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Mrs. E – Case Summary

Reason for Referral
This is a 73-year-old, European American female, referred by a home care agency for evaluation and possible recommendation for intervention.  Mrs. E’s niece and personal attorney had become alarmed by reports that Mrs. E had periods of confusion and excessive crying, had used hostile language toward her husband, and had been throwing articles. The condominium management had contacted the niece about neighbors’ reports of angry voices, changes in “both their personalities,” and the overall withdrawal of the couple from social activities. Home care agency noted housekeeper has expressed concern that she has noticed more empty beer and liquor bottles in dust-bin over last two years. Mr. and Mrs. E’s doctor, who has regular contact, has noted that the patient was depressed, especially since cataract surgery on her right eye.  She is awaiting left-eye cataract surgery.  
Both Mr. and Mrs. E have been under the care of this physician for just under two years. Prior to this, their regular general practice physician retired and they have been to several large medical practices for general care as well as from specialists. This physician believes Mrs. E recently may have suffered a cerebral vascular accident (CVA).  He agrees that a more extensive evaluation should be pursued especially since her niece, who lives about three hours away, has called his office on several recent occasions.

Social History

Born in Virginia, Mrs. E. moved to Winston-Salem, NC at an early age.  She and her husband have been married 47 years, after a 10-year dating period.  Initially the couple moved into his family’s home on the outskirts of the city.  When the property was sold in 1986, they moved into a west-side condominium.  Mrs. E completed high school and some commercial business courses; thereafter, she worked for 25 years as a bookkeeper for a lumber supply company.  The couple had no children.  Their financial status is presently very comfortable.  Mr. E worked for the airport authority, moving from personnel officer, to manager, to supervisor, and then associate director until his retirement.  Mrs. E inherited from her family a sizeable estate including rental property and stocks and bonds.  With both of them working and outside support income, Mr. and Mrs. E enjoyed a very comfortable lifestyle.  They consulted an attorney for advice on tax and estate planning some years ago.  They did request the attorney to intervene should circumstances prohibit either one from making decisions regarding the care of the other. 

In 1986 due to a changing neighborhood and because they no longer wanted to maintain a single home, Mr. and Mrs. E moved.  They presently live in a first floor, three-bedroom spacious condominium that is elevator and wheelchair accessible. Their condo has a patio garden area for Mrs. E to enjoy.  Private help comes in weekly to assist with shopping and other errands.  Mr. E continues to drive but restricts himself to the immediate condo and shopping areas.  Mrs. E denies cigarettes but admits to “several beers and occasional drink socially” and they do like a “daily libation or afternoon pick-me-up.”  She denies problems with confusion.

A former neighbor visits weekly and helps Mr. E with his checking account.  Until about five months, Mrs. E was the primary financial accountant.  She would request a former neighbor to check her entries, balance the checkbook, and drive her to local banks and credit union.

Mental Status Review 

Evaluation revealed that Mrs. E’s cognitive functioning was poor.  She was unable to name the current president.  She did not know where she lived, including the name of the city; and she did not know her telephone number.  She was able to give the date but her immediate memory recall – e.g., the name of the assessment – was poor.  Her remote memory appeared reasonably well intact.  She did admit to some symptoms of depression. 

Daily Living Pattern


Sleep:  Difficult, sporadic, with frequent crying bouts


Meals:  Depends upon spouse and private help

Activities:  Enjoyed golfing, gardening, flowers, and traveling in past; visits former friends infrequently.  

ADL’s:

Bathing - needs help


Dressing - needs help


Walks with walker but unsteadily


Bowel and bladder are continent 

Medical

Mrs. E is a well-developed, non-cachectic appearing European American female in no apparent distress.  She offers no complaints other than being depressed.  She says she sleeps poorly and has difficulty falling asleep. Although she claims to have a poor appetite, she has no gastro-intestinal (GI) symptoms, no chest pain, shortness of breath, headaches or visual disturbances.  When asked about vision, she reported having a cataract repaired on the right eye and she is waiting for repair on the left eye.

Extremely poor dental hygiene was noted but no obvious facial droop.  Her chest is clear; however, her heart has irregular rhythm.

Past Medical History 

ASHD, hypertension, arthritis, hip-fracture, two cataracts bilateral, implant right-eye, duodenal ulcer. 

Neurological 

Mrs. E was evaluated on an outpatient basis at a geriatric assessment unit.  She appeared to be in an acute confusional state.  The social worker was concerned about existing co-morbid issues. 
Social Worker’s Impression
What do you think?

Where do we go?

What needs to be done?

