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Background 
Developing a system that is responsive to people’s needs 

The Victorian Health Priorities Framework 2012–2022: Metropolitan Health Plan provides priority areas 
for the development and operation of the Victorian health system for the future. An important aspect of 
this work is promoting health and managing the risks for specific population groups. Victorian health 
services manage a range of programs, with responsibilities extending across the full scope of health, 
mental health, community and aged care services. 

Older people are the main clientele of the Victorian health services. People aged over 70 account for 
almost half of hospital bed usage. More than 46 per cent of multi-day patient stays are for patients aged 
over 70 years. Unlike other jurisdiction a defining feature of residential aged care service provision in 
Victoria is the significant role played by the state government. Currently public sector providers govern 
and operate 191 residential aged care services that provide more than 6,000 places. Most of these 
providers are health services, and the residential aged care service is often co-located with the hospital. 

Additionally HACC District nurses perform a vital role within the broader health system in the care of frail 
older people in their homes in both metropolitan and rural regions. There are currently approximately 
2300 Registered Nurses employed as district nurses through the HACC program.  

Healthcare can be dangerous for older people 

Older people in all care settings increasingly have multiple health issues, greater disease burden and are 
at higher risk of adverse events. To manage these risks and provide effective care for older people, 
health professionals need to have sound health assessment skills coupled with objective evidence based 
reasoning.  

 

Introduction 
Older people accessing the healthcare system increasingly have a high level of medical and social 
complexity with associated ongoing and increasing care needs. To meet these challenges, a skilled and 
competent workforce must be able to accurately assess and mitigate potential clinical risks while 
simultaneously having regard for patient/resident/client capability, preferences and needs and needs.  

This project aims to improve the health status and health experience of Victorians who access the 
healthcare system by recognising that: 

• older people in all care settings often have multiple chronic comorbidities, greater disease 
burden and are at higher risk of adverse events  

• it is essential for health professions’ to have sound health assessment skills to manage clinical 
risks and support optimal health outcomes and health promotion opportunities for older people 

• unlike their metropolitan counterparts there are less opportunities for rural health professionals 
in particular to access interdisciplinary skill development, due to distance and local staffing 
arrangements. 
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Comprehensive health assessment of the older person training 

Comprehensive health assessment (CHA) forms the foundation of clinical practice. It helps healthcare 
professionals to identify care needs and actual and potential risks, to inform care planning, decision 
making, treatment and care options. The quality of information used in conducting evidence-based 
comprehensive health assessments directly impacts the safety, health outcomes and quality of life for 
older people. 

CHA is a systematic approach to: 

• gathering information about a person’s health history and status, physical condition, cognitive 
status, sexual health and psychosocial, spiritual and cultural needs and a person's potential to 
make gains in their wellbeing 

• analysing and synthesising information 

• making decisions about care needs and person-centred intervention strategies based on 
evidence, in partnership with the patient/resident/client. 

Due to the lack of available training options for health professionals to develop or update skills in CHA of 
the older person, the Department of Health undertook a competitive process to identify an appropriately 
skilled education provider to: 

• develop an interdisciplinary education and training package for the CHA of the older person 
which appropriately targets the different health priorities within Victorian health services 

• deliver face-to-face training and contextualised training in CHA of the older person to enhance 
the existing skills and knowledge of health professionals working across all areas of Victorian 
health services, including HACC-funded district nurses 

• pilot training in the screening and assessment of the older person that is aimed specifically at 
health professionals working in emergency and urgent care departments 

• evaluate the training. 

La Trobe University commissioned an expert reference group to develop the comprehensive education 
and training resources used in this project.  

Training and evaluation 
The subsequent training package and associated resources comprise eight in-depth modules, namely: 

1. Clinical reasoning and general assessment 

2. Communication of assessment findings and ethical, legal and professional ramifications 

3. Psychosocial assessment 

4. Nutrition, metabolism and elimination 

5. Assessment of the cardiovascular system 

6. Respiratory assessment 

7. Musculoskeletal assessment 

8. Assessment of cognition and perception 
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The CHA training course was delivered in a four-day format. Training was a mix of didactic sessions with 
hands-on skills development as well as the use of simulation equipment. Training and scenarios were 
tailored to health professionals attending each session.  

Between 2011 and 2013 the training package was extensively tested and evaluated with more than 
1,200 registered and enrolled nurses from all health service settings attending (including acute, 
subacute, emergency departments, district nursing services and public sector residential aged care 
services).  

