Geriatric Assessment on “Marty”
1. General Information


Age: 89 


Sex: F




Marital Status: Widow

Racial & ethnic data: Polish/German



Dominant language: English

Living arrangements: Alone, small apartment, independent living community


Religious affiliation: Catholic

Occupation: Retired homemaker




Education: High school graduate

Current medical diagnosis: Afib, arthritis, cataracts, sinus problems, migraines

Current psychiatric diagnosis: Anxiety
2.
Family dynamics (describe significant relationships between family members): 

“Marty” recently lost her husband of sixty years this past February. Nineteen years ago, one of her sons Doug was killed by a drunk driver while he was riding his bicycle. She currently maintains close relationships with her son Bill, daughter Patti, and sister Eleanor. She has one other son Ron who has been diagnosed with schizophrenia; he lives in a group home and has requested not to see his mother. 

A.
Medical/Psychiatric history


Client:


· Medical: Afib, arthritis, cataracts, sinus problems, migraines
· Psychiatric: Anxiety
Family Psychiatric History: Son (schizophrenia), sister (bipolar), brother (committed suicide by hanging)
Health beliefs & practices: Overcoming her “great fears” of doctors. Now sees her “Coumadin doctor” once monthly and sees her “regular doctor” every two and a half months. States she hasn’t seen her “heart doctor” in about two years. She exercises regularly, eats a balanced diet, prays, gardens, socializes/plays cards, watches religious programming or other television, and reads for relaxation. 
Significant losses/changes: Recent loss of her husband in February and made a move into a smaller apartment after he died. 
Previous pattern of coping with stress: States “very bad” but gives the above stated examples of activity and stress relief techniques that she practices regularly. 
Other lifestyle factors contributing to present adaptation: Increasing age, loss of spouse, move into new apartment, recent loss of her brother-in-law. 
3.
Adaptation Responses

A.
Psychosocial



Anxiety level (circle level and check the behaviors that apply):





Mild          Moderate      Severe       Panic

calm___ friendly_X__ alert_X__   passive___
cooperative_X__  impaired attention__ 
“jittery”_X__ hypervigilant___ unable to concentrate___ tremors___
disoriented___ 
fearful_X__ withdrawn___ confused___ hyperventilating_____obsessions___ 
compulsions___ hallucinations or delusions (circle one & describe): Continually thinks she is having a heart attack and has been to the ER three times in the past week with related complaints. Puts cool washcloth on chest thinking that it will slow her heart rate. Slept on her arm and it went numb and she thought it had something to do with not taking her Coumadin and she was losing circulation. 
somatic complaints (list): Heart racing, headaches, R back and R hip pain (went to the ER thinking she broke her hip. (Her husband died after suffering a fall and breaking his femur.)  In the ER, they told her she had arthritis. States she felt like she was “going to die.”
perceives correctly/misinterprets the environment (circle one & describe): Is beginning to realize she is actually experiencing symptoms of anxiety and realizes her need to seek grief counseling for unresolved issues regarding unforgiveness, bitterness, and anger towards her husband and also with issues from her past. 
excessive hyperactivity (describe): States “Yes, I overdid it this past week.” Is taking steps to alternate between periods of rest and activity. States “I know I need my rest.”
B.
Mood/affect (circle all that apply):




happiness      sadness     dejection     despair     elation     euphoria  






suspiciousness     apathy     anger     hostility  tearful
Complete the Geriatric Depression Scale: Scale resulted in a total score of “3” which does not suggest the presence of depression; however this needs to be confirmed by clinical evaluation. 
C.
Ego defense mechanisms (circle & describe how used by client):




Projection



Suppression: Has used suppression for many years by ignoring unpleasant feelings and not addressing them directly with individuals that have caused her emotional upset. States she didn’t tell anyone that she didn’t feel “loved or cared for at home.” State she kept everything “buried inside.”
Undoing



Displacement
Intellectualization



Rationalization: Makes excuses for her anxiety such as she “overdid it” or blames it on the heat instead of facing her anger, fear, grief, and unforgiveness. 
Denial: Admits that she kept her feelings under the surface for many years and is now it is all coming out. Realizes need for counseling in order to “get it out of me.”