Axis I:
Clinical (Mental) Disorders

Axis II: Personality Disorders & Mental Retardation

Axis III: General Medical Condition

Axis IV: Psychosocial & Environmental Problems

Axis V: Global Assessment of Functioning 

Dementia Case Study II

Mr. T– Case Summary

Reason for Referral
Mr. T is a 78-year-old retired railroad brakeman.  Separated from his wife, he has lived for some years with a friend, Mrs. Y, who is making a referral to a geriatric assessment unit.  Mrs. Y is dissatisfied with Mr. T’s physician. According to her, Mr. T has recently and suddenly changed from a pleasant, social person to a hostile, stubborn, demanding person.  His physician says there is nothing wrong with him and was not helpful.

Social History

Mr. T was born in the United States, finished grade school, and worked on the railroad all his life.  In his 20s, he married for approximately 15 years.  He said both he and his wife were to blame for it not working out.  Three attempts to renew the marriage were unsuccessful. Mr. T had a daughter who died of leukemia in 1978, and a stepson whom he has not seen in the past 5-6 years because “we don’t get along.”  Mr. T drank heavily when on the railroad and this contributed to his marital problems.  He had been living in a retirement home, but he left when the management had financial difficulties. Mr. T moved into the home of Mrs. Y just outside of town about ten years ago (Mrs. Y has been divorced since 1970).
Chief Complaint
Mrs. Y believes patient is becoming more dependent on her and is being more “paranoid,” demanding to know where she is going, who she has been seeing, and “even listening in on the phone.”  

History (Patient, friend, record)

Mr. T while working for the railroad was an “alcoholic,” but denies periods of amnesia or DTs.  He quit drinking liquor in 1978 and gave up beer about three years ago. During hospital admission in July 1990, he experienced insects crawling on the left side of his neck.  However, he denies any recent alcohol ingestion, and Mrs. Y confirms this.  He also quit smoking four or five years ago. 

Other Medical
Mr. T has undergone right knee replacement, resulting in relief from pain but limited motion in his knee.  He has progressed from wheelchair, to quad, to a cane.  After his discharge, he was readmitted to hospital due to respiratory distress and considerable weight loss.

Three years ago Mr. T experienced an isolated episode of severe chest pain with radiation down the left arm.  He was seen in hospital emergency room but there was no evidence of heart attack.  He reported he has never had chest pain, heart disease or high blood pressure. He was given medication for Parkinson’s disease which he has since discontinued. 

While he was residing at the retirement home, Mr. T. experienced progressive weight loss.  He was admitted to hospital, operated on and found to have bowel obstruction.  This was relieved surgically and an appendectomy was performed.  He was discharged and admitted to a nursing home for convalescence, where he stayed two months.  He was discharged to the home of Mrs. Y after bitter complaints about how he was treated.  He recovered bowel function and gained over fifty pounds.  He uses an occasional stool softener and has been advised to have daily enemas, which Mrs. Y cannot perform.

A neurologist who reported no presence of Alzheimer’s disease has seen Mr. T, but he does have diffuse vascular disease along with other medical problems of angina.  He is currently being treated for hypertension.

Social Work Review

Mr. T told the social worker that he might have Alzheimer’s disease.  Apparently during his stay at nursing home, someone had told him and Mrs. Y about this.  He is very alert, and oriented; he can do complex calculations in his head, and does constructions without difficulty.  [During the interview, Mr. T became suspicious in one instance when social worker left the room, and upon returning, he expressed concern for talking behind his back with Mrs. Y.]  Mr. T expressed concern about Mrs. Y’s son who has been living in the home the last two years.  He doesn’t like the son because he is an “alcoholic, parasitic, mean man with a bad temper who slams doors.”  He did state that at times he becomes angry with the son and worries that he might strike him.  Mr. T denies jealousy and states that he feels no competition with the son. 

During this interview, there was no evidence of paranoid thought.  He appeared alert, generally relevant, and is a personable gentleman. There was no evidence of marked depressive affect, or marked anxiety. 

Mrs. Y was interviewed.  She recognizes that she spoils her son as she does others that she takes care of.  She says the reason is, “I feel sorry for people” and went on describing the task of caring for Mr. T.  She wants to keep both Mr. T and her son in the home and feels that Mr. T’s criticism of the son and the son’s interference are exaggerated.  Her son came back to his mother’s house when he was laid off from his job, “I told him that is what family is for.”  The son currently is working and helps around the house, keeps the yard, and generally helps out as needed. The son drives Mr. T to doctor’s appointments, runs errands with and for him, and works to fix up the home, which Mr. T was able to do prior to his last surgery in 1990. 

Social Worker’s Impression
What do you think?

Where do you go?

What needs to be done?

