalate care?

Thinking Point

Given that Medya is from Iraq, what other services could you access to assist her with

understanding her treatment while ensuring that her cultural needs are also met?

Case study 1 summary

Medya is entering a new chapter of her life with a new diagnosis of inflammatory bowel disease. The
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role of the nurse in supporting refugee patients is important and complex. As well as learning how
to manage her symptoms and physical health, Medya must learn how to monitor and promote her
mental wellbeing. Medya’s cultural and religious needs should be addressed by an interdisciplinary
team to promote a collaborative relationship and positive experience for her and her family.
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3.3 SHERO FAMILY CASE STUDY 2: MEDYA
NEEDS A TEMPORARY STOMA

Lucy Shinners

Introduction to case study

Learning Objectives

By the end of this case study you should be able to:

• Understand the organisations that support stomal management in Australia

• Consider the implications that health complications have on a person’s identity and their

family

• Understand how you can support them as a healthcare professional

Scenario

Medya spends two weeks in hospital suffering ulcerative colitis. She loses a considerable amount
of weight and does not respond well to the medicines prescribed to treat her symptoms. The
gastrointestinal surgeon decides that for Medya’s bowel to rest and heal, a temporary stoma must
be formed so that she can put on some weight, get stronger and return to her family.

Hedjar stays with his mother to act as her interpreter. He finds most of the staff polite and patient
once he explains that she does not understand much English. Medya tells Hedjar she is very worried
about the children and does not want surgery. Hedjar reassures her that the doctors said it was very
important and that if they did not operate, she may become unwell or even die. The stomal nurse
visits Medya and her son to talk about how to care for the stoma after the operation.
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The stomal nurse documents that Medya seems overwhelmed by the concept of surgery. Although
her son Hedjar is very engaged and communicates well, the nurse records that the family will
need ongoing support once Medya is discharged home. She talks with Hedjar about contacting a
community nurse who can visit them regularly when they get home. Hedjar agrees that this is a very
good idea.

Case study questions

1. What is the role of the stomal nurse throughout the journey of care?

2. How can you ensure that post-discharge care decreases psychological distress, promotes

quality of life and prevents complications?

3. To deliver culturally safe care to Medya, what do you understand about the Shero family’s

social and cultural needs? Who else needs to be involved in the care of the Shero family?

The journey of care

It is common for inflammatory bowel disease (IBD) sufferers to require a temporary stoma if their
symptoms cannot be managed, and the patient becomes unwell. The Australian Council of Stoma
Associations represents 21 regional stoma associations nationally which support as many as 46,000
people living with a stoma or ostomy in Australia.

Like most health disruptions, a person who is given a stoma for the first time may be shocked
by its impacts on many aspects of their life, such as their diet, living habits, travel arrangements,
body image, sexuality and even clothing. Stress is a key contributor to poorer health outcomes for
people who undergo stomal surgery (Ang et al., 2013). Modifiable factors such as family support,
maintenance of social networks, education, spirituality, exercise and financial stability can all help
to improve the quality of life of ostomy patients and reduce stress (Alenezi et al., 2021; Nam et al.,
2019). As a registered nurse you can influence the patient’s journey from when they have surgery,
through recovery, and learning to care for themselves.

Postoperative care

While the journey of care is likely to commence in a tertiary organisation such as a hospital, the
priority for postoperative education is to assist the patient to prepare for self-care (Ang et al., 2013).
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Within a short period of time, they must be taught all the practical skills required for stomal care. A
good education program will be comprehensive and respectful of the person’s age, health literacy,
cultural differences and personal preferences.

Thinking points

Watch these patients’ experience of this type of surgery:

• Patient experiences with IBD surgery

Read this article which describes the stressors related to psychological health following stoma

surgery:

• Ang, S. G. M., Chen, H.-C., Siah, R. J. C., He, H.-G., & Klainin-Yobas, P. (2013). Stressors

relating to patient psychological health following stoma surgery: An integrated literature

review. Oncology Nursing Forum, 40(6), 587–594. https://doi.org/10.1188/13.ONF.587-594

Post-discharge care

Once they are discharged from hospital, stomal patients are sent home with a vast amount of
literature and samples, which can be confusing. If a patient’s discharge has been poorly planned
or rushed, it can create issues for them once they get home (Richbourg et al., 2007). Community-
based nursing care is very important for a person with a stoma and is key to enhancing self-
care, independence and a healthy recovery. Follow-up by a stomal nurse should aim to decrease
psychological distress, promote quality of life and prevent complications (Schluter & Sinasac, 2020).

Thinking points

Based on these recommendations, consider the skills you will require as a registered nurse.

How will you adjust these skills to meet the needs of an older person or a person like Medya

who is culturally and linguistically diverse? The Journal of Stomal Therapy Australia offers many

insightful publications about this specialty, the experiences of people with a stoma and the

clinical practices required to support them.
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Teamwork and technology

The interdisciplinary team is essential to a healthy rehabilitation process. Stomal patients are faced
with a variety of challenges when they recover from surgery at home. They may need to adjust
what they eat, start an exercise rehabilitation plan, change their clothing style or be unable to drive
or work for a period of time. For most people this requires the support of a range of healthcare
professionals once they get home.

New technology presents us with innovative ways to communicate with our patients at home.
Telehealth can connect with patients in our regional and remote communities (Weinstein et al.,
2021). Mobile applications offer a way to monitor patients remotely or support patients to be
independent in their decision-making (Wang et al., 2018; Zhang et al., 2020).

Thinking points

Make a list of the health disciplines that could be involved in Medya’s care, given her

background.

Companies like Convatec have developed mobile applications that can provide real-time

information and support to patients with stomas. How do you think technology could support

Medya and her family?

Case study 2 summary

The journey of care post-stomal surgery can be complex and challenging. As a registered nurse,
either in the hospital or in the community, you can improve the journey of someone like Medya by
understanding how to prepare them before they leave the hospital setting and effectively support
them at home. Innovations and interdisciplinary models of care are key to successful rehabilitation
in the future.
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3.4 SHERO FAMILY SUMMARY
Lucy Shinners

Summary

This part provides a series of case studies of an Iraqi family who have come to Australia as
refugees. The case studies focus on Medya, the mother of this family, who has experienced a
range of gastrointestinal issues as a result of a traumatic birth and other health issues. The family is
comprised of Medya and her 3 children Hedjar, Arin and Fero. They live in Coffs Harbour NSW.

The part illustrates the diverse nursing considerations required when working with families from
different cultural and religious backgrounds. The 2 case studies include 1) Medya develops
ulcerative colitis and 2) Medya needs a temporary stoma. The case studies explore psychological
health for patients with bowel disease, the importance of teamwork and collaborative practice and
considerations of cultural diversity. It also follows the journey of care for a patient undergoing bowel
surgery and introduces the idea of how technology can support teamwork.

Image attributions

Images not individually attributed are listed below in order of appearance in the part:

Chapter 3.1

Coffs Harbour map by OpenStreetMap is licensed under CC BY-SA 2.0

Iraq map image by Lara Jameson on Pexels

The Shero family image by David Mark on Pixabay

Children during war image by Welcome to All! on Pixabay

Medya image adapted from photograph by David Mark on Pixabay

Hedjar image adapted from photograph by Amir Babaei on Pexels

Arin image adapted from photograph by Abdulmomn Kadhim on Pixabay

Fero image adapted from photograph by Abdulmomn Kadhim on Pixabay
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4.1 INTRODUCTION TO THE LEWIS FAMILY
Nicola Whiteing

Family genogram

Lewis Family Genogram

Introduction to family and community

Nigel (50) and Sally (47) live in Currumbin, Queensland with their 3 children Daisy (15), Ella (11)
and Luke (8). Nigel and Sally met at university when they were both studying business degrees.
Nigel was born in Australia and has always lived around the Gold Coast area. His parents live
just two streets away and his sister lives in nearby Elanora. They are a very close family. Sally
was born in England, but moved to Melbourne when she was 3, due to her father’s work as an
aeronautical engineer. Her parents decided to move back to England when Sally graduated from
university 25 years ago. Sally decides to stay and see where her relationship with Nigel might lead.
Sally’s parents try to come out to Australia every other year, however they are getting older and find
the journey hard. While Nigel and Sally try to go back every second year, financially they are finding
this difficult. Sally’s parents are fit and well but are becoming slower as the years go by.

Nigel and Sally’s house is a two-storey Queenslander, which they have spent the last 10 years
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Sally

Nigel

renovating. They now have the house just as they want and are proud to have friends and family
over. The children each have their own bedrooms, as well as a rumpus room which is home to
Luke’s precious collection of cars, diggers and tractors.

