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CARDIOLOGY PROGRESS NOTE



Hr.

PRESENT HISTORY:  The patient is seen because of severe hypertension, coronary artery disease with bypass, history of diabetes, and history of MI.  The patient was started on a drip. He has a history of peripheral vascular disease and history of peritonitis.

NEW COMPLAINTS:
PAST MEDICAL HISTORY:  History of hypertension, coronary artery disease with CABG, history of diabetes mellitus, and peripheral vascular disease.  ALLERGIES:  None.  SURGERIES:  Coronary artery bypass graft.  MEDICATIONS: See list below.
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ANY CHANGES

GENERAL:  Stable. The patient is awake and responsive.

HEAD:  Normal.

EYES:  Pupils are round, symmetrical, and reacting to light and accommodation.

NECK: JVP not elevated. Carotids well felt, both sides. No bruits. Trachea is central.

LUNGS:  No rales.

HEART:  Normal hearts sounds.  No murmur.

ABDOMEN:  Obese.  Soft.  Nontender.  Bowel sounds normal.

EXTREMITIES:  No leg edema.

NEURO:  Motor and sensory normal.

IMAGING STUDIES:  X-ray was unremarkable. EKG shows sinus rhythm.  Nonspecific ST-T changes.

DX:
1. Hypertension, severe.

2. Coronary artery disease with CABG.

3. History of MI.

4. Diabetes mellitus.

5. Diverticulitis.

P:
1. Metoprolol 100 mg p.o. b.i.d.

2. Labetalol 300 mg p.o. q.8h.

3. Insulin.

4. Hydralazine 100 mg p.o. q.8h.

5. Enoxaparin 40 mg subcu daily.

6. Clonidine 0 1 mg p.o. q.8h.

7. Discontinue Nitropaste.

8. Bronchodilators.

9. Diet as tolerated.

10. Discontinue TPN.
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