Evaluation 
The evaluation was completed using a mix of quantitative and qualitative data. This included a 
quantitative assessment of: 

• before and after knowledge of CHA of the older person 

• before and after attitudes toward CHA of the older person 

• before and after confidence in undertaking CHA of the older person 

• before and after attitudes of health professional’s managers to CHA of the older person. 

Each participant collected and analysed qualitative data and completed a CHA upon returning to their 
workplace. 

Results 
The following themes emerged from the evaluation of the comprehensive health assessment training. 

Gaps and practice  

• There is a considerable gap in the availability of CHA of the older person training – the 
majority of participants (61 per cent) had never received CHA training. Demand for attendance 
at the workshop series continually outstripped supply of places. 

• The evaluation found that CHA of the older person is infrequently conducted in practice – only 
a small number of participants reported currently doing CHA, which is not surprising given the 
lack of availability of the training for the developing and refreshing health professionals’ skills. 

Improvement in staff knowledge and skills 

• The training was successful in improving and sustaining CHA knowledge and skills and 
boosting the confidence of health professionals in being able to undertake CHA.  

• There was a significant increase in average CHA knowledge scores which was maintained at 
six weeks for all groups. 

Improvements in care of the older person 

When health professionals undertook CHA with a patient/resident/client there were many positive 
changes to how care was assessed and delivered. These came in the form of: identified issues, potential 
risks or care needs; referrals to other health professionals; changes to care plans, interventions and 
additional information about the older person which could impact on their care and quality of life. 
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Evaluation of the workshop immediately after the education and training found that health professionals 
felt it was very relevant, useful and of high quality; 94 per cent of health professionals said the program 
fulfilled their expectations. 

The evaluation demonstrated that improved staff confidence in undertaking CHA resulted in benefits to 
consumers through a more proactive approach to clinical risk management.   

With a greater focus on clinical assessment health professionals felt better equipped to handover a well-
articulated clinical picture of the deteriorating patient/resident/client often leading to prompt treatment and 
ultimately avoiding the need for transfer.  The health professionals felt that CHA supported the 
patient/resident/client to receive optimal care in the most appropriate location.  However to achieve this 
result health professionals need to be supported organisationally to optimise their scope of practice 
which included an investment in clinical assessment equipment to support care.     

Day four of the training required participants to engage in reflective practice after applying their new skills 
by undertaking an assessment of an older person upon return to their workplace.  

This process revealed many transformational stories which showcase the impact of this training. These 
stories include examples of innovation in expanding service capacity to respond effectively to the needs 
of healthcare consumers.  

The following stories are a selection of examples of health professionals reflecting on the impacts of 
undertaking a CHA in their workplace that were collected as part of the evaluation.  

Consistently the stories highlight that without the health professional undertaking this training and 
applying the skills, many patient/resident/client conditions may have deteriorated significantly before 
appropriate intervention occurred. 

All names have been changed to protect people’s identities.  



 

 Page 5 

Participants’ stories 
District Nursing 
Undertaking a comprehensive assessment of a person’s needs supports the clinician  
to better identify and respond to a person’s needs and goals. This approach  
has facilitated an integrated approach to Marge’s care, with the district nurse 
communicating her assessment results to the various members of the multidisciplinary 
team.  

Marge is an 83-year-old woman with Parkinson’s disease, osteoarthritis and degenerative arthrosis of the 
right hip. She has severe pain, with a venous ulcer on her right leg. The district nursing service had been 
visiting Marge regularly for a year. 

Our goal as district nurses was to heal the ulcer. Marge’s goal, however, was to be rid of the pain and be 
able to care for her little dog. She wasn’t so concerned about the leg ulcer. 

After completing a CHA I had a much better understanding of Marge’s pain and the limitations it placed 
on her life. I now understood there were a range of other issues in Marge’s life that were affected by her 
pain and other factors, and that collectively these were all closely tied to her sense of wellbeing and self-
management. I found that Marge was unable to sleep in her bed, had difficulty dressing, was unable to 
shower (she would give herself sponge baths) and was afraid of falling.  

Marge also found walking to the toilet painful and she had urinary incontinence because she couldn’t get 
to the toilet fast enough. She wore incontinence pads to try to deal with this. Marge also deliberately 
didn’t drink much so she didn’t have to suffer incontinence and undergo the painful ordeal of getting to 
the toilet. Marge’s diet was poor – cooking was too much trouble and she found it painful.  