Sally

Sally majored in events management at university. Before having children,
she worked full-time for a sports events company, a job she loved. Since
having children, Sally has not worked. She has always regretted not going
back to work sooner and is now concerned whether it will be possible for
her to get back into the industry. She volunteers at the canteen at the local
primary school her younger 2 children attend. Sally has a good circle of
friends, with whom she regularly goes to the gym and meets up for lunch,
walks and book club. She is also a member of the local church and actively
helps in the youth program. Sally is fit and well, takes pride in her
appearance and is a great believer in using natural, complementary and
lifestyle medicines.

Nigel

Nigel majored in accounting and is now a partner in an
accountancy firm in Brisbane. He stays away in a rented
apartment Monday to Wednesday to save on travelling time.
He works long hours, but the income is good. Nigel enjoys
playing soccer in his spare time and helps coach the local
under-12s team with his best mate Craig. When he is able to
‘escape’ the business of life with 3 children, he also enjoys the
odd round of golf.
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Daisy

Ella

Luke

Daisy

Daisy is 15 years of age and is fit and well. Her parents describe her as a
‘typical teenager’. She is in year 9 at the local state high school, does well
academically and has a good circle of friends. As Daisy went through her
teenage years, Sally felt as though she and her friends were drifting apart,
which upset her. Daisy used to dance until last year, when she gave up,
wanting to spend more time with her friends. She plays the flute and was
successful in gaining a place on the Music Excellence Program at school.
Nigel believes she should be studying more, a topic that often ends in an
argument at home. Daisy enjoys going to the cinema with friends and
hanging out at the church youth club on a Friday night.

Ella

Ella is a bubbly 11-year old who is particularly close to her
mother. Ella is always busy, with her mum taking her to various
activities throughout the week, including 3 dance classes and
music tuition (Ella plays the piano). She also plays netball on
Saturday mornings in the winter season and basketball in the
summer season. Ella’s favourite part of the day, though, is
when she and Sally snuggle in bed together and read before
lights out. Ella attends a local state primary school and is in
year 5. She loves school and throws herself into all areas of
school life. Since Ella started year 5, Sally has noticed she is

struggling more academically and is concerned she may be losing confidence.

Luke

Luke is 8 years old and the baby of the family. As Nigel always
wanted a son whom he could take to the footy and play rough
and tumble with, he was delighted when their third (and final)
baby was a boy. Luke loves cars, diggers and tractors and will
sit and play for hours, organising them on his road map into
their different colours. If he sees roadworks when he is out
walking, he has to stop and watch, often providing the family
with a number of facts about the diggers he sees.

As Luke was growing up, Sally always had a niggling feeling
there was something ‘different’ about him. When she would try to talk to Nigel about it, he would
brush it off, saying ‘he’s just a boy’. When Luke started pre-school at aged 4, however, one of the
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David and Patricia

teachers suggested that Nigel and Sally take Luke to see a clinical psychologist. The teacher had
reported Luke did not make eye contact and found it difficult to build social relationships with his
peers. Luke would get frustrated easily if things were not ‘just so’, which further exacerbated his
difficulties in making friends. The teachers would often say that Luke was in his ‘own little world’, not
unhappy, but not the smiley child they remembered Ella as being.

Nigel found the suggestion that Luke should see a psychologist incredibly difficult and remained
adamant that nothing was wrong. When the appointment came up, Nigel said he had to be in
Brisbane overnight, which meant Sally had to attend the appointment with Luke without Nigel. After
a number of visits, Luke was diagnosed with autism spectrum disorder (ASD). Sally felt relieved to
finally have a diagnosis and was not, as Nigel said, ‘imagining something that wasn’t there’. Nigel
has found the diagnosis extremely difficult to accept and has drifted further and further away from
his son.

John

John Lewis is 52 and is Nigel’s brother. He lives a pretty relaxed lifestyle
in Broadbeach on Queensland’s Gold Coast. He loves living near the
beach and surfing; you will usually find him out at one of the famous
surfing breaks on a good day or enjoying the local café scene on days
when the surf is not so good. John owns and operates a cleaning business
and sub-contracts work cleaning shops and offices after-hours. John is
single and lives alone in a second-storey unit. It is one of the older style
units with an external staircase and shared balcony to a single entrance.

John was married to Skye (now aged 47), but they divorced 10 years ago.
They have minimal contact, with the occasional text message at Christmas
or on their birthdays. John has a few mates that he catches up with for a
surf or coffee. He doesn’t have any other hobbies or activities other than

his regular motorbike rides.

David and Patricia

Nigel’s father David is 74 and is a retired maths teacher. While
he leads an active life, just recently he has noticed he is more
breathless when playing a round of golf, often having to have
a nap in the afternoon after playing. Nigel’s mother Patricia
(71) or ‘Patsy’ as she likes to be called, is full of life. Nigel often
says that Patsy is where Ella gets her personality from. Patsy’s
social life is everything to her; she is part of the Queensland
Country Women’s Association, the local bridge club, church,
plays golf and engages in a number of other activities. Whilst
she has a busy social life, nothing is more important to her than
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Stephen and Elizabeth

her family; she will readily drop everything if Nigel or the children need her. Patsy insists on seeing
them all at least weekly and will often pop in without warning with a meal for everyone. Patsy is
fit and well and is slightly frustrated that her husband’s increasing tiredness changes their social
arrangements on occasion.

Stephen and Elizabeth

Sally’s father, Stephen (76), likes a quiet life now he is retired.
He enjoys modelling and reading and potters around the
garden. Despite living in Australia for so long, England is still
his home and he doesn’t like to stray far from his home
country. Sally’s mother, Elizabeth (74), was diagnosed with
stage I breast cancer 8 years ago. Following chemotherapy,
she is now in remission, but has suffered with depression ever
since. She doesn’t want to take medication despite her GP’s
recommendation. Instead she tries to manage it with herbal
remedies and exercise. Elizabeth misses Sally and they speak

on FaceTime twice a week. Sally has an older sister (51) who also returned to England with her
parents following the breakdown of her marriage. Sally and her sister are not as close as they once
were following a disagreement about Sally not moving back to England with the rest of the family.
Sally rarely speaks with her sister and keeps up with the news through her mum.
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4.2 LEWIS FAMILY CASE STUDY 1:
NEURODIVERSITY

Nicola Whiteing

Introduction to case study

Learning Objectives

By the end of this case study you should be able to:

• Articulate what resources are available to support individuals with autism spectrum disorder

(ASD) and their families.

• Discuss ways in which nursing practice may need to change to accommodate people with a

different style of thinking.

• Define the different style of thinking someone with ASD has compared with someone without

ASD.

• Discuss which health professionals may contribute to caring for someone with ASD and how

the interprofessional team can collaborate to promote person-centred care and positive

outcomes.

Scenario

Sally worries that Luke is lonely without any friends. He was the only child not invited to a birthday
party last weekend. Luke’s pre-school teachers have discussed with Nigel and Sally how he
struggles to build social relationships with his peers. Last week, Luke was playing on the mat with
his cars, lining them up in ‘car parks’ according to their colour. One of the other children (Theo) sat
next to Luke and picked up one of the cars and ‘parked’ it in another area. Luke said “No” and put
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the car back in its spot. Theo moved it again and Luke got increasingly agitated and upset, pushing
Theo away. The teacher came over and suggested Theo play with the diggers in another area.
Theo moved away, upset he could not join in Luke’s game. Luke continued to place his cars in the
coloured car parks, ensuring all of the wheels were aligned. Luke’s teacher talked calmly to Luke
to explain that Theo wanted to play with him and was now feeling sad. All the time, Luke continued
with his cars, not looking at his teacher and not acknowledging Theo or that he was upset.

Sally has bought Luke a Spiderman costume as a surprise for the upcoming book week. On the
morning of the parade, Sally surprises Luke with his costume. Luke refuses to wear it saying, “I am
Luke, I am not Spiderman”. As Luke becomes increasingly upset, Sally puts the costume in his bag,
drops him at day-care, telling the teachers where his costume is. When all of the other children are
changing into their costumes, ready to go to the ‘big school’ for the parade, Luke again refuses to
dress up, despite the excitement from his peers at being a policeman, a fireman or a nurse. While
his teachers try to encourage him, Luke chooses to sit in the corner of the room with his cars. He
does not want to leave the pre-school room to go to the parade.

Luke is due to start at the primary school where his sister Ella goes in 5 months’ time. Sally is
worried how Luke will cope at school. When she tries discussing with Nigel how to plan to help Luke
before he starts, Nigel does not feel this is necessary, saying ‘he’ll be fine once he starts school with
all the other kids.

Case study questions

1. Following Luke’s diagnosis of autism spectrum disorder (ASD), how might different members

of the interprofessional team work with him and his family to support him?

2. Nigel is struggling with his relationship with Luke following his diagnosis of ASD. Why do you

think this may be?