Axis I: Clinical (Mental) Disorders

Axis II: Personality Disorders & Mental Retardation

Axis III: General Medical Condition

Axis IV: Psychosocial & Environmental Problems

Axis V: Global Assessment of Functioning

Dementia Case III

Mrs. M – Case Summary

Reason for Referral
Mrs. M is a 73-year-old widow referred by her family because of hallucinations and paranoid ideas.  Her family physician has indicated nothing could be done and recommends nursing home placement.  Without suggestions and help from the family physician, the family has sought help from the geriatric evaluation unit.  Prior to assessment, the patient has been living at the homes of her son and several daughters.

Chief Complaint
She has had behavioral disturbance and personality change since her hip fracture on January 17, 1999.  After her surgery, her family reports subsequent immediate disintegration of her previously good mental state.  Her major problem appears to be paranoid ideation and her behaviors in response to this.

History (Patient, Son, daughter, record)

Mrs. M’s parents both died in their 60s; both of sound mind at the time of their death.  She was third eldest in a group of 12 siblings.  One brother is now at a local hospital, with terminal cancer.  The other siblings, as far as is known, have not had any mental change.  She had 7 children and they have all grown to maturity.

Prior to her hip fracture, Mrs. M was doing well. Her husband died ten years ago prior to this referral.  After his death, she continued living independently in their 7-room house.  She was well organized and accustomed to making her own decisions.  She was generally agreeable and got along well with others. An abrupt change came on January 17, 1999, when she broke her hip and was admitted to the local hospital where her hip was operated on (pinned).  Presumably, she was given general anesthesia and when she emerged from it, she was very badly confused.  [There is some reason to believe that immediately after the hip was broken, while she was still at home waiting for transportation to the hospital, she may have been confused but this is hard to document.]  She had difficulty with talking, didn’t know where she was, and according to her family never regained complete “normalcy.”  There was talk in the hospital about her having “sun downing.”  She was discharged from hospital, but readmitted in 2000 for continuing pain and for further rehabilitation.  She was able ultimately to be up and around although her gait has not been normal since the fracture.  She has continued to live alone until recently when she has been vacillating between the homes of her two daughters.

Mrs. M’s mental disturbance takes the form of a conviction that some of kind of spray is being used around her and around her home.  She gets very upset when the other people don’t believe her.  She tells about how the spray gets into her hair and obviously, although she doesn’t verbalize, she believes it is doing her harm and that persons known or unknown are responsible for leaving the spray around.  She also has a delusion that in some way, somebody is twirling an instrument, rather like a fishing rod, which has done some damage to her rectum.  Not only does she indicate these to me during assessment but to her family as well.  She has changed locks on the doors of her own home several times, because she says people are entering her house without her permission.

In recent months, her behavior has deteriorated even further.  Although she is somewhat better in the last couple of weeks, she continues to fear what’s happening around her.  During the past summer when the children/grandchildren were at home, they could restrain her from some of her more bizarre behavior but grandchildren are back in school and each of her daughters work all day long.

She has called the police and fire department and they seem to be getting tired of it.  The police have told her if there are many more calls they will probably have to take her to a mental health facility.  This may have precipitated her being referred.  She was taken into the emergency room last month at her own request.  The neurologist saw her.  In the report, she told about the spraying, the floor polish, and how someone is changing all the dishes, and cupboards in her house.  She also reported to the son about the people in the basement and the sexual activities “they are having down there.”

Other Medical
Overall, her health has been very good except minor problems.  Diabetes has been present for about 10 to 20 years.  She takes Diabanese.  Said to have had hypertension but is not on any antihypertensive medications.  Has not taken bromides or barbiturates, but does take about 4 Excedrin for headaches.  She has had CT scan, which showed probable "communicating hydrocephalus, probable infarct of the internal capsule of the right side." 

ADL’s and Functional Assessment

Bathing – daughters supervise; fearful of taking bath, will allow shower

Dressing – daughters lay out clothes, usually completes task but longer period

Mobility – walks with unsteady gait

Bowl/bladder continent

Speech – fluent and articulate, not dysarthric

Gait – gives way on left leg (left hip fracture); has difficulty turning, initiating movement, and taking short steps.

Sleeps – up about 3 to 5 times a night, waking household, complains of not being able to sleep

Meals – unable to help with preparation even when given small tasks

Housekeeping – unable to perform tasks at her home

Social – does not attend church now, had been active in many church activities – study and Bible groups, altar guild; had been active with book club, loved bridge

Driving – after several fender benders, suspended driving in 1999

Social Work Review

Mrs. M is a large, well-dressed, attractive woman who is generally appropriate in her behavior.  When in-take interview was well along, she gave some indication of paranoid ideation. She was curious about what was said about her and asked, “if her son and daughter had been truthful about her.”  She was convinced that her daughter has been spraying insecticides on her and she was indignant about, although not surprised about this. Cognitive testing indicates very significant impairment.

Social Worker’s Impression
What do you think?

Where do you go?

What needs to be done?

