Whole Systems Event – Case Studies
Introducing …. Laura
Laura is a 72 year old lady who has recently been widowed. She lives in Rochester. Three years ago she had a heart attack and was
subsequently diagnosed with Heart Failure. She has suffered from long term chronic obstructive pulmonary disease (COPD). Her legs are
not as they used to be and they are very swollen (oedema). Recently she developed an infection in the tissue in her swollen legs (cellulitis) .

Laura lives in a bungalow with a small back garden. To get into her house she has one step to access a small porch that leads to her door.
She normally manages it quite well but a week ago she miscalculated the distance and she fell. From the floor she managed to gain the
attention of her neighbour, Paula. With the help of her friend she managed to get her up off the floor.
Once inside the house she realised that she had a small cut and was bleeding. Paula suggested calling an ambulance. While they waited for
the ambulance, and after a cup of tea, Laura started feeling some pain and discomfort on her right hip which worried her.

Mary, Laura’s only daughter lives and works in London. Paula contacted her informing her that Laura was going to the hospital. Mary
managed to meet her mum in A+E that evening.
During the investigations in A+E they discovered Laura had a urine infection and her blood pressure was slightly low. The junior doctor
changed one of her heart medications and prescribed more water tablets (which make her pass water a lot). He also started her on
antibiotics for her urine infection. Fortunately she did not have any broken bones but was terrified of falling again and so was very reluctant
to engage in the assessment that the physiotherapist was attempting. She was also seen by an occupational therapist who asked her lots of
questions and recommended a referral to social services as she felt that Laura could benefit from a little bit of support while she regained
confidence in her walking. She was discharged home early that night.
The most difficult part for Laura was getting in and out of bed, not just because of her swollen legs but now also because of the pain on her
right leg. By the time they arrived home it was too late for any home care so it was Mary and Paula who helped her in getting into bed.
For the following two weeks, she had morning and evening home care support plus the invaluable help of Paula who did some shopping and
laundry tasks. The community nurses also came to visit her to check on her wound and to change her dressing. Laura’s wound did not
improve and the nurses didn’t seem to be happy with the progress. Because Laura was painless and mobilising better, they informed her
that they were going to refer her to the wound clinic.
The following week Laura had three appointments to attend: one for her COPD review with her GP, one for her leg wound with the tissue
viability nurse, and a third with the cardiologist at the hospital.

Whole Systems Event – Case Studies
Introducing… Susan
Susan is 57 years old. She lives on the borders of Medway in Walderslade. She has type 2 (diet controlled diabetes) and
Rheumatoid Arthritis (RA), which was diagnosed six years ago. Her GP manages her RA and she has a blood test monthly which
is normally done at MCH House in Gillingham. She visits her GP from time to time to get painkillers.
One day while shopping she had a health check in the local supermarket. One of the recommendations from the health check
was that she lose some weight as her BMI was high at 26.7. Following the health professional’s advice she decided, despite the
poor weather, to get back into cycling. Whilst out of her bike she lost her balance and fell. Unfortunately she broke her leg in two
places and cut her elbow.
Her sister took her to the hospital and after 2.5 hours of surgery to fix the fractures in her leg and two days in hospital and she
was discharged.

Whilst housebound, the community nurses looked after her wounds. She knew the day they were due to visit but not at the time
that they were coming.
When fit to commence physiotherapy she was still unable to use her car and she had to rely on her sister. Unfortunately, the
physiotherapy clinics offered at Lordswood is not available and she has to travel to another centre.
Her RA, her fractured leg, her inability to drive, her sister working full time, the lack of information, the fear of not recovering
fully and having little awareness of local support or RA organisations have all generated lots of questions and anxieties for Susan.

Whole Systems Event – Case Studies
Introducing … Bill
Bill is 66 years old. He lives in Rainham with his daughter Barbara, and two dogs. They moved from Glasgow in the summer of 2016
into a two storey semi-detached house with two bedrooms and a family bathroom. Bill has early stages of dementia and is waiting
for further tests at the Memory Clinic. Last October he suffered a stroke and is receiving rehabilitation at home. He has lost bladder
control and strength on his right side.
Barbara doesn’t drive and both rely on public transport to get around. Since Bill was diagnosed with dementia he has attended a day
centre once a week. This allows Barbara time to get things done that she can’t when looking after her husband.
Bill has had a catheter but the nurses have said that it might be possible, one day, to recover the function in his bladder and he might
not need it any more. Barbara finds it difficult to empty the bag and to fiddle with the tubes to change the day bag for a night one.
Since the stroke, Bill’s dementia has deteriorated. So far, Barbara has needed to call the ambulance services three times because her
husband gets extremely disorientated in the afternoons and his behaviour is unpredictable.
Every time Barbara calls, she needs to go through everything that has happened with the person on the phone. She finds this very
stressful as in these moments Bill is out of control and acts dangerously. Last week, for example, he pulled his catheter out and
needed to be taken to A+E as there was no nurse who knew how to re-insert it. The confusion of the ambulance, the waiting in A+E
and the repetition of the details over and over seems to make Bill worse every time.
The Dementia Crisis Support Team has being supportive but they lacked the clinical skills to change the catheter or to re-dress the
wound he had on his shoulder from where he recently fell and hit the corner of the chest of drawers. A different team visits and, on
many occasions, they don’t seem to have a clear understanding of Bill’s overall situation. They are very nice and caring but…

The Stroke Team seems to struggle with Bill’s behaviour and Barbara fears they might discharge him as he is very difficult to engage
with.