3. In what ways could Nigel and Luke work towards improving their relationship?

4. Drawing on the information in the scenario, how is Luke’s style of thinking different from that

of a child without ASD?

5. As a nurse, how may your practice need to change to ensure person-centred care if you

were looking after Luke in a healthcare setting?

100 | 4.2 LEWIS FAMILY CASE STUDY 1: NEURODIVERSITY



Key information and links to other resources

Australian organisations that support Autism Spectrum Disorder

The following websites have some excellent resources, including a number of videos and patient
stories that you might find valuable to explore:

• Autism Spectrum Australia
• Autism Awareness Australia

Reasonable adjustments for people with Autism
Spectrum Disorder

Healthcare systems pose a number of challenges for people with ASD. Some of these challenges
are based within systems or organisational structures, while others are created through healthcare
professionals’ lack of understanding about how to provide person-centred care to someone with
ASD (Maloney et al., 2021). This gap in health care provision and the problem of how to address the
needs of patients with ASD is significant in the light of increased mortality and morbidity amongst
those with ASD (Wilson et al., 2021; Croen et al., 2015). As healthcare practitioners, we have a
responsibility to ensure we understand what reasonable adjustments we can make to assist people
with ASD access and use healthcare effectively. Reasonable adjustments are positive measures
that can be implemented at a variety of levels within an organisation to ensure equity in healthcare
(Maloney et al., 2021).

Thinking points

Read the following paper by Wilson et al., (2022) and reflect on the questions that follow:

• Wilson, N. J., Pracilio, A., Kersten, M., Morphet, J., Buckely, T., Trollor, J. N., Griffin, K., &

Cashin, A. (2021). Registered nurses’ awareness and implementation of reasonable

adjustments for people with intellectual disability and/or autism. Journal of Advanced

Nursing, 78(8), 2426-2435. https://doi.org/10.1111/jan.15171

Questions:

1. Why is it important to adjust our care for patients who have a diverse thinking and
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information processing style, such as ASD?

2. In what ways, if any, have you applied reasonable adjustments in your practice when you

have cared for someone with ASD?

3. What changes would you now make to your practice following reading the article by

Wilson et al., (2022)?

Addressing the needs of the whole family

The number of people (children and adults) being diagnosed with ASD is increasing globally (AIHW,
2017, Mullen et al., 2021). In 2015, an estimated 164,000 people had an autism diagnosis in
Australia, equating to approximately one in every 150 people (Australian Bureau of Statistics [ABS],
2016). This is up from an estimated 64,400 people in 2009. While it is not clear why prevalence
rates are increasing, more acceptance, awareness and better diagnostic services could contribute
to this acceleration (Nyrenius et al., 2022; Davidovitch et al., 2021).

Research shows that having a child with ASD leads to increased stress on families and a poorer
quality of life (Bonis, 2016; Vasilopoulou & Nisbet, 2016). The relationships between siblings can
also be affected (Coffman et al., 2021; Perlman & Howe, 2023). Despite significant impacts on the
entire family, interventions and treatments still focus predominantly on the needs of the child with
ASD rather than on the family as a whole. Research also shows that intervention programs with
the whole family unit can improve the child’s personal care, adaptation to change and decrease
anger and meltdowns (Mullen et al., 2021). Parents also report being less stressed, experiencing
an improvement in mood, developing an increased confidence and ability to manage their child and
having less parental conflict and greater relationship happiness (Mullen et al., 2021; Manohar et al.,
2019; Tellegan & Sanders, 2014).

Thinking point

If you were to design a support program for the Lewis family, what would you want to achieve

and what would you include in your program? Read one or 2 of the following papers to learn

more about some of the intervention programs that have taken place globally. Consider which

strategies have worked well, which have limitations, and why this may be.
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• Mullen, A., Boyd, K., & McConkey, R. (2021). The impact of a brief home-based intervention

on families with a child with Autism Spectrum Disorder. Journal of Developmental and

Physical Disabilities, 33, 693-708. https://doi.org/10.1007/s10882-020-09768-4

• Manohar, H., Kandasamy, P., Chandrasekaran, V., & Rajkumar, R.P. (2019). Brief parent-

mediated intervention for children with Autism Spectrum Disorder: A feasibility study from

South India. Journal of Autism and Developmental Disorders, 49, 3146-3158. https://doi.org/

10.1007/s10803-019-04032-x

• Tellegen, C. L., & Sanders, M. R. (2014). A randomized controlled trial evaluating a brief

parenting program with children with Autism Spectrum Disorders. Journal of
Consulting and Clinical Psychology, 82(6), 1193-1200. https://doi.org/
10.1037/a0037246

Case study 1 summary

This case study has provided you with the opportunity to consider diverse thinking and information
processing styles for people with ASD. You have reflected on changes you may need to make to
the care you provide to ensure you embed reasonable adjustments and carry out person-centred
care when nursing someone who has ASD. You have had the opportunity to consider the needs of
the family and family relationships when one (or more) family members have ASD.
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4.3 LEWIS FAMILY CASE STUDY 2: SALLY GOES
INTO SURGERY

Nicola Whiteing

Introduction to case study

Learning Objectives

By the end of this case study you should be able to:

• Identify the risk factors for developing breast cancer.

• Articulate the role of the nurse and other interprofessional team members in promoting a

person-centred approach to the care of Sally and her family as she undergoes surgery.

• Discuss the role of the nurse and the relevance of considering natural and lifestyle

therapeutic choices.

• Discuss safe surgical practice for a patient undergoing a mastectomy.

Scenario

Sally is showering when she finds a small lump in her right breast. After her mother’s experience of
breast cancer Sally is scared to go to the GP and convinces herself it is just due to her cycle and
it will go away. After 3 months the lump is still there and her right breast has some slight dimpling.
Sally makes an appointment with her GP, and, following an ultrasound, tomogram and a biopsy,
Sally is diagnosed with Stage III breast cancer.

Sally undergoes chemotherapy and hormone therapy to shrink the tumour prior to surgery. Sally
has also been taking fish oil and vitamin E. Unfortunately, these therapies do not shrink the tumour
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sufficiently to allow for breast-conserving surgery (a wide local excision). As a result, Sally is
admitted to hospital for a mastectomy, in which the whole right breast will be removed.

Following surgery, Sally undergoes radiotherapy and continues with hormone therapy. Sally and the
rest of the family have a long journey ahead of them.

Case study questions

1. What are the risk factors for developing breast cancer? Considering the background

information in this case study, what factors put Sally at more risk of developing breast

cancer?

2. From the information provided in the case study, consider what concerns Sally may have

prior to her admission to hospital. Which of these can you address as a nurse and which may

need the involvement of other members of the interprofessional team?

3. As the registered nurse looking after Sally, what pre-operative, peri-operative and post-

operative care will she require? It would be helpful to access a surgical nursing text to

answer this question.

Key information and links to other resources

Australian organisations providing information on cancer

A number of different organisations provide resources and supports for both healthcare
practitioners, patients and families. These are just a few:

• The Cancer Council
• Breast Cancer Network Australia
• McGrath Foundation
• Cancer Australia
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Complementary and natural / lifestyle therapies

The use of complementary and lifestyle medicine is increasing globally at a rapid rate (Steel
et al., 2018; Frass et al., 2012). A study by Steel et al., (2018) finds that 63.1% of the adult
Australian population have used some sort of complementary medicine. More patients are choosing
to supplement conventional healthcare with other methods as a way of addressing issues not met
by conventional medicine or psychological aspects of care (Hall et al., 2018; Leach, 2016). With an
increase in the use of complementary therapies (CTs), nurses need to have an awareness of their
use so they can encourage informed decision-making and improve patient safety (Hall et al., 2018;
Lindquist et al., 2018; Cooke et al., 2012).

Sally is an advocate for complementary and natural lifestyle approaches to health. Research
demonstrates the positive effects natural and lifestyle therapies can have on cancer and a person’s
wellbeing. These include supplements such as vitamin E and/or selenium, therapies such as music
therapy, meditation, relaxation, stress management, yoga and tai chi as well as exercise (Singh et
al., 2018; Greenlee et al., 2017; Larkey et al., 2015).

Thinking points

1. Consider your role as a surgical nurse in managing Sally’s care. What do you think is your

role in supporting Sally’s choice of using natural and lifestyle approaches?

2. What advice might you give to Sally as she prepares for surgery?

3. What should you consider as Sally prepares for discharge in relation to natural and

lifestyle approaches, including the use of supplements?

Family impact

A cancer diagnosis will have a significant impact on all members of the family.
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Thinking points

1. How might Sally’s diagnosis and admission to hospital affect other members of the

family?

2. What strategies might be useful in helping family members manage these effects?

3. Based on what you know about the Lewis family and the information provided above,

what interventions may be appropriate to ensure the wellbeing of each family member?

(Remember to take a holistic approach and consider their physical, psychological, social,

cultural and spiritual wellbeing).

