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S.P. is a 36 yr. old Caucasian female 
Subjective

Chief Complaint

 “For the last month, I have been really tired.  I feel like I go to the bathroom every time I turn around and I am always thirsty.”
History of Present Illness

S.P. presents with complaints of polyuria, polydipsia, and “feeling tired” for the past month.  She states she is fatigue all the time.  She is able to work but so tired she is having a harder time keeping up with her kids. Her tiredness has limited her activities. Fatigue is alleviated by rest and exacerbated by exertion. 
Current Health Issues

Patient has no known allergies and her immunizations are up to date. She plans to get a flu vaccine this visit. Patient does not smoke or chew tobacco, take illegal drugs, or drink ETOH. She is a heterosexual female that is currently not sexually active and hasn’t been for the past four months. Although being seen for treatment of hypertension, she states it has been two years since her last annual physical and pap smear. She has never had a mammogram and does not perform self breast exams. Patient reports she tries to eat healthy but between work and keeping up with her kids, she admits her and her family’s diet consist mostly of fast food and dining out. Patient states she enjoys playing with her children and hanging out with friends. Patient reports a sedentary life style and states her tiredness has affected her life.  

Relevant Past Medical History

Patient states that besides her hypertension she is generally in good health. She was diagnosed with hypertension two years ago.  Patient reports two previous hospitalizations for vaginal deliveries with a history of gestational diabetes in her last pregnancy.  Denies any surgeries, blood transfusions, fractures, psychiatric treatment or childhood illness/injuries. Reports no limitations on her activities of daily living.  

Social History

She is a single mother of two daughters who resides in Galveston County. She works as a customer service representative at a local retail store. Patient states she receives financial and emotional support from her parents who live nearby. The father of her two daughters is active in their life and pays child support. She has never been enrolled in the military and considers her Baptist faith to be a major part of her life and who she is. She regularly attends church and feels her spiritual needs will not be affected by her medical care.
Patient explanatory Model

“I think I may have diabetes like my mom”

Family History

Father –alive with history of HTN, controlled with medication 

Mother- alive with DM and HTN, controlled with medication
Brother- alive with DM, non-compliant
Children- alive and well

Review of Systems

General:  Overall healthy

Head/Eyes: Denies any changed in vision, diplopia, eye pain or headache

ENT: Denies any pain, sore throat, rhinorrhea or vertigo, or loss of balance
Cardiovascular: Denies chest pain, pressure or palpitations

Respiratory: Denies cough, shortness of breath or dyspnea
Gastrointestinal: Denies nausea, vomiting, diarrhea, constipation, heartburn or abdominal pain

Genitourinary: Denies dysuria
Female: LMP was 8/2/13, G2T2P0A0L2, denies dysmenorrheal, IUD placed 2 years ago for birth control
Musculoskeletal:  Denies back pain or any recent trauma; Denies muscle weakness, tingling, numbness or pain in any other joints
Neurological:  Denies any changes in sight, smell, hearing or taste
Integumentary: Denies any lacerations, pruritus, rashes, wounds, lesion or excessive dryness

Psychiatric: No history of depression, anxiety or difficulty concentrating

Endocrine:  (+)polyuria & polydipsia; denies cold/heat intolerance
Hematologic: Denies anemia, easy bruising or bleeding

Allergic/Immunologic: Denies any allergies or allergic responses

Objective
  BP: 122/73      T: 97.9 F      P: 82      R: 19      O2 Sat: 100% on RA      Ht: 5’3’’ Wt: 192lbs 
General: Alert and oriented x3, no acute distress, obese, well-groomed appearance.
HEENT: NC/AT, PERRLA, MMM, trachea midline; neck supple, external ears appeared normal, oropharynx clear with no lesions or erythema; No palpable/enlarged lymph nodes

Cardiac: RRR, Normal S1/S2, no murmur noted
Pulmonary: CTAB, symmetrical chest expansion
Extremities:  All joints are symmetrical and non-tender; no erythema, clubbing, cyanosis or edema. +2 peripheral pulses
Skin: No rashes, good turgor, membranes pink and moist
Neurological: Cranial nerves II-XII grossly intact, normal sensation throughout, normal cerebellar function. DTR 2+ symmetrical.
        
