CC: CP (chest pain)

HPI: Mr. X is a 73 y/o WM (white male) with a sig. PMHx (significant past medical history) for USA (unstable angina), CAD (coronary artery disease), and AWMI (anterior wall myocardial infarction), who was in his USOH (usual state of health), until last Friday evening when he began experiencing SSCP (substernal chest pain), 9/10, radiating to his left arm, relieve by SLNTG (sublingual nitroglycerin), exacerbated by strenuous activity, lasting for 2-3 minutes.  The pain was relieved and abated after 3 SLNTG and the patient called 911 and was brought into the ED (emergency dept.).  At the time he denied diaphoresis, N/V (nausea/vomiting), and other constitutional symptoms.  In the ED, an EKG was performed that revealed new ST elevations in his lateral leads.  He was admitted to the hospital for medical management and ROMI (rule out myocardial infarction).  He has several cardiac risk factors including elevated lipids, 20 pack year smoking history, HTN (hypertension), DM (diabetes mellitus) but denies any significant FH (family history).  

PMHx: As above and h/o (history of) OA (osteoarthritis)

PSHx: Appendectomy in 1976

MEDS: EcASA (enteric coated aspirin), toprol, vasotec, lipitor, and SLNTG prn (as needed), regular and NPH (neutral protamine Hagedorn) insulin

ALLEG: NKDA (no known drug allergies)

FH: N/C (non-contributory)

SH: Married with 2 kids, lives with wife of 45 years, former steel worker, retired, smoking hx as above, no h/o IVDA (iv drug abuse), denies etoh use.

ROS: N/C (non-contributory)

PE: 

Gen: WDWN (well developed well nourished) WM (white male) sitting comfortably in NAD (no apparent distress), appears to be stated age.

VS: 37, 120/80, 62, 20

HEENT: NCAT (normal cephalic, atraumatic), PERRLA (pupils equally round and reactive to light and accommodation), EOMI, (extraocular movements intact), TMs (tympanic membranes) not visualized, neck supple without bruits, masses or adenopathy.

PUL: Lungs CTAP (clear to ausculation and percussion)

CAR: RRR, (regular rate and rhythm, Nl (normal) S1 and S2, +S4, slight (2/6) SEM (systolic ejection murmur, or crescendo/decrescendo murmur) best heard at the RUSB (right upper sternal border) at the 2nd ICS (intercostal space), No elevated JVP (jugular venous pressure), equal symmetrical pulses in carotids, radials and DPs (dorsalis pedis). 

ABD: soft, NT/ND (non-tender/non-distended), +BS (bowel sounds), -HSM (hepatosplenomegaly), no guarding or rebound tenderness or masses palpated.

EXT: no c/c/e (clubbing/cyanosis/edema)

NEURO: A and O (alert and oriented) x3, CN (cranial nerves) 2-12 intact, motor 5/5 throughout, coordination WNL (within normal limits), sensory grossly intact, DTRs (deep tendon reflexes) 2+ bilat., toes down.

GU: Deferred

Rectal: good tone, no enlarged prostate, stool heme-

DATA: Panel 7: WNL, CBC (complete blood count) WNL, CXR NAD (Chest xray no active disease), EKG WNL.

A/P (Assessment and Plan): 73 y/o WM w/ sig. H/o CAD, USA and previous AWMI, now presents with angina and admitted for ROMI.  (Here’s where you wax poetic which I won’t do)

PLAN:

1) Cardiac: A) ROMI w/ serial EKGs and enzymes


       B) Continue with cardiac meds


       C) Telem (telemetry) monitoring


       D) SLNTG for CP if recurs

2) DM: A) continue with FS and SSI (finger sticks and sliding scale insulin)


 B) resume outpt. (outpatient) regimen upon d/c (discharge)

3) General: A) No indication for GI prophylaxsis with H2 blockers.


       B) No indication for DVT (deep venous thrombosis) prophylaxsis.
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