4. Based on your answers to the questions above, which professionals would be important

when it comes time to form the interprofessional team? What might the roles and

responsibilities of each professional be?

Case study 2 summary

Through this case study you have had the opportunity to learn more about Sally, her diagnosis of
breast cancer and her treatment. A diagnosis such as this has a significant impact on not only Sally
but the wider family as well. In considering a person-centred approach to care, you have reflected
upon and considered the needs of all family members and how your role as a nurse and member of
the interprofessional team can contribute to care.
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Motorbike

4.4 LEWIS FAMILY CASE STUDY 3: JOHN HAS
A MOTORBIKE ACCIDENT

Nicola Whiteing and Elicia Kunst

Introduction to case study

Learning Objectives

By the end of this case study you should be able to:

• Understand the process of primary and secondary survey.

• Apply comprehensive assessment to a patient case.

Scenario

John is a recreational motorbike rider who is the proud owner
of a hybrid sports bike and a cruiser motorcycle. John is a safe
and mature rider who wears safety gear at all times. While on
a weekend ride with a group of friends through the Gold Coast
hinterland, John’s bike is clipped by a car; he is knocked off
the bike and slides several metres through gravel and into a
metal guardrail at moderate speed and impact. A passer-by
calls the paramedics and police, who arrive at the scene within
10 minutes.
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Primary survey by paramedics

John is rapidly assessed by paramedics using the DRABC mnemonic:

• Danger
• Response
• Airway
• Breathing
• Circulation

After ensuring their own safety and that of the patient and other bystanders, the paramedic team
assesses John’s level of consciousness using the alert, verbal, pain, and unresponsive (AVPU)
scale (Janagama et al, 2022). John is found to be alert with a normal level of responsiveness.
The paramedics then assess John’s airway for signs of obstruction. John is found to have normal
breath sounds and no obvious airway obstruction. In line with Queensland Ambulance Service
policy, the paramedics remove John’s helmet using a two-operator process that provides support
at the mandible and occiput and reduces the risk of destabilising and cervical spine injury. John is
breathing in a regular pattern, with equal chest wall movement bilaterally. John’s respiratory rate is
22 breaths per minute. In assessing circulation, John’s blood pressure is 118/86 and he is found to
have adequate central and peripheral perfusion.

The initial treatment involves protecting the cervical spine (also known as the C-spine) in case of
vertebral injury, which may result in spinal instability and damage to the spinal cord. The paramedics
apply a cervical collar to limit movement and support the C-spine. They establish intravenous
access with an 18g peripheral cannula (PIVC) into the left arm antecubital fossa.

Secondary survey by paramedics

The paramedics gather further information about the accident, including information from
bystanders, and conduct a more focused assessment. This head-to-toe physical assessment
includes a more comprehensive history, including pain assessment and vital signs. John complains
of moderate pain in his lower back and abdomen, radiating into the right groin. There are no visible
deformities of the head, neck or chest. John does report some tenderness over the right clavicle on
palpation. Auscultation of the chest reveals undiminished heart and lung sounds, with no additional
sounds. Inspection of the abdomen shows some bruising and extensive grazes from the right hip
into the right lower quadrant. John experiences moderate pain on palpation and passive movement
of the hip. There is no obvious deformity of the lower limbs. John’s boots are removed to assess for
rotation or shortening of the legs; however, both legs are naturally positioned and of equal length.

John’s vital signs remain stable.

• Respiratory rate: 22, bilateral equal chest movement
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• SpO2: 97% on room air
• Blood pressure: 124/ 89
• Heart rate: 96, regular
• GCS:15 (E4, V5, M6)

Prepare for transport to hospital

Using spinal precautions, the paramedics recruit bystanders to help them transfer John to the spinal
board which is then lifted onto a stretcher. John’s pain worsens on movement, intensifying in the
right hip and radiating from the right groin down into the leg. The pain is spasmodic or cramping
in nature; John says that the pain score is now 8 out of 10. Paramedics administer intravenous
fentanyl in 25 microgram increments and inhaled methoxyflurane (Penthrox) until the pain is more
manageable.

When John failed to arrive at the meeting point, two of his friends rode back and arrived at the
scene. One of his friends (Mark) agreed with the police that he would contact Nigel to let him know
what had happened. On receiving Mark’s phone call, Nigel said he would come to the hospital
straight away.

Case study questions

1. Fentanyl is an effective opioid analgesic for managing short-term or acute pain. What are the

benefits of using fentanyl for the type of pain that John is experiencing? What are some of

the risks of opioid analgesia?

2. In the initial phase, John would need to be monitored for signs of sedation. How do we

assess the level of sedation?

Key information and links to other resources

• Emergency Care Institute NSW: Maintaining cervical spine precautions
• Trauma Victoria: Pre-hospital triage
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Thinking point

Clinical evidence has questioned the use of spinal immobilisation in both pre-

hospital and in-hospital care, especially the use of the rigid cervical collar.

Undertake a search of the literature and find out the risks of using a rigid cervical

collar to minimise cervical spine movement following an acute injury

Case study 3 summary

This case study explores the pre-hospital care provided to John before he is transferred to the
emergency department (ED). The primary and secondary survey has been presented and you have
had the opportunity to consider pain relief and the use of spinal immobilisation in line with current
evidence. In the next case study, you will follow John’s story as he is admitted to the ED.
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4.5 LEWIS FAMILY CASE STUDY 4: JOHN IS
TRANSFERRED TO THE EMERGENCY
DEPARTMENT

Nicola Whiteing and Elicia Kunst

Introduction to case study

Learning Objectives

By the end of this case study you should be able to:

• Understand how care is prioritised through the process of triage.

• Outline an A to G assessment.

Scenario

John is transported to the nearest tertiary hospital emergency department (ED). While en route from
the accident scene to the ED, the paramedics notify the ED of the details of the accident and their
assessment and ask if the hospital is able to accept care of John. This ensures there is capacity
and resources available to provide good patient care. The paramedics continue to monitor John’s
pain and assess his condition during transport. On arrival at the ED, the paramedics provide further
details to the triage nurse about John’s condition and the treatment they provided. The triage nurse
conducts their own rapid assessment. Based on the Australasian triage scale (ATS), the nurse
allocates John to category 3, based on the adult physiological predictors scale. While maintaining
spinal precautions, John is transferred from the ambulance stretcher to the ED bed.
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Function of triage

Triage is an essential function that underpins the delivery of care in all EDs. The triage process

allows a number of people with a range of conditions to present to the ED at the same time.

Triage requires a reliable and consistent process to ensure the available resources are used to

minimise the risk of clinical deterioration from delayed care. Although triage systems may

function in slightly different ways depending on local factors, effective triage systems share the

following important features:

• A single-entry point for all incoming patients (ambulant and non-ambulant), to ensure all

patients go through the same assessment process.

• A physical environment that is suitable for undertaking a brief assessment. This should

include easy access to patients that balances clinical, security and administrative

requirements, as well as the availability of first aid equipment and handwashing facilities.

• A systematic patient process that facilitates the flow of patient information from point of

triage through to ED assessment, treatment and discharge.

• Responsive data for activity in the ED, including systems for alerting the department of

incoming patients from emergency services to facilitate efficient resource allocation.

John’s triage

The nurse assesses John as he presents to the ED. An initial quick assessment involves assessing
for safety and checking John is physiologically stable enough to allow for assessment. Once he is
assessed as stable, the nurse takes him through the systematic ‘A to G’ assessment framework:

• Airway: checking for John’s patency and potential for obstruction.
• Breathing: looking at his respiratory rate and effort, assessing his pulse oximetry, considering

the potential for oxygen or ventilatory support.
• Circulation: assessing central perfusion, his blood pressure and heart rate, assessing risk to

circulation due to blood loss, vasodilation or constriction, or other haemodynamic instability.
◦ As time permits, this includes looking at factors that affect cardiac output, including

cardiac rhythm. Initially, cardiac output and rhythm can be assessed using a basic
assessment like palpating a pulse for regularity and strength, then subsequently
assessing the cardiac rhythm using continuous cardiac monitoring. A 12 lead ECG
provides a static picture of the electrical activity across a wider section of the myocardium,
or cardiac muscle.

• Disability: considering factors that limit or affect John’s normal function, like injury, pain or
other physical limitations.

• Exposure: observing him for other injury, skin integrity, and considering issues that affect his
temperature; assessing him for hypothermia, hyperthermia, and fever.
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• Fluids: considering John’s risk of fluid deficit or overload and the potential need for intravenous
access (including peripherally inserted venous cannulation (PIVC) or other central venous
access device (CVAD) such as a portacath or peripherally inserted central catheter (PICC).

• Glucose (and other electrolyte disturbance): assessing his blood glucose level if this is a risk
factor and considering the potential for other metabolic disorders.