Diagnostic/lab Data:

HgbA1c - 9.1, fasting glucose – 142. 
Assessment 

Medical Diagnosis:

Diabetes Mellitus Type 2 

Abnormal glucose levels in your blood may be a sign of diabetes.  For some blood glucose tests, you have to fast before your blood is drawn. Other blood glucose tests are done after a meal or at any time with no preparation.  Two or more fasting plasma glucoses > 126mg/dL with symptoms can indicate diabetes. (American Diabetic Association, 2013). An HgbA1C of greater than 6.5% is a specific diagnosis for diabetes (McCulloch, 2012). Diabetes mellitus, especially type II, often presents with fatigue along with polydipsia, polyphagia and polyuria (Dains, Baumann, & Scheibel, 2012).  Patient is experiencing fatigue, polyuria, and polydipsia. According to Hollier & Hensley (2011), risk factors for Diabetes Mellitus Type 2 include: obesity, history of gestational diabetes, and family history of diabetes.  This patient has all of the risk factors. 
Differential Diagnosis: 

1. Anemia

The fatigue associated with anemia is secondary to the body’s compensation to increase oxygen in blood that is oxygen deprived because of abnormal size or quantity of RBCs. A CBC will provide information about the degree and cause of anemia. Hematocrit and hemoglobin levels reflect the degree of anemia. Total Iron-Binding Capacity (TIBC) may be increased in iron deficiency anemia because although the capacity to bind with iron is high, hemoglobin is decreased in both mean corpuscular volume (MCV) and mean corpuscular hemoglobin concentration (MCHC) are decreased (Dains et.al, 2012).

2. Hyperthyroidism

Presenting symptoms are varied and depend on the cause and the multiple organ systems affected. Most patients with hyperthyroidism will complain of some combination of anxiety, nervousness, diaphoresis, fatigue, heat intolerance, palpitations, weight loss and insomnia. Eye complaints include blurred vision, photophobia and double vision. Cardiovascular manifestations include tachycardia (resting heart rate > 90 beats a minute), irregular pulse, systolic murmurs and widening of the pulse pressure (Dunphy, Porter, Thomas & Winland-Brown, 2011).
3. Hypothyroidism

Hypothyroidism’s early classic symptoms include fatigue, dry skin, slight weight gain, cold intolerance, constipation, myalgia, muscle cramps, headaches and weakness (Dunphy, Porter, Thomas & Winland-Brown, 2011).

Plan

Plan:
Therapeutics: 2000 calorie ADA diet recommendation, exercise at least 30 minutes per day and routine finger stick glucose monitoring
Pharmacotherapeutics: Metformin 500 mg BID, dispense 120 pills with no refills. Initiate metformin at diagnosis unless contraindicated.  Metformin decreases the production of glucose in the liver; decrease the absorption of glucose in the intestine, and improve insulin sensitivity by increasing peripheral glucose uptake and utilization (Hollier & Hensley, 2011).
Diagnostic Tests: CMP, UA, thyroid with TSH, microalbuminuria, lipid panel and serum creatinine to be performed today. Also, an EKG is to be performed today. A comprehensive metabolic panel (CMP) is used to determine how the kidneys and liver is functioning.  It helps diagnosis conditions such as diabetes (Dains et.al, 2012).  Urine analysis (UA) will show if there is glucosuria and proteinuria (American, 2013).  Thyroid stimulating hormone (TSH) – Thyroid disease is commonly found in most types of diabetes (McCulloch, 2012). Additional laboratory test that are appropriate to the evaluation of the patient’s general medical condition should be performed. They include fasting lipid profile, urinalysis, microