Geriatric Assessment

1.
General Information




Age: 80 
Sex: Female
Marital Status: Widowed 


Racial & ethnic data: Caucasian (non Hispanic) (Irish and German descent) Dominant language: English


Living arrangements: lives alone in own home
Religious affiliation: none


Occupation: retired from administrator job
Education: masters degree


Current medical diagnosis: Atrial Fibrillation, Hypertension, seasonal allergies   


Current psychiatric diagnosis: none 

2.
Family dynamics (describe significant relationships between family members):

· Relationships with daughters- they all have a very open, loving relationship, with appropriate communication

· Relationship with grandchildren- loving and supportive

· Relationships with sisters- estranged, there are 4 of them 2 are dead, 2 of them live in other parts of the country and do not speak mostly due to location 


A.
Medical/Psychiatric history


Client:



· Medical: Breast cancer, Hypertension, Atrial fibrillation, encephalitis, back problems with surgery to correct 1970, acoustic neuroma, seasonal pollen allergies  

· Psychiatric: Depression otherwise none 

· Family Psychiatric History:
none 


· Health beliefs & practices: goes to doctor regularly for any ailment, northern European method of belief towards medicines

· Significant losses/changes: decreased vision with age, hearing loss related to acoustic neuroma 

· Previous pattern of coping with stress: tends to keep feelings and problems to herself, doesn’t express feelings of stress very openly, will clean or run

· Other lifestyle factors contributing to present adaptation: recently lost husband and it has affected her lifestyle financially other than that pretty much is consistently the same

3.
Adaptation Responses

A.
Psychosocial



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





Mild          Moderate      Severe       Panic

calm___ friendly___ alert___   passive___
cooperative___  impaired attention__ 

“jittery”___ hypervigilant___ unable to concentrate___ tremors___
disoriented___ 

fearful___ withdrawn___ confused___ hyperventilating_____obsessions___ 

compulsions___ hallucinations or delusions (circle one & describe) : none    

somatic complaints (list): none 


perceives correctly/misinterprets the environment (circle one & describe) : She is able to assess environment correctly and is alert and oriented to everything, appropriate responses  


excessive hyperactivity (describe): none 

B.
Mood/affect (circle all that apply):




happiness      sadness     dejection     despair     elation     euphoria  






suspiciousness     apathy     anger     hostility



Complete the Geriatric Depression Scale
C.
Ego defense mechanisms (circle & describe how used by client): none but denial




Projection____________________________________________




Suppression__________________________________________




Undoing_____________________________________________




Displacement_________________________________________




Intellectualization______________________________________




Rationalization________________________________________




Denial: when there is an issue she tends to not acknowledge it and act like nothing has happened, this is the only one I have ever observed




Repression___________________________________________




Isolation_____________________________________________




Regression___________________________________________




Reaction formation____________________________________




Splitting_____________________________________________




Religiosity___________________________________________




Sublimation__________________________________________




Compensation________________________________________


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




 low  
moderate  
high




Things client likes about self: she likes her personality and attitude, looks, life she has lived to this point 




Things client would like to change about self: her weight, and her financial issues 




Objective assessment of client’s self-esteem:




Eye contact: full eye contact with no detraction 




General appearance: clean, neat, well groomed and dressed




Personal hygiene: clean, well groomed 




Participation in group activities:  none 




What groups? None 


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: She has come to accept the loss of her husband and thinks of only when happy memories and times, and no mention of grief when speaking of him, she has become more active, and made a few changes for herself regarding her lifestyle like redecorating her house and taking trips 


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): none 


H.
Interaction patterns (describe client’s pattern of interpersonal interactions)


· She is very enduring, interested and gives full attention to most conversations. She tends to only talk to those she cares about or is interested in talking to or at least keep in communication. She has a large group of friends who all have a very good rapport and caring relationship with her


I.
Reality orientation (check those that apply):




Oriented to: 
time person

Place situation

J.
Self-directed harm to self/others? (circle one)    Yes           No


If yes, does the client have a plan & available means: none 

4.
Physiological

Respirations:
rate   12 


normal: Yes 



Labored: no  (describe)


Cardiovascular:      B/P    184/ 96

pulse : 87



Hx: (check all that apply)



hypertension    palpations   heart murmur




chest pain: NO   



SOB: NO
leg pain: NO 



Phlebitis: No     ankle/leg edema: NO 


numbness/tingling in extremities: NO 


Neurological status:



Hx: (check all that apply)



seizures_______ (describe)_____________________________________ 





method of control_____________________________________________



headaches (describe location & frequency): client gets frontal sinus headaches due to allergies about once or twice a month 


fainting spells__________________ dizziness________________

Complete the following assessments:



Mini Mental State Examination



Cognitive Assessment (Clock Drawing Test)


Musculoskeletal status:    weakness: none          tremors: none 



Degree of ROM: full range of motion when asked to perform movements and exercises



Limitations: none 



Skeletal deformities (describe); XLIF, PLIF 1970 for herniated disks and disk issues 

Complete the Get Up and Go Assessment

Pain (describe, rate & location): none 

Skin:
warm   dry   moist      cool    clammy



turgor (describe): skin has no tenting on pinch test immediately returns to flat position, well moisturized   pink


cyanotic edema (location): none



rash (describe): none 



bruising (location): none 


     
needle tracks (location): none 



hirsutism (location): none



loss of hair (location): none 


Gastrointestinal:




Food allergies:  none



                    Usual diet pattern:  eats 2-3 meals a day with some snacking, cooks own meals, very healthy 



Current diet: Regular    Dentures (circle one) none  upper     lower 



Any problems with swallowing or chewing?    Yes      No


If yes, describe_______________________________________________



Any weight change?   no        loss         gain



Rationale for weight change_____________________________________



Circle all that apply: none 



indigestion      heartburn       nausea      vomiting       constipation

  

diarrhea     
ulcers



How does the client manage any of the above? None 

Genitourinary: 


Hx or current: (Circle all that apply): ones that are highlighted r/t UTI



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): 3 times per week for 45- 60 minutes with trainer 



Leisure activities (list): reading, cooking, sewing, vacations, walking, exercise, cleaning, painting, drawing, care of dogs, gardening 





Patterns of sleep:
number of hours per night: 6-7 hours 






use of sleep aids: (circle one)                    Yes      No        







awaken during the night: (circle one)       Yes      No





feel rested after awakening: (circle one)   Yes      No

6.
Personal hygiene & ADLs


Complete the
Instrumental Activities of Daily Living assessment: score of 8 independent 

7.
Complete the Environmental/Falls Risk Assessment: no fall risks present, or client is not a fall risk, client has a fall risk score of 7 has pets, and takes 3 medications daily 
8.
Medication Assessment  

(List on attached medication sheet)


Is the client taking the medication as prescribed?

Yes

No


_____________________________________________


Is the indication for which the medication was originally 
Yes

No


prescribed still present?


_____________________________________________

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.


_____________________________________________


Does the client self-administer medications?


Yes

No


_____________________________________________

Does the client forget to take prescribed medication?   
Yes

No



How often? ____________________________________


Does the client adjust the dose of medication to suit their

            own needs?






Yes

No

How often? ___________________________________