John’s airway remains patent without any signs of wheeze or distress that might indicate partial
obstruction. His breathing is regular and even, with no signs of respiratory distress. The respiratory
rate is 18 and pulse oximetry shows an SpO2 of 96% on room air. Blood pressure is 112/ 72, his
heart rate is 92 and the cardiac monitoring shows a normal sinus rhythm. At rest, John appears
comfortable as he lies on the bed; he is not grimacing or wincing or holding an affected part of
his body. John says his pain is currently 6 out of 10 at rest when he is asked for his pain score.
However, when he is moved to the other bed, John does cry out in pain, reporting his pain score as
10 out of 10. John states the pain is on his right side, throughout his lower back, radiating laterally to
the hip and down into the right leg. The triage nurse notes the paramedics administered intravenous
fentanyl pre-hospital as well as inhaled methoxyflurane (Penthrox).

On examination, the nurse notes bruising and some swelling over John’s right hip and lower flank.
There is also swelling over the right clavicle. The cervical collar remains in place and the team,
made up of medical and nursing staff, continue with spinal precautions. Nursing staff remove John’s
remaining clothing and he is dressed in a hospital garment to allow for a more thorough physical
examination. John’s privacy is maintained as much as possible by drawing curtains around the
cubicle and using garments and blankets to cover him.

After further assessment, the team notes that John has an 18g PIVC in the left arm antecubital
fossa. This appears to be intact with no signs of redness or swelling. At this point, John says he
needs to go to the toilet to pass urine. However, as the team suspects there may be potential for
cervical spine injury, which has not yet been comprehensively assessed, they assist him to use
a urinal bottle. As John is embarrassed and uncomfortable to pass urine in this way, the nurse
provides reassurance. Then the team takes a venous collection of bloods to gather a baseline of
haematology, including haemoglobin, biochemistry, renal function indicators and electrolytes.

John is assessed by the emergency doctors. Further investigation includes a radiograph or x-ray of
the pelvis and both hips, the right clavicle and shoulder, and a chest x-ray to check for undetected
trauma to the cardiac structures, airway structures and bony structures. The radiography also takes
images of his cervical and thoracic spine because of the risk associated with how the injury occurred
(the mechanism of injury) (State Insurance Regulatory Authority NSW, 2014, p. 17). The urine
collected by the nurse is tested using ward urinalysis that looks for the presence of blood, which can
be an indicator of renal system trauma.

John is found to have sustained a closed pelvic fracture as a result of a vertical shear injury. The x-
ray shows a fracture through the superior pubic ramus. John is cleared of underlying gastrointestinal
or vascular system trauma through a computer assisted tomography (CT) scan of the abdomen. The
x-ray also shows he has a fractured right clavicle. When John is cleared for cervical spine injury,
which means the cervical spine has not sustained any injury, the team removes the cervical collar.
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While John is allowed to raise the head of the bed so he can sit in a slightly inclined position, raising
the bed head above 30 degrees creates pain in his pelvis. John is given further analgesia and is
referred to the orthopaedic team for management of his injuries.

Nigel arrives at the emergency department

On arrival at the ED, Nigel speaks with a receptionist who tells him to take a seat in the waiting area.
Nigel has not had any information regarding how John is, with Mark just telling him that he “has a
collar on his neck and is in a lot of pain”. Nigel is worrying about how they will all cope if John has
a spinal injury. After half an hour, a member of the medical team comes out to speak with Nigel. He
discusses with him John’s injuries and what will now happen. Nigel is feeling great relief that John
is going to be OK and goes to sit by his bedside to wait with John until the orthopaedic team arrive.

Planning for discharge

In conjunction with John, the orthopaedic team plan for conservative management of his injuries.
This means that they support function and encourage rest to allow the bones to heal without surgical
intervention. John will need support with mobility, activities of daily living, and managing pain. Nigel
and Sally have suggested that John moves in with them while he is recovering from his accident.
John is reluctant to do so, however acknowledges that he is going to need help from someone and
agrees to move in with Nigel ‘just for a short time’. Nigel, Sally and John arrange to meet with the
interprofessional team so they can ensure everything is organised for his discharge.

Case study questions

1. John has a closed fracture. How does this terminology describe the nature of the fracture

and damage to surrounding tissues? How does a closed fracture differ from an open or

compound fracture? Consider the risk of further injury through secondary complications,

management and implications for recovery from the injury.

2. After a short stay in hospital and a week in a rehabilitation centre, John is discharged back to

Nigel and Sally’s house. He uses a single crutch on his left arm to support his mobility due to

his fractured right clavicle. Consider John’s social factors: how can he be supported on

discharge to return to normal function?

3. John was reluctant to move in with Nigel and Sally. Could he have been safely discharged to

his own home? If so, who is able to support him with things like transport, meal preparation,
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shopping, laundry, cleaning? Job insecurity and financial stress can often occur after serious

injury or illness – consider what support we can provide or recommend for John

Thinking points

The Australasian triage scale (ATS) is one of many triage processes in use worldwide. While this

uses a 5-point scale to objectively prioritise patient care, some other scales use a 3 or 4-point

scale. Have a look at some of the other triage processes that are used, and compare this to the

ATS. List the strengths of a few different systems from countries that have a comparable

healthcare system to Australia’s, for example, the United Kingdom, the United States, Germany,

France or Canada.

John’s brother Nigel was called and he waited in the ED waiting room while John was triaged.

Nigel asks the receptionist about the triage process and questions why John is not immediately

seen by a medical doctor on arrival to the ED. Explain the process of triaging or prioritising

patients to Nigel, and why it is important in providing efficient and effective emergency care.

Case study 4 summary

This case study has given you the opportunity to learn more about the use of systems that aid the
triage of patients. You have also seen how the A-G assessment is applied to John’s presentation.
John did not require surgery and was able to be discharged with conservative treatment. Patients
that live alone may experience significant obstacles in their recovery, not only their physical recovery
but also in social, emotional and financial aspects of their life.
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4.6 LEWIS FAMILY SUMMARY
Nicola Whiteing

Summary

This part focuses on the care of the Lewis family who live in Queensland. The case studies focus on
different members of the family, namely Luke, Sally and John. While each case study has a central
character at its core, each scenario demonstrates the impact an individual incident, such as an
accident or a diagnosis, can have on the wider family. The ripple effect caused by the circumstances
discussed in these case studies can be significant. It is essential that healthcare professionals
consider these circumstances when they care for an individual. It is only through taking a holistic
approach to care that we can truly achieve the delivery of person-centred practice.
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Chapter 4.1
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Corndale map

5.1 INTRODUCTION TO THE ROSSI FAMILY
Dima Nasrawi and Donna Wilson

Family genogram

Rossi family genogram

Introduction to family and community

This part provides a series of case studies of an
Australian family with a Mediterranean/European
background who had a history of cardiac
conditions. The family consists of 3 generations
who live together: Maria and her husband Maximo,
their son John, and John’s daughter Elisabeth.
Maria and Maximo migrated from Italy to Australia
almost 50 years ago as newlyweds to Corndale, a
small village outside Lismore. John and Elisabeth
are first and second generation Australian.
Unfortunately, Elisabeth lost her mother 5 years
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Maria and Maximo

ago due to breast cancer. Maria and Maximo also have a daughter named Sofia, who lives
interstate.

This part illustrates the complexities that can arise within families who live with chronic cardiac
conditions and present with multiple risk factors. This part showcases health promotion strategies
and details how to navigate the Australian healthcare system. The part starts with a section
outlining the family’s background, its medical and surgical history and associated risk factors. This
is followed by 3 case studies: 1) heart failure diagnosis and management; 2) myocardial infarction
and an escalation to coronary artery bypass grafting surgery; and 3) cardiac risk factors and health
promotion strategies.

The Rossi family

Maria and Maximo Rossi

Maria and Maximo met in the Italian town of Agugliano near the
seaside city of Ancona. They were married just prior to emigrating
to Australia in their mid-20s. They started their married lives on a
dairy cattle farm in the northern New South Wales (NSW) village of
Corndale, just outside of the city of Lismore. Maximo had existing
contacts locally when they first arrived, with an uncle, aunt and 2
young cousins already residing on another farm in the area. Like
many in Australia, the northern rivers of NSW region boasts a
proud heritage of Italian immigrant families. Maria and Maximo
have been lifetime members of the Italo-Australian Club in Lismore,

where they have grown strong connections and relationships with other local Italian and Australian
families over the decades.

Maria and Maximo grew up in the Catholic faith and have continued to observe Catholic traditions
and practices within the Parish of Saint Carthage’s Cathedral in Lismore. Between their local
farming community, the Italo-Australian club and the Saint Carthage’s Parish, the Rossi’s have lived
a life surrounded by an extended and supportive community. Maria and Maximo gained Australian
citizenship several decades ago and are very proud ‘Italian Australians’, enthusiastically embracing
both cultures as their own.