I learnt that Marge always scheduled district nursing visits for the afternoon because it took her so long to 
attend to her activities of daily living. My assessment also found that Marge had pain on the soles of her 
feet and she had lost her sense of smell. The latter filled Marge with much sadness because she used to 
love the scent of perfume. 

Marge had resorted to sleeping in her recliner chair, which firmly encased her. She did this so she didn’t 
move about in her sleep, which usually caused her to wake up in pain. Sleeping in the chair, however, 
made her feel like she was ‘in a coffin’. 

As a result of the CHA, I referred Marge to the wound consultant, who was also a pain assessment 
clinician. Oxycontin was added to the analgesia regimen and wound healing was discussed with the 
podiatrist, carer and GP. Other referrals were also made including: a dietician to increase Marge’s 
vegetable intake and to organise frozen vegetables to supplement Meals on Wheels; an occupational 
therapist (OT) to find some way for Marge to sleep in her bed and a podiatrist to help with the pain in the 
soles of her feet (the podiatrist was able to provide padded shoes and advise on the availability of 
orthotic shoes). 

Assistance with providing continence aids was organised and an application for the Continence Aids 
Payment Scheme, for which Marge is eligible, was made. Although her chest was clear on examination, 
and Marge had no cough during CHA, I also taught her how to do deep breathing exercises in her chair. 

CHA made me realise how important it is to understand a client’s goals and what can impact them. I will 
now be more person-centred and targeted when having a ‘chat’ with a client to better focus their needs, 
issues and risks. 
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Subacute care/rehabilitation 
Through a systematic approach to comprehensively assessing Shelley’s health needs, 
a number of previously unidentified issues were found to be adversely impacting her 
quality of life and her ability to participate in the rehabilitation program. This story is an 
example of how the skills learnt in the CHA training identified complications that were 
increasing the length of Shelley’s hospital stay.  
 

Following a knee repair, Shelley, 67, was admitted to a rehabilitation setting. Rehabilitation was not 
progressing well and Shelley was complaining about feeling ill. I undertook a CHA and found the 
following. 

Shelley hadn’t opened her bowels in a week despite aperients, and was feeling nauseated and lethargic. 
A rectal exam revealed a full rectum. 

Her urine output was low and, on testing, protein was found in her urine. Her abdomen was distended 
and she denied burning on passing urine. Her temperature was normal. 

Shelley’s blood pressure was high and she had a mild tachycardia, with a pulse rate of 98. 

Breath sounds were diminished bilaterally at the lower lobes, but Shelley denied shortness of breath; 
pO2 levels were normal. 

Shelley had poor mobility and her pain control was poor. 

Further questioning revealed that Shelley had had two episodes of haematemesis post-operatively; 
however, this information hadn’t been documented on her transfer notes. Shelley’s husband, who was 
present at time of the CHA, was able to verify. 

A review of Shelley’s transfer medical notes revealed that none of these issues had been documented. I 
documented and reported these CHA findings to medical staff and the associate nurse unit manager. 

Before going off shift, I ‘nurse-initiated’ glycerine suppositories, which had no outcome, and reported my 
findings and recommendations to start a fluid balance chart. I came back to work the following morning 
and Shelley was feeling very unwell. I examined her abdomen and decided to do a bladder scan with 
input from another graduate nurse who was eager to practise bladder scanning. The scan found that 
Shelley had a urine residual of more than 1,000 mL. I then reviewed the chest X-ray images and, on the 
basis of the scan, image and CHA findings, consulted with the resident medical officer. The lower regions 
of Shelley’s lungs on X-ray were found to be partially obscured due to severe constipation.  

Shelley was catheterised, blood was sent for analysis and, after the bladder was allowed to empty, a 
mini-enema was given with a very good result. The blood results showed low haemoglobin and elevated 
potassium. Shelley was commenced on a bowel plan and her analgesia was also changed. She was also 
given a blood transfusion and drugs to correct her potassium levels. As a result of these interventions 
Shelley felt much better and was able to progress with her rehabilitation as planned. 

I was very pleased that I identified these issues with the CHA, which directly led to changes to Shelley’s 
care plan and improvement in her health. I made a big difference to someone’s life that day. 
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Acute care  
Having the skills and confidence to undertake an assessment on a deteriorating patient 
and effectively communicate the assessment results led to prompt medical 
interventions that may have saved Mrs Laura’s life.  
 