Isolation




Regression




Reaction formation




Splitting




Religiosity




Sublimation

Compensation: Admits to feeling like she wants to just stay inside and watch tv “all day, every day” but then tries to emphasize how active she is. States she has “to force” herself to mingle sometimes. 

D.
Level of self-esteem (circle one):



 low  
moderate  
high

Things client likes about self: “I’m outgoing, play cards, enjoy walking very much, and like to mix with people.”
Things client would like to change about self: “I want to get more settled with my meds, and would like to feel more relaxed at times.”



Objective assessment of client’s self-esteem:
Eye contact: Able to maintain steady eye contact with ease. 
General appearance: Casual dress with matching and appropriate clothing considering the weather. 
Personal hygiene: Clean/neat clothing, no body odor, clean and trimmed nails, hair styled, makeup applied neatly. 



Participation in group activities: Yes, as much as possible. 
What groups? Card playing group, exercise groups, likes to mingle with fellow residents in her apartment building. Socializes on outings with her sister and other family members. 

E.
Stage & manifestation(s) of grief (circle one):




denial
   anger
     bargaining
   depression
    acceptance

Describe the client’s behaviors that are associated with the identified stage of grief in response to a loss or change: Marty is beginning to realize the full impact of the loss of her husband. She is focusing in on the loss, and feelings of sadness are prevalent. Frequently refers to the time period “ever since grandpa died.” She is tearful and anxious at times. States she wants to get her “life together again.”

F.
Thought processes (circle as many as apply):




clear      logical     easy to follow      relevant      confused    






blocking      delusional      rapid flow of thoughts     




slowness in thought association        suspicious




recent memory:      intact   

loss



remote memory:     intact       
loss


G.
Communication patterns (circle as many as apply):




clear    coherent     slurred speech      incoherent neologisms     






loose association’s    flight of ideas    aphasic    preservation   






rumination     tangential speech   loquaciousness  
slow, impoverished speech       speech impediment (describe)

H.
Interaction patterns (describe client’s pattern of interpersonal interactions): 
She talks on the phone with her sister and other family members on a regular basis. She goes on outings with her sister at least two times a week to “have fun.” She likes to visit with fellow residents and family members who come to visit. She has nurse’s aide who comes to help at her apartment twice weekly – admits that sometimes they just end up talking and playing cards. While conducting my geriatric assessment, she was observed to be friendly and chatty with facility staff and residents. 

I.
Reality orientation (check those that apply):




Oriented to: 
time_______yes_________ person________yes________






place_____yes__________  situation______yes________


J.
Self-directed harm to self/others? (circle one)    Yes           No
If yes, does the client have a plan & available means: No, but she did forget to take her Coumadin and Xanax for two days. When asked if she just forgot to take them or if she didn’t take them on purpose – she really didn’t give a clear answer. 
4.
Physiological

Respirations:
rate: 22/min

normal: yes



Labored: slightly (describe): appeared slightly SOB with exertion

Cardiovascular:  B/P: 180/109, most recent result per client when she went to the ER. 


HR: strong/regular @ 85 bpm. 



Hx: (check all that apply)



hypertension __X____    palpitations___X____   heart murmur_______


chest pain__X____  (describe): per client when she went to the ER, her heart was “thumping and thumping” and she felt like she “was going to die.”


SOB__X___
leg pain__X____ (describe): more like R hip area


phlebitis_______      ankle/leg edema_______(describe) NA


numbness/tingling in extremities________(describe) NA

Neurological status:



Hx: (check all that apply)



seizures_______ (describe) NA 






method of control NA


headaches (describe location & frequency) “not much” gets on occasion, history of migraines


fainting spells, dizziness: “not much”
Complete the following assessments:
Mini Mental State Examination: Exam was completed with a total score of “28” which does not qualify “Marty” as having a significant cognitive impairment. 
Cognitive Assessment (Clock Drawing Test): Able to draw small clock with mildly impaired spacing of times and did draw some numbers outside of the circle.

Musculoskeletal status: generalized weakness 
tremors 
Degree of ROM: overall exhibits expected degree of range of motion, ambulates without an assistive device, able to bend/reach down to pick up objects
Limitations: does use a rolling walker for stability and carrying items when out ambulating in the parking lot for exercise, admits to being afraid of falling. 