About 6 months after moving to Australia, Maria was delighted to discover she was pregnant with
their first child. Their first-born child was a daughter, whom they called Sofia. Their second child,
a son named John, came along 2 years later. Maria and Maximo would have dearly loved to have
had many more children, but unfortunately Maria suffered complications and several miscarriages
following John’s birth and underwent a hysterectomy in her early 30s.

Maria is now 75 years old after migrating to Australia with her new husband Maximo (now 77 years
old) at the age of 25. While English is her second language, she has a very good grasp of both
spoken and written English. Maria’s closest friends would describe her as kind, generous, clever,
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Sofia

and a fantastic cook with a great sense of humour. Maria spent many years working part-time as a
carer for the elderly retired nuns from the Catholic Presentation Convent of the Sisters, who resided
in Presentation House behind Saint Carthage’s Cathedral. When Sofia and John attended school,
the cathedral was right next door. They would love to come and visit the elderly Sisters after school
and meet their ‘mamma’ Maria.

Along with her husband Maximo, Maria is a farmer, not just a farmer’s wife! She has always fulfilled
farming duties, from milking cows, feeding the cattle, moving cattle to higher ground when it floods,
to ensuring water troughs are filled during the dry times. She used to be responsible for the farming
books and records but was more than happy when John took over that job many years ago after his
studies, moving it all onto the computer! Maria was fascinated by the computer when it landed in the
home office all those years ago and has developed her own skills; from playing games of solitaire
in the early days, to googling for facts and, more recently, online shopping. In this way she is quite
unlike her husband Maximo, who has never taken to the digitisation of the world around him. To
this day he maintains a handwritten journal of weather and rainfall from the first year they moved to
the farm in Corndale . Maria and Maximo have taken a step back from managing the farm, and are
enjoying this new chapter of looking after their health and ageing together.

Sofia Rossi

When Sofia grew up, she studied law at Southern Cross University in
Lismore, before taking a job interstate in Queensland. She met her
husband Ben through her work and moved to Melbourne with him when
their 2 children (Samuel and Alexandra) were still very young. She is now
49 and has a wonderfully fulfilling life and career in Melbourne, where she
has lived for over 20 years. She travels home to visit her family on the farm
2 to 3 times a year.
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John

John Rossi

John, now a 47-year-old male, grew up and studied agricultural science at
the University of New England in Armidale, NSW, before returning to his
family farm to live with his parents after the loss of his wife 5 years ago.
He currently works locally as an agricultural scientist with the Department
of Primary Industries of NSW (DPI). John chose this career specifically so
he could support his parents and continue the legacy of the farm they have
established.

When he was 27 years old, John married his wife Jenna in a beautiful
ceremony at St Carthage’s Cathedral. He and Jenna renovated and
extended the original Corndale farmhouse, which enabled them to live
comfortably and privately on the same property as Maria and Maximo.
Jenna adored her in-laws and was a very much-loved part of the Rossi

family. John and Jenna welcomed their only daughter Elisabeth in the first year of marriage, before
encountering a period of fertility difficulties. When Elisabeth was 6 years old, her mother was
diagnosed with breast cancer. Following surgery, several years of treatment, a period of remission
and a cancer relapse, Jenna succumbed to the disease 8 years after her initial diagnosis when her
daughter was 14 years old.

John has been the main carer for his daughter Elisabeth and has raised her on the Corndale farm
with the support of his mum and dad. He also manages the running of the farm with the support of
his now elderly father Maximo. He is not only passionate about farming, but also a hardworking and
caring man who gives back to the community that helped his parents establish a life in Corndale.

Recently, John has been feeling stressed and overwhelmed from years of looking after his daughter
and helping out on the land . He has not taken time to grieve and has tried to continue to live his life
as normal. In the last 2 months, John has been experiencing health problems, significant weight loss
and a desire to be alone. His family now feel very concerned as he is managing his health alongside
his job with the DPI and the farm.
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Elisabeth

Elisabeth Rossi

Elisabeth is now 19 years old and has very recently started studying to
become a primary school teacher at the local Southern Cross University
campus in Lismore. She is your quintessential Australian 19-year-old, who
loves the beach, social media, and hanging out with her friends. Her
dream is to live and work in Italy for a year or 2 after she completes her
studies. She has been working on her Italian language skills with her
nonna and nonno Maria and Maximo. Despite her Italian heritage,
Elisabeth grew up in a primarily English-speaking household.
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5.2 ROSSI FAMILY CASE STUDY 1: MARIA
ROSSI - HEART FAILURE

Dima Nasrawi and Donna Wilson

Introduction to case study

Learning Objectives

By the end of this case study, you should be able to:

• Identify associated risk factors with the development of chronic cardiac failure.

• Identify the impact of a chronic cardiac failure diagnosis.

• Discuss required lifestyle modifications for patients living with a cardiac failure diagnosis.

• Identify required self-management strategies to manage cardiac failure diagnosis with a

specific focus on rural health.

• Discuss the role of the nurse managing a cardiac failure diagnosis.

Scenario: Maria’s diagnosis of chronic cardiac failure

Early last month, Maria began to experience some light-headed episodes, heart palpitations and
dizziness at home. She did not report these symptoms to her family or visit a doctor, as she
believed it was just ‘a part of ageing’. She believed she could manage with an improvement in her
hydration and additional rest. However, last week her husband Maximo finds her after a fall. Maria
has collapsed in the dining room and sustains a small bleeding laceration above her left eyebrow.
Maximo realises she has likely hit her head on the edge of the chair as she collapsed. As Maria
is semi-conscious when Maximo finds her, he calls out to their son John for help. Both John and
Elisabeth rush to assist and Elisabeth immediately calls for an ambulance.
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When the ambulance arrives, the paramedics explain to Maria’s family that it looks like her heart is
not working properly. They say that whilst it does not look like a heart attack, they believe she needs
to be urgently transported to the local hospital in Lismore, about 20 minutes away by road. Later
that day, Maria’s family are informed that she is in a serious condition, with a new diagnosis of heart
block.

Thinking point

The hospital staff start Maria on an isoprenaline infusion, which has a mode of action known as a

‘beta-agonist’, which relaxes the muscles of the airways. This drug increases cardiac output via

positive chronotropic and inotropic actions. Cardiac automaticity and atrioventricular nodal

conduction are improved under this drug, which can also improve coronary blood flow.

With the isoprenaline infusion underway, Maria is airlifted to a larger hospital just over one hour

away from Lismore by road. This tertiary facility specialises in complex cardiac care. On arrival,

Maria is transferred urgently to the cardiac catheterisation laboratory (CCL) where she is

diagnosed with complete heart block, leading to the need for emergency pacemaker

implantation. The cardiac team inform Maximo and John that the infusion has played a big part

in saving her as it keeps her heart reasonably stable, long enough for her to be delivered safely

to the cardiac facility.

Reflective Questions

• Can you imagine how Maria and her family would have felt during the transport stage of

her care?

• As a healthcare professional, how could you offer support to Maria and her family during

this stage?

Thinking point

Maria’s pacemaker procedure occurs almost 5 hours after she is found on the floor in the dining

room. If Maria lived in a city, she would likely have reached the CCL procedure table within the
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hour. However, systems in place in her local area enable the swift escalation and retrieval to

occur, resulting in Maria accessing the life-saving procedure.

Unfortunately, in the 2 days after the pacemaker implantation, Maria continues to experience

palpitations and develops symptoms of shortness of breath, fatigue and swelling in the legs.

Further diagnostic tests reveal Maria is experiencing heart failure with reduced ejection fraction.

This results in a new diagnosis of atrial fibrillation with ventricular pacing. Maria’s condition is

treated with diuretics, ACE inhibitors and beta-blockers. In addition, she receives some short-

term non-invasive ventilation with biphasic positive airway pressure (BiPAP) to assist with her

shortness of breath, due to acute pulmonary oedema (APO).

With appropriate treatment and management, Maria’s symptoms improve. She is discharged

from the hospital with a referral to the local heart failure community management team, a

cardiac rehabilitation program, and a plan for follow-up with her cardiologist. Her condition

remains stable; however, she now lives with a new chronic cardiac condition and a reduced

overall functionality when it comes to activities of daily living.

Reflective Questions

• Have you considered the impact of living rurally on patients, in terms of accessing life-

saving health care services? Maria received this treatment far from home, how would this

affect her?

• This situation was a life-threatening situation for Maria. As a healthcare professional, it is

always important to consider regular debriefs and self-care strategies, have you

considered any of these yet?

Thinking point

Maria travelled just over 100 kms to receive care and treatment in a tertiary hospital facility. The

local city of Lismore has a range of healthcare facilities, including a major hospital. She can also

access local support via the community health team as well as rural healthcare initiatives and

virtual care such as telehealth. Maria and Maximo may benefit from additional in-home support.