Mrs Laura is an 86-year-old woman who had been admitted to the ward via the intensive care unit (ICU) 
following a cardiorespiratory arrest and two intubations. Her admission had been complicated by 
delirium.  

Mrs Laura had been medically stable for a week and was waiting for an aged care facility bed to become 
available. She was, however, still receiving fluid intravenously. I noted that Mrs Laura had been sleeping 
at the start of the shift and appeared well, but as the day progressed she began to cry out and required a 
continence pad change.  

On entering the room once more, I noted that Mrs Laura appeared short of breath, greyish in complexion 
and visibly distressed. Her oxygen saturation was 80–85 per cent on room air, so oxygen 6 L/min was 
given via a Hudson mask and nebuliser, which raised her oxygen levels to 90 per cent. Her respiratory 
rate was 28/pm and she was using her accessory muscles to breathe. Auscultation of her chest revealed 
abnormal breath sounds in the right lower lobe and decreased air entry bilaterally.  

I suspected fluid overload, immediately stopped the intravenous therapy and contacted the medical 
officer on duty. After a review by the doctor the following interventions were ordered: intravenous 
furosemide; bloods and an electrocardiograph; the insertion of a urinary catheter; an urgent chest X-ray 
and the application of a glyceryl trinitrate (GTN) patch. A non-rebreather face mask was also started, 
which increased Mrs Laura’s oxygen saturation to 95 per cent. The urinary catheter drained 400 mL. Mrs 
Laura was transferred back to the ICU for a GTN infusion and continuous positive airway pressure 
(CPAP). Mrs Laura’s diagnosis was right lower lobe pneumonia and acute pulmonary oedema.  

This all occurred within 40 minutes! Prompt assessment, confidence and greater efficiency conducting a 
comprehensive health assessment meant that we could take immediate action, which resulted in rapid 
review by the medical officer and stabilisation of the patient. Prompt assessment and intervention was 
essential in improving the outcome for this patient and may have saved Mrs Laura’s life. 
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Residential aged care  
Having the confidence to apply the skills learnt through the CHA training enables 
prompt identification of issues and appropriate interventions when responding to a 
deteriorating resident.  
 

At 86 years old, Barbara is a permanent aged care resident who needs full assistance with her activities 
of daily living and mobility. One day she went out for lunch with her daughter and on the way back 
vomited in the car. Barbara vomited twice more when she returned to the facility and continued to feel 
nauseated. The facility staff suspected that Barbara had food poisoning so the doctor was contacted. 
The doctor ordered an intramuscular PRN antiemetic (Maxolon) and this was given. 

Later that afternoon Barbara was still feeling nauseated and complained of a pain in her chest. I 
conducted an assessment and found that the epigastric area and the right side of her abdomen were 
tender to touch and there was pain on the right side of her chest that radiated to her back. There was no 
abdominal distension or shortness of breath, and breath and bowel sounds were normal. Barbara’s vital 
signs were also normal. The doctor was informed of this and, following an examination of Barbara, 
ordered morphine PRN and the continuation of the antiemetic. 

The following morning I found that Barbara was still feeling nauseated and the abdomen was still tender. 
PRN Maxolon was again given and Barbara was commenced on a pain and fluid balance chart; a 
urinalysis was taken. The urinalysis revealed some nitrates and leukocytes but no other abnormalities. I 
suspected a urinary tract infection.  

Barbara’s condition didn’t improve over the course of the morning. Her abdomen, chest on the right side 
and back continued to be tender. Barbara also complained of feeling fatigued and her blood pressure 
was low.  

I was convinced that this was more than the aftermath of an episode of food poisoning and given 
Barbara’s ongoing symptoms I again contacted her doctor. With this additional information in hand I 
explained my concerns to the doctor who arranged for further investigations and as a result bloods were 
taken for full blood examination, urea and electrolytes, liver function tests and culture. Results showed: 
there was mild anaemia; urea, creatinine, potassium, total protein and albumin were high; and the white 
blood cell count was low. Barbara was also showing signs of dehydration.  

On the basis of these results, Barbara was sent to hospital by ambulance where a scan revealed biliary 
tract dilation, a mobile gallstone and pancreatitis.  