Axis I: Clinical (Mental) Disorders
Axis II: Personality Disorders & Mental Retardation


Axis III: General Medical Condition

Axis IV: Psychosocial & Environmental Problems

Axis V: Global Assessment of Functioning

Readings and Reference Materials

Amieva, H., Le Goff, M., Millet, X., Orgpgpzp, J., Peres, K., Barberger-Gateau, P., Jacqmin-Gadda H., & Dartigues, F. (2008).  Prodromal Alzheimer’s disease:  Successive emergence of the clinical symptoms.  Annals of Neurology, 64, 492-498.

This article reports a 14-year study which details the long and progressive prodromal phase of AD, and presence of cognitive deficits, depressive symptoms, and functional impairment during prodromal phase.

Other studies support that depressive symptoms appears to be elevated in the prodromal phase of AD (e.g., lack of interest, loss of energy, concentration difficulties, and personality change).

Bailey, K. (2000).  Student awareness of Alzheimer’s disease.  American Journal of Alzheimer’s Disease and Other Dementias, 15, 375-378.

This article reports student knowledge and awareness of three groups of undergraduate college students about Alzheimer’s disease. Pre-test questionnaires were completed and hour-lecture was presented with a follow-up test two-weeks later showed two of the three classes experienced decline in post-test scores.  

This article demonstrates that even though individuals may have heard about the disease, further education may help future caregivers provide care for someone with the disease and take care of themselves as well. 
Bartels, S., Dums, A., Oxman, T., Schneider, L., Arean, P., Alexopolous, G., & Jeste, D. (2002).  Evidence-based practices in geriatric mental health cases.  Retrieved from http://psychservices.psychiatryonline.org
Authors provide an overview of the current literature on established and emerging pharmacological and psychosocial treatment for common elderly disorders - depression, dementia, substance abuse, schizophrenia, and anxiety.  

This article highlights most extensive research and intervention has primarily been in treatment of geriatric depression and dementia.  Reading provides a broad picture of the gap which exists between effective research findings and lack of available treatment for older persons with mental disorders. 

de la Torre, J. (2004, March).  Is Alzheimer’s disease a neurodegenerative or a vascular disorder? Data, dogma, and dialectics.  The Lancet Neurology, 3, 184-190.

This article discusses the attempt to determine if the development of non-genetic Alzheimer’s disease (AD) is either amyloid deposits or cerebrovascular pathology. Current research data lends more support that AD as primary vascular disorder.

This article is helpful as it summaries the argument and current research findings pertaining to the initiation of non-genetic AD.

Jennings, B. (2003).  Hospice and Alzheimer’s disease: A study in access and simple justice.  Hastings Center Report, Special Supplement 33, S24-S26. Retrieved from http://www.growthhouse.org/nhwg/alz.htm.  

Author discusses the potential barriers which often occur between Alzheimer’s patients or individuals with dementia not referred or offered this important health service.  Reviews how a person with a dementia or family caregiver may benefit from various Hospice benefits.

Hospice is not just for terminally ill cancer patients but also patients with dementia, and caregivers can also benefit from hospice services in both home and nursing home facilities.

 Larson, E., Wang, L., Bowen, J., McCormick, W., Teri, L., Crane, P., & Kukull, W. (2006).  Exercise is associated with reduced risk for incident dementia among persons 65 years of age and older.  Annals of Internal Medicine, 144, 73-81. 

The authors report on the impact of exercise on delay of cognitive impairment of 1,740 persons older than 65 years with population groups of older adults who engaged in regular exercise. 

This study provides helpful information about understanding how regular exercise is associated in the delay of onset of dementia, and that even modest exercise levels are associated with delayed onset of dementia or Alzheimer’s disease. For the young reader, the need to develop a regular exercise program can help and maintain personal physical and mental well-being.

Rosack, J. (2006, November 3rd).  Side-effect risk often tempers antipsychotic use for dementia.  Psychiatric News, 41, 1.
This article provides information on the positive and possible negative side effects of using antipsychotics to treat psychosis, aggression, or agitation with elderly patients with Alzheimer’s disease.

This short article is helpful for care providers and professionals to consider risks and benefits in using these classes of medications. 
Wilson, R., Arnold, S., Beck, T., Bienias, J., & Bennett, D. (2008).  Change in depressive symptoms during the prodromal phase of Alzheimer’s disease.  Archives of General Psychiatry, 65, 439-445.

This article reports on a 13-year cohort study which sought to test a hypothesis that depressive symptoms increase during prodromal phase (preclinical) of Alzheimer’s disease (AD). Study found no evidence of an increase in depressive symptoms during the prodromal phase of Alzheimer’s disease. 

Earlier research and case studies reported AD patients had more depressive symptoms in pre-clinical phase.  See report by Amieva, et al. which reports emergence of cognitive deficits, depressive symptoms, and functional impairment during prodromal phase.