Skeletal deformities (describe): none obviously noted
Complete the Get Up and Go Assessment: Basically passed the initial check. Only had two brief incidents of slight unsteadiness. She was able to quickly correct her balance without grabbing onto anything. She has had no recent falls, but is “afraid of falling.”
Pain (describe, rate & location): Denies currently, but sometimes has “R sciatic nerve pain” that radiates from R lower back to R hip
Skin:
warm__X___    dry___X__    moist______      cool______    clammy______


turgor___X___(describe): no tenting present    pink__X____



cyanotic______ edema________(location): none noted


rash________(describe): none noted


bruising__X____(location): L hand. 

     
needle tracks____________(location): none


hirsutism_______________(location): none


loss of hair_____________ (location): thinning hair on scalp
Gastrointestinal:



Food allergies: Denies
Usual diet pattern: Eats three meals a day, tries to eat plenty of fruits, watches her intake of green leafy vegetables 



Current diet: Regular with limited vitamin K 
Dentures (circle one) upper     lower (plate)


Any problems with swallowing or chewing?    Yes      No


If yes, describe: NA


Any weight change? No, states she has weighed 122 pounds for years.          loss         gain



Rationale for weight change: NA


Circle all that apply:



indigestion      heartburn       nausea      vomiting       constipation
  

diarrhea     
ulcers

How does the client manage any of the above? States she tries to eat plenty of foods that contain fiber and will take a laxative of choice if needed.
Genitourinary: 


Hx or current: (Circle all that apply): None


frequency     
      burning         hesitancy    nocturia     incontinence



genital lesions       discharge      odor            pain 


Eyes:   



YES



NO


Glasses

__X__



____



Contacts

____



_X__


Swelling

____



_X__


Discharge

____



_X__



Itching


____



_X__


Blurring

____



_X__


Double vision

____



_X__

Ears:



YES



NO



Pain


____



__X__



Drainage

____



__X__



Difficulty hearing
____



__X__



Hearing aid

____



__X__



Tinnitus

_X___



____

5.
Activity/rest patterns

Exercise (amount, type, frequency): Walks 1 mile daily and does some form of other exercise 4-5 day a week. 
Leisure activities (list): She exercises regularly, prays, gardens (tomato plants), socializes/plays cards, watches religious programming (Joyce Meyer) or other television, likes to read a lot, mingles with fellow residents and with family members when they visit, goes on outings with sister, gets her hair set, talks on phone regularly. 
Patterns of sleep: number of hours per night: did not answer, admits to feeling exhausted lately and in need of more rest. 



use of sleep aids: (circle one)

          Yes      No        







awaken during the night: (circle one)           Yes      No



feels rested after awakening: (circle one)      Yes      No
6.
Personal hygiene & ADLs: See assessment below. Also see objective assessment of self-esteem section. 
Complete the
Instrumental Activities of Daily Living assessment: Completed with a total score of “4” which indicates a moderate level of dependence.
7.
Complete the Environmental/Falls Risk Assessment: Scored a “4” which indicates a low risk for falls.
8.
Medication Assessment  

(List on attached medication sheet)

Is the client taking the medication as prescribed?

Yes

No
States when she went to the ER with anxiety they discovered she had not taken her Xanax and Coumadin for two days. 

Is the indication for which the medication was originally 
Yes

No


prescribed still present?


Yes, still has hypertension, afib, anxiety, arthritis, and sleeping difficulties. 

Are there duplications in the client’s drug therapy?

Yes

No

Is the current dose of medication appropriate?

Yes

No


Are there significant food-drug, drug-drug or

Yes

No


drug-illness interactions? If so explain.

With Coumadin therapy, a client must adhere to a specific Vitamin K restricted diet.


Does the client self-administer medications?


Yes

No

Her son will be coming out on Fridays to fill her med minder since she recently “forgot” to take her meds for two days. 


Does the client forget to take prescribed medication?   
Yes

No



How often? There are only two known episodes where she forgot to take her meds.   

Does the client adjust the dose of medication to suit their
            own needs?






Yes

No
How often? She only takes her Tylenol PM and laxative of choice on an as needed basis.  