Completing the CHA course gave me the skills, knowledge and confidence to conduct a physical 
assessment. Moreover the course gave me the confidence to continue to explore my hunches and 
adhere to my convictions. I felt that if I hadn’t persevered and asked for further investigations, Barbara’s 
suffering would have been prolonged and her condition would have deteriorated further.  
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District nursing  
Through thorough assessment the nurse was able to identify the source of Robert’s 
pain and had the confidence to communicate the results of the assessment to his 
doctor. This resulted in Robert getting prompt attention for this painful condition which 
required a surgical intervention.  
 
Robert is an 87-year-old man who lives with his wife in a rural setting. His wife is 80 years old and is his 
carer.  

Robert has an extensive medical history that includes type 2 diabetes mellitus for 30 years controlled 
with an oral hypoglycaemic and diet. He had a stroke five years ago that left him with some short-term 
memory loss and forgetfulness. He experienced a heart attack 10 years ago. Robert also has chronic 
obstructive pulmonary disease (COPD), which is controlled with inhalers and nebulisers. He had been a 
heavy smoker, quitting 15 years ago.  

Our nursing service visited Robert twice weekly as requested by his GP to monitor his declining COPD, 
his blood pressure, activities of daily living, mobility and general coping abilities. One day when I visited, 
Robert complained of mild pain in his buttocks, especially when he sat down. Upon further questioning 
he hadn’t had his bowels opened for the past four days. I recommended an aperient. 

Three days later I was back at his home as part of his regular visits. It was obvious on observation that 
Robert was uncomfortable sitting down. Upon further questioning and discussion I was able to ascertain 
that Robert felt that the pain in his buttocks had worsened. It was painful to sit and then painful to stand. 
The previous night Robert had felt feverish and had gone to bed early. Upon further questioning Robert’s 
bowels opened well the day after the aperients. It was necessary to examine Robert’s buttocks to further 
investigate the source of pain. I expected to find haemorrhoids as the source of his pain; however, this 
was not the case. 

On examination there was a small, round, firm lump visible. It was red and raised and very painful to 
touch. I felt the lump was possibly an abscess. I recommended Robert seek medical assistance.  

As the district nurse I was able to communicate the information I had collected to his doctor. Robert’s 
problem was diagnosed as a perianal abscess, which is a collection of pus near the anus usually caused 
by an infection at one of the anal sinuses. Treatment requires the abscess to be incised, which was 
performed in hospital under general anaesthesia. Robert was then referred to the nursing service for 
wound care, which required daily changes of packing. The prompt detection and treatment of Robert’s 
perianal abscess prevented a serious deterioration of his health. 

The CHA workshop enabled me to formalise the information I had collected. It provided additional 
confidence to further investigate the source of pain, which was not what I imagined it to be. I was also 
more confident in making a professional decision to seek medical assistance as soon as possible. The 
CHA program gave me the tools to consider Robert’s holistic health, rather than only his specific medical 
conditions, which is what we had been monitoring with our visits. 
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Subacute care/rehabilitation 
Due to Myrtle’s poor recovery she was considering moving into a residential aged care 
facility. By taking a comprehensive approach to assessing her needs the nurse 
identified a number of issues that were preventing Myrtle’s progress in rehabilitation.  
 

Myrtle is an 86-year-old woman who was admitted to the health service following an ST segment 
elevation myocardial infarction (STEMI), after which she had three stents inserted. She then required 
rehabilitation. Myrtle has hypertension, arthritis and degenerative spinal discs. She has a past history of 
breast cancer (10 years ago) for which she had a mastectomy and lymph clearance. She also had deep 
vein thrombosis nine years ago and a total hip replacement two years ago. 

When I reviewed Myrtle’s health record I found that her medications had recently been changed (the 
dose of her Norspan patch increased), but otherwise there were no recent notable changes in her care. 
Myrtle was also prescribed Panadol, which she was refusing because she said it had been ‘no good’ in 
the past. It was noted in Myrtle’s health record that she was not eating, was unsteady on her feet and 
had ‘low mood’. It was thought she may not recover enough from her recent STEMI to return home and 
may require placement in a residential aged care facility. 

Upon assessing Myrtle’s mobility, both objectively by observing her walking and subjectively by talking to 
her, I found she was indeed unsteady on her feet, despite using a frame or a stick, and felt dizzy and 
nauseated. With further questioning I found that Myrtle’s dizziness and nausea had worsened around the 
time of the increase in the Norspan dosage. However, I also found on physical examination that Myrtle 
had severe bruising, with some oedema to her lower abdomen and upper left leg and groin, which made 
ambulation extremely difficult. None of this bruising or oedema had been documented in Myrtle’s health 
record. Further to this discovery, while talking to Myrtle about her hearing, I found that Myrtle wasn’t 
wearing her hearing aid because it was painful and ‘useless’ and then, with inspection of Myrtle’s ear 
with an auroscope, found she also had a middle ear infection. 