As an Australian example of additional support in the community for the aged, 2 types of

assessments are offered by the Australian government to determine the needs and eligibility for

specific types of care.

The first is a home support assessment conducted by a regional assessment service (RAS). This
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assessment is recommended if only low-level support is required to maintain independence at

home and it is part of the Commonwealth home support programme.

The second is a comprehensive assessment conducted by an aged care assessment team

(ACAT). This assessment is recommended if the care needs exceed what the Commonwealth

home support programme can provide. ACAT assessments cover the following care options:

home care packages, short-term care options, and aged care homes.

Case study questions

1. What were Maria’s risk factors for developing chronic cardiac failure?

2. Now that Maria has a chronic cardiac failure diagnosis, what do you think could be the

impact that this diagnosis has on Maria, Maximo, John and Elisabeth?

3. Now that Maria is going to be living with the diagnosis of chronic cardiac failure, what are

some of the lifestyle modifications she and the family will need to be aware of?

4. Maria and her family live about one hour from the cardiac hospital and specialist care

providers, and 20 minutes away from the community healthcare providers in Lismore. Given

that she lives rurally, out of town on a farm, what sort of self-management strategies could

she and her family put in place?

5. How can nurses make a difference to Maria’s experience of managing her cardiac failure

condition? Consider the role of the nurse in Maria’s journey.

Key information and links to other resources

• Heart Foundation (Australia)
• Australian Commission on Safety and Quality in Healthcare: Fourth Australian atlas of

healthcare variation – Section 2.2 heart failure
• Australian Institute of Health and Welfare: Heart, stroke and vascular disease: Australian facts
• Australian Government My Aged Care: Prepare for your assessment
• NSW Health virtual care
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How to assess the cardiac system

Subjective Data:

• Ask the patient about their level of comfort, whether they have any pain and what is normal for
them.

• Discuss with the patient about their medical and surgical history.
• Discuss with the patient their nutrition and diet: ask them about their appetite, their diet and

whether they are experiencing any nausea.

Objective Data:

• Observe
• Listen: use a stethoscope
• Palpate
• Weigh the patient and record the body mass index (BMI)
• Diet: review the food intake of the patient, and if there is none, commence a food chart
• Observe bowel patterns
• Review the patient’s medication history to see if any bowel medications have been

commenced.

Now, before we pick up a stethoscope to perform a cardiac assessment, let’s review how and where
to auscultate, and consider what the sounds we hear will be telling us. Watch the video below which
demonstrates how to conduct a physical cardiac assessment:

• Heart Sounds: An Advanced Assessment | Physical Examination | Lecturio Nursing

What is heart failure?

Activity: Watch this video for a great visual explanation for ‘What is heart failure?’

• What is heart failure? | Circulatory System and Disease | NCLEX-RN | Khan Academy

Heart failure often arises from heart attack and coronary heart disease, although there are various
other factors contributing to its occurrence. People living with heart failure are often also dealing with
chronic ailments and comorbidities like lung disease or diabetes. Your heart can become weakened,
damaged or stiffened due to underlying conditions that can lead to the development of heart failure,
such as:
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• Old age
• Chronic conditions: for example, diabetes, HIV and thyroid conditions
• Coronary heart disease and myocardial infarction
• Damaged heart tissues and muscle: cardiomyopathy, causes can include infection, alcohol

abuse and certain medications; myocarditis caused by inflammation of the heart muscle
• Heart valve disease
• Cardiac arrhythmias
• Congenital heart disease
• High blood pressure
• Pregnancy: extra strain may cause damage to the heart (Heart Foundation, n.d.)

Symptoms of heart failure can be different for each person which range from serious to mild. The
most common symptoms include:

• Chest pain
• Coughing, difficulty with breathing or shortness of breath, especially when doing physical

activity, possible overnight waking due to difficulty with breathing
• Dizziness and/or heart pounding or racing (i.e. palpitations)
• Loss of appetite or nausea
• Swollen ankles or legs (i.e. oedema)
• Tiredness and/or weakness (Heart Foundation, n.d.)

Psychological health for patients with heart failure /
cardiac disease

When considering ways to promote coping, resilience and improve quality of life, whilst reducing
mortality and hospital readmission rates, it is crucial to consider the role of self-care. Many patients
struggle to adhere to self-care advice, which may be due to a lack of motivation, knowledge, ability
or support. Healthcare professionals play such an important role in supporting these patients with
chronic cardiac conditions. This may be via education, assisting with making lifestyle changes,
adhering to treatments, monitoring symptoms, responding appropriately to deteriorations, and
linking patients to further resources and support agencies (Jaarsma, et al. 2021).

Case study 1 summary

Maria’s case highlights the importance of monitoring patients who undergo cardiac interventions
such as pacemaker implantation and for potential complications such as heart failure. Educating
patients about their condition can ensure the best possible patient outcomes are achieved. Timely
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diagnosis, appropriate treatment, and lifestyle modifications can significantly improve outcomes for
patients with heart failure.
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5.3 ROSSI FAMILY CASE STUDY 2: JOHN ROSSI
- MYOCARDIAL INFARCTION, CORONARY
ARTERY BYPASS GRAFTING (CABG) SURGERY

Dima Nasrawi and Donna Wilson

Introduction to case study

Learning Objectives

By the end of this case study, you should be able to:

• Identify associated risk factors with the development of chronic cardiac disease.

• Identify the impact of acute coronary disease.

• Discuss required lifestyle modifications for patients living with acute coronary disease.

• Identify required self-management strategies to manage acute coronary disease.

• Discuss the role of the nurse managing patients following cardiac surgery.

Scenario

John is a 47-year-old man, whose wife died 5 years ago. Recently he has been experiencing signs
of health deterioration, including high blood pressure, cold sweats and radiating chest pain to his left
arm. John has kept these signs and symptoms confidential, not sharing his health issues with the
family. His signs are exacerbated by continual stress, anxiety, unresolved grief and the pressures of
looking after his family’s farm. He recently restarted smoking, as a coping mechanism against the
stresses that he has in his life. At a recent community event, with people gathering in a well-known
tavern to celebrate Easter Sunday after a church mass, John experiences an episode of shortness
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of breath and crushing sensations of chest pain. His cousin Alberto rushes John to the emergency
department of the nearest hospital (Lismore base). Upon arrival at the hospital, the emergency
doctor sees on the electrocardiogram tracing that John has developed an elevated ST myocardial
infraction, which requires emergency coronary artery bypass grafting surgery (CABGX4).

The family becomes really concerned about John’s diagnosis, especially as they have always
known him as a healthy, active man. John is transferred to a large tertiary hospital in Queensland so
he can have his surgery within 24 hours. This news is very difficult and scary for Elisabeth. She is
extremely concerned about her dad undergoing a complex surgery and very frightened about losing
her father. Elisabeth starts to show signs of extreme anxiety, especially as she lost her mother at a
young age. Maria, Maximo and Elisabeth decide to move to a hotel nearby so they can visit John
and support him during his recovery from a complex surgery.

After his surgery John is transferred to the intensive care unit (ICU) for 48 hours. During his stay
in the ICU, John struggles with his breathing due to his history of smoking. The healthcare team
supports John to use an incentive spirometer and try some deep breathing exercises. He also
requires a high flow of oxygen (45 litres at 45% of oxygen). During his stay at the hospital, John also
experiences high levels of blood glucose. An ongoing diagnosis of coronary heart disease makes
him very anxious about his surgical wound and recovery after discharge.

During visits by Elisabeth, Maria and Maximo in the post-operative phase, the family is concerned
to see John connected to such an array of monitoring devices, which includes telemetry, drains,
intra dwelling catheter, intra venous canula and isolated wires. The nursing and inpatient cardiac
rehabilitation teams play an integral part in reassuring John and the family about discharge
arrangements. On John’s last day at the hospital, he is referred to an outpatient cardiac
rehabilitation program and provided with 2 follow-up appointments with cardiac surgeons and the
outpatient department.

Thinking points

Cardiac rehabilitation history, inpatient, outpatient, long term:

The management of myocardial infarction (MI) has changed significantly since 1950. However,

cardiac rehabilitation (CR) remains underutilised treatment. The figure below shows the history

of CR:

Figure 1:

History of cardiac rehabilitation
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Note: Timeline for cardiac rehabilitation from ‘Historical context of cardiac rehabilitation: Learning from the
past to move to the future’ by J. Redfern et al., 2022, Frontiers in Cardiovascular Medicine, 9, p. 3. CC BY

Now patients who survive an MI not only require a reperfusion similar to what John has

undergone, but also an inpatient cardiac rehabilitation intervention that starts pre-operatively,

continues after surgery and then after discharge (Nasrawi et al. 2022).

