


PROGRESS NOTE

RE: Thomas McShane
DOB: 12/13/1943
DOS: 07/12/2022
Jefferson’s Garden
CC: Quarterly note.
HPI: A 79-year-old seen on 06/07/2022. He is admitted here as he has a son and daughter who live in Edmond. The patient previously resided in Washington State, moved here to be with family, was found having fallen and been down for two days and had attempted to cut both wrists. In addition, he was found to have an acute left femoral neck fracture and underwent bipolar hemiarthroplasty on 04/22/2022 with Dr. Conner. His wrist lacerations were deep exposing flexor tendon. He underwent IV antibiotic therapy and had acute blood loss anemia requiring 3 units of packed RBCs. The patient has recently made it known he wants to return to living in Washington State where he came from. He feels that he can live independently, get around and that it would just make him happier; whether he has actually discussed this with his children directly remains unanswered. Staff told me that they are aware that he is talking about that and staff brought it up to them. Apparently, he has a long history of being a secret informant for who and for how long is unknown. He was seen in his room. He is pleasant. He is well-groomed. I brought up the issue of returning to Washington State. He stated yes that he feels like he can take care of himself and get around. He does not have a vehicle, what he is going to do for money, he did not have a good answer for. When I asked if he has talked with his children directly about it, he has not.
DIAGNOSES: Depression with denied suicide attempt approximately three to four months ago, left femoral neck fracture post ORIF on 04/22/2022, HTN, HLD, GERD and insomnia.

MEDICATIONS: Lipitor 40 mg h.s., Toprol 25 mg q.d., Protonix 40 mg q.d., Zoloft 50 mg h.s., and trazodone 150 mg h.s.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed and alert when seen in room.
VITAL SIGNS: Blood pressure 119/80, pulse 73, temperature 97.9, respirations 18, O2 sat 98% and weight 155.4 pounds.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. Symmetric excursion. No cough.

CARDIAC: Regular rate and rhythm without MRG.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: He ambulates independently. No LEE. All limbs have a good range of motion.

NEURO: Makes eye contact. Speech is clear. Voices his needs. Orientation is x3. He minimizes the suicide attempt by just not even talking about it. Insight into what it is going to take for him to live independently is poor.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Desire to return to home state. I encouraged him to talk to his children as they are his POAs and start from there. I had not spoken with either one of them about it and we will contact them over the next couple of weeks.
2. Depression. Continue on current medication and he does have psych nurse from Select Home Health visiting. On the Select book in the room, they were last here to see him from a nursing perspective on 07/08/2022.
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