Subsequent to all these ‘discoveries’ I made referrals to other health professionals. The Norspan dosage 
was reduced, but to ensure pain relief Myrtle’s Panadol order was changed to Panadol Osteo TDS, with 
an explanation that this taken routinely may keep the pain under control. Myrtle was commenced on 
antibiotics for her middle ear infection. The physiotherapist provided some exercises for Myrtle to help 
with her rehabilitation and to reduce the oedema while her painful bruising was healing, as walking was 
difficult.  

Myrtle went home two weeks after I had undertaken her CHA identified several previously unidentified 
issues and organised for changes in her treatment and care. Upon discharge Myrtle had no nausea and 
her dietary intake had improved. She had stopped taking analgesia, her bruising was subsiding and she 
didn’t complain of dizziness. Her middle ear infection had resolved. 
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Residential aged care  
Comprehensively assessing a person living in long-term care can support appropriate, 
person-centred interventions which positively impact a person’s experience of care and 
support the organisation to mitigate risks.  
 

At handover, day staff at the facility reported that Mrs Smith was complaining about feeling unwell and, 
because of the numerous medications she was already on, said there was nothing they could give her. I 
was familiar with Mrs Smith’s history and was aware that many staff saw her as a frequent ‘bell ringer’ 
and hypochondriac. When Mrs Smith rang her call bell I offered to attend to her. 

Mrs Smith was coughing when I entered the room. She was short of breath and generally looked unwell. 
Due to recently completing the CHA course, I took the initiative to listen to her chest. I heard what I 
believed to be crackles. I took other observations and wrote clinical notes. The registered nurse (RN) had 
been called to the unit for another matter so I explained to her what I’d found when I did the assessment 
on Mrs Smith. The RN did another assessment and agreed there were respiratory crackles. She 
concurred that it could be the sign of a chest infection. 

As a result of my initial examination the doctor attending to Mrs Smith visited the facility and examined 
her. He ordered an X-ray, followed by antibiotics. A referral to the physiotherapist was also made.  

If I hadn’t taken the initiative and assessed Mrs Smith, she would in all probability not have been seen for 
another 24–48 hours and her condition would have deteriorated, resulting in her admission to the acute 
ward and an intravenous drip being inserted to administer antibiotics. 

If I hadn’t done the CHA course I wouldn’t have known how to listen to her chest, I wouldn’t have taken 
the initiative to do so, and I wouldn’t have had the confidence to report my findings to the RN in the way I 
did. 
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Acute care  
By undertaking the comprehensive health assessment training, nurses felt more 
confident to assess the health needs of patients by using a person-centred approach to 
healthcare delivery, which improved Mr Rush’s healthcare experience. 
 

Mr Rush is an 85-year-old man who had been transferred to the ward from the critical care unit where he 
had been treated for sepsis and hypotension. On the ward he was receiving further chest physiotherapy, 
intravenous antibiotics and had an allied health review. 

When assessing Mr Rush I found he had had a number of concerns relating to decreased dietary intake 
since he was admitted, which were not normal for him. Mr Rush had previously had no problems at home 
with eating and he was happy with the quality of the hospital meals. 

On inspection of Mr Rush’s mouth, I saw that his lips were moist and his dentures were well-kept and 
well-fitting. On closer inspection, I discovered that his tongue and palate were quite ulcerated and 
inflamed with red patches. Mr Rush said that it was painful to eat and that his taste was affected. Neither 
of these had been issues before.  

I contacted the doctor to review Mr Rush. The doctor ordered the anti-fungal Nilstat and Mr Rush 
commenced regular oral care. A review by the dietician and speech pathologist was also organised to 
rule out any other issues.  

When I examined Mr Rush’s abdomen I also noted that he hadn’t had his bowels open for five to seven 
days, which may also have been related to his poor dietary intake. As a result Mr Rush was given 
suppositories to treat his current constipation and ordered regular aperients.  

If not for me attending the CHA workshop I wonder if all these issues would have been picked up. I now 
feel so much more confident to assess patients in a comprehensive way. 
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