• Phase 1 cardiac rehabilitation focuses on introducing mobilisation to patients and required

information for discharge and recovery.

• Phase 2 is an outpatient hospital-based program that includes a group and runs for 6 to

12 weeks.

• Phase 3 is known as the maintenance phase and is usually around 4 to 6 months where

patients learn how to continue their exercise regime, risk factor modification and return to

work and their daily lifestyle.

Thinking point

In Australia, 12,700 CABG procedures were performed between 2020 and 2021 (Australian

Institute of Health and Welfare [AIHW], 2023.) Surgical intervention can lead to various adverse

events, with hospital-acquired infections being the most common complications. Including

patients in healthcare improvement is paramount and is supported by the Australian national

safety and quality health service standards. This approach includes a collaboration between

practitioners and the patient, the use of photographs to allow accurate evaluation and

documentation of the wound healing process.
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Case study questions

1. What local organisations support recovery after heart surgery?

2. Who in the interdisciplinary team cares for a patient during the inpatient cardiac rehabilitation

phase after cardiac surgery?

3. Who in the interdisciplinary team cares for a patient during the outpatient cardiac

rehabilitation phase after cardiac surgery?

4. What are the 3 phases of cardiac rehabilitation?

5. What is the impact of diabetes on wound care after surgery?

6. How do you provide culturally sensitive care for patients after cardiac surgery? (refer to the

Shero family in Part 3 for additional information about cultural sensitivity)

Key information and links to other resources

• Heart Foundation: What is coronary heart disease?
• Heart Foundation: Find a cardiac rehabilitation service near you
• Diabetes Australia

What is a myocardial infarction?

John experiences a feeling of crushing chest pain or in medical terms an ‘unstable angina’. His
angina is associated with atherosclerosis plaque, thrombus and was not relieved by rest. The
occlusion escalates to an ST-elevation myocardial infarction.

Symptoms of a myocardial infarction, or ‘heart attack’ can be different for each person, ranging from
serious to mild. The most commons symptoms include:

1. Pain or tightness in one of these areas: chest, arms, shoulders, neck or jaw.
2. Shortness of breath, feeling dizzy, sweaty or nausea.

For example, this flyer should be available in every household, especially in John’s house, to detect
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early signs and trigger an early response. The Heart Foundation website has many resources that
can assist patients and families to manage coronary artery disease, including videos and flyers in
various languages:

• Heart attack warning signs

Case study 2 summary

John’s case covers the importance of early detection of signs of myocardial infarction and early
management to improve health outcomes. While reperfusion therapy is vital to increasing chances
of survival, cardiac rehabilitation, or, in more inclusive terms, secondary prevention, is essential to
implementing lifelong preventative strategies.
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5.4 ROSSI FAMILY CASE STUDY 3: ELISABETH
ROSSI - STRONG FAMILY HISTORY OF HEART
DISEASE: HEALTH PROMOTION

Dima Nasrawi and Donna Wilson

Introduction to case study

Learning Objectives

By the end of this case study, you should be able to:

• Identify the impact of a chronic cardiac diagnosis within a person’s immediate family.

• Identify the importance of early management of cardiac risk factors.

• Determine the importance of lifestyle modifications in improving health outcomes.

Scenario

Elisabeth lost her mother 5 years ago when she was only 14. She continues to grieve her loss, is
very attached to her father and lives in constant fear of losing him. Her father’s recent experience
of a myocardial infarction has triggered painful memories from the time her mother was in hospital.
As a result, Elisabeth has become more attentive to her family’s medical history and is now curious
to know more about her own cardiac risk factors. As she became more aware of the extent of her
anxiety about losing her father, she realised she needed help with her mental health. She is now
communicating with a psychologist through telehealth. As Elisabeth lives in a rural area with few
friends close by within her age group, she feels quite isolated. Talking with her psychologist is the
only source of support she has to help with her current emotional turmoil and state of mind.
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Thinking points

The Heart Foundation Australia has developed many resources for people of all ages who are

experiencing, or might have concerns about developing, heart disease. Elisabeth may benefit

from accessing the Heart Foundation website to learn more about:

• Heart disease risk and risk minimisation strategies: Am I at risk?

• Young Hearts resources and podcast: Supporting young hearts podcast

• Healthy nutritional advice: Healthy eating to protect your heart

• Healthy exercise and lifestyle advice: Physical activity and your heart health

A young person in a similar position to Elisabeth may wish to access additional support services

to manage their anxiety, such as speaking with a psychologist in person or via telehealth. In

Australia, there are many public and private offerings for telehealth, and Elisabeth may do well

to discuss her options with her general practitioner or community nurse.

Case study questions

1. Do you think Elisabeth currently presents risk factors for developing cardiovascular disease?

2. What type of risk factors for cardiovascular disease could Elisabeth develop in the future?

3. What self-management strategies could Elisabeth follow to reduce her risks of developing

cardiovascular disease?

Key information and links to other resources

1. Heart Foundation: Supporting young hearts events – including great sessions supporting
young individuals such as heart to heart and connecting heart, minds and people virtual
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meetup.
2. Heart Foundation: Cardiovascular disease risk calculator – the calculator helps individuals and

healthcare professionals calculate a person’s risk of developing cardiovascular disease in the
next 5 years.

3. NSW Health: Virtual care – one of many telehealth options available in the state of NSW, in
Australia.

Healthy hearts: Pathophysiology of risk factors

• Risk factors for heart disease can be different for each person, ranging from serious to mild. It
is important to remind Elisabeth that with self-management strategies she can improve her
heart health.

• One way Elisabeth could reduce her risk of heart disease would be to make daily positive
changes to her lifestyle, including regular exercise and healthy eating habits.

• Some non-modifiable risk factors for heart disease include age, sex, ethnicity and family
history.

• It is important that Elisabeth has regular health checks to test her blood pressure, cholesterol
levels and risk of type 2 diabetes.

• Regular check-ups by her general practitioner and being seen for a heart health check will
help Elisabeth to detect early signs of cardiovascular disease.

Further resources regarding the modifiable risk factors can be found on the Heart Foundation
website.

Case study 3 summary

Elisabeth could be facing a new set of health concerns as she deals with the changes in cardiac
health for both her father and grandmother. This has brought up new anxieties of her own as she
reflects on the pain of having lost one parent and her worries about her own cardiac health into
the future. As health professionals, we can play a significant role in empowering individuals like
Elisabeth to be proactive in looking after their own health through health promotion strategies and
education. Armed with skills and knowledge to make sound decisions that can reduce her risk of
developing cardiac illness, Elisabeth can not only reduce her anxieties about her health, but also
contribute to her living a long, happy and healthy life.
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Suggested readings
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5.5 ROSSI FAMILY SUMMARY
Dima Nasrawi and Donna Wilson

Summary

This part provides a series of case studies of an Australian family with a Mediterranean/European
background who have experienced a range of cardiac conditions. The family is comprised of 3
generations living together on a farm in rural NSW. The case studies explore 3 family members in
detail: Maria, her son John and John’s daughter Elisabeth.

The part illustrates the complexities of families living with chronic cardiac conditions and presenting
multiple risk factors. It also showcases health promotion strategies and how to navigate the
Australian healthcare system. The 3 case studies explore:

1. Maria’s heart failure diagnosis and management;
2. John’s myocardial infarction and escalation to a coronary artery bypass grafting surgery; and
3. Elisabeth’s cardiac risk factors and health promotion strategies.

These case studies highlight strategies that can optimise continuous management and care for
patients through preventive cardiology.

Image attributions

Images not individually attributed are listed below in order of appearance in the part:

Chapter 5.1

Corndale map by OpenStreetMap is licensed under CC BY-SA 2.0

Maria and Maximo Rossi image by Sofia Shultz on Pixabay

Sofia Rossi image by ID 20257964 on Pixabay

John Rossi image by Jan Niepel on Pixabay

Elisabeth Rossi image by Sofia Antonacci on Pexels

Icons

All icons in this part are from Flaticon and are listed below in order of first appearance in the part:
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Introduction: Introduction icons created by Freepik – Flaticon

Clinical reasoning: Think icons created by Freepik – Flaticon

Person-centred care: People icons created by Freepik – Flaticon

Therapeutic communication: Team icons created by Freepik – Flaticon

Cultural safety: People icons created by Freepik – Flaticon

Teamwork and collaborative practice: Communication icons created by Freepik – Flaticon

Cardiovascular: Cardiac icons created by AmethystDesign – Flaticon

Objectives: Objective icons created by Uniconlabs – Flaticon

Thinking point: Creativity icons created by Freepik – Flaticon

Case studies: Case study icons created by Flat Icons – Flaticon

Mental health: Mental health icons created by Freepik – Flaticon

Summary: Summary icons created by Freepik – Flaticon
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