Medical Student Admission Note 

ID/CC: CK is 55 yo Caucasian female with a previous diagnosis of schizophrenia BIB her children because of a 4 day h/o complete fasting and poor self care.


HPI: CK has become increasingly involved in a spiritual quest to “find “ herself  over the past 5 years. Prior to this CK had been quite functional working as a contract officer reportedly being very successful in her profession. As her quest progressed she became increasingly religious and began struggling with caring for herself.

Per her daughters report CK has significantly declined resulting in six involuntary commitments during the past six months in California. During this time period she had lost up to 30 pounds due to prolonged fasts. Most recently CK was to become a ward of the state of California in July so her children took her to Seattle to try to provide her care.  She had been doing fairly well since moving to Seattle, taking Risperdal and Lorazepam as prescribed, living with her son and working part time with a shoe cobbler. Two weeks prior to admission (PTA) she moved into her apartment and it is unclear if she continued taking medications.  Approximately 5 days PTA she stopped going to work and became more preoccupied with her religious practices. On the day of admission she was found in her apartment, lying in bed in her own feces and urine. There is concern that she has also not been eating or drinking. 

In the PES she was chanting, shaking her head and was very adamant about not being touched. She denied any SI, HI or AVH. She also denied any manic or depressive symptoms. She also denied any drug or ETOH use. 

Past psych Hx:

Dx: dissociative disorder, schizophrenia

INPT: ITA in 2004 in VA following a SA, 6 ITA’s in CA over the past 6 months.

Outpt: PCP, Dr. William Ocean at Swedish Providence

RX: Risperdal 3 mg daily and Lorazepam 1mg BID

SA: X 1 in 2004 by cutting her throat

Family psych history: brother with schizophrenia

Social history:

She was born and raised in Florida in an intact family home. Her mother was a school teacher and her father an English Professor. She denied any history of abuse. She graduated high school and college. She was married and divorced X 2 and has three children by her first marriage. She worked for more than 20 years as a supervisor for the government then retired 5 years ago when she began her religious quest. She had been living in California for the past 5 years but was recently moved to Seattle by her family secondary to her declining mental health. She was able to start working part time for a cobbler and two weeks PTA she moved into her own apartment. 

Substances:

Pt denied any history of substance use/abuse

Legal/violence history:

Pt denied any history.

Past medical history: 

Dupuytren’s contractures on left hand

Possible thyroid nodules

Medications:

Risperidone 1 mg each am and 2mg each bedtime

Lorazepam 1mg BID

Allergies: Midol- rash

Labs on admit: LFT’s, CBC, TSH, RPR, Maxi panel all WNL, utox negative

PE: WNL

MSE: 

Appearance: very thin, disheveled, malodorous

Behavior: Uncooperative, bizarre posturing and chanting with eyes closed 

Speech: soft, latent

Mood: irritable

Affect: irritable

Thought process: disorganized, circumstantial, bizarre responses at times

Thought content: appearing to RIS but denied AVH, -SI, -HI, +delusions

Attention/concentration: waxing and waning

Orientation: unable to assess, pt refused to answer

Insight/Judgement: very poor 

Assessment: Ck is a 55 yo cauc female with a previous diagnosis of schizophrenia who was involuntarily detained based on grave disability secondary to prominent psychotic symptoms of a hyper religious nature. She has had a 5 year history of increasing preoccupation with a new age religion which has coincided with a gradual decline in her function necessitating 6 involuntary hospitalizations over the past 6 months because of dehydration and malnutrition. 

      Psychotic symptoms can be associated with mood disorders. Although her psychotic symptoms are religious in nature which is frequently associated with bipolar mania she has no history of manic or hypomanic episodes so this diagnosis is less likely. She has not had any history of depressive episodes and denies feeling depressed currently. She is irritable and has had weight loss and sleep disturbance which is associated with depression but does not appear to have other depressive symptoms which makes the diagnosis of a major depressive disorder with psychotic features also less likely.  

     She could have a delusional disorder. The onset of her symptoms occurred at approximately 50 years of age and delusional disorders often first appear in the fifth decade of life. (1). A study by de Portugal also found a patient sample of 370 patients with delusional disorder had a GAF of 51 suggesting poor functionality. (1) She does appear to be delusional regarding her religious  beliefs however the fact that at times her religious beliefs appear bizarre in nature make this diagnosis less likely. 
       A substance induced psychotic disorder is unlikely given she denies a history of substance use which was confirmed by her children. Her utox was also negative.

     She has recently been noted to have a thyroid nodule and thyroid abnormalities can cause many psychiatric symptoms including depression, mania and psychosis. She has not had full thyroid function tests however her TSH was WNL which makes psychosis due to a general medical condition less likely.

     She has been given a diagnosis of schizophrenia previously however several of the features of her course are not classic for this disorder. She was very high functioning until the age of 50 and more than 90% of people with schizophrenia have exhibited symptoms by their early 40s. She also appears to be fairly functional at times during the day when she is not engaged in her religious chanting which would make her psychotic symptoms very contained which is also less typical of schizophrenia. She does have a first degree relative with schizophrenia which does increase her risk of this disorder.  Another factor which does make the diagnosis more likely in some ways is the age of onset for her. The onset of schizophrenia in women is somewhat different than men however. Women exhibit a first peak between 25 and 29 years of age and another less pronounced first-onset peak between age 45 and 49 years. (2). Some propose this is related to the premenopausal and perimeniopausal period when estrogen production is decreasing. (2)  She also has had a significant decline in function with onset of symptoms which is classic for schizophrenia.  The contractures on her left had appear to be related to a brachial plexus injury secondary to her laying for hours on one side while engaging in ritualistic chanting and she has been unable to change this behavior even when told about the irreversible damage illustrating how she has no insight into the negative impacts of her behaviors. Given the information currently available schizophrenia is the most likely diagnosis.

DSM IV:

Axis I: Psychosis NOS r/o schizophrenia vs psychosis secondary to a general medical condition, thyroid disease

Axis II. Deferred

Axis III: Dupuytren’s contractures on left hand

Possible thyroid nodules

Axis IV: severe with significant wt loss, financial stressors, inability to work

Axis V: Global assessment of function:19

Plan:

1. Hospitalization for safely and stabilization.

2. Labs to include Full thyroid function tests, HIV.

3. Thyroid scan

4. Head CT

5. Continue Risperdal and Lorazepam

6. Obtain outside records from previous hospitalizations.

7. Gather further information from family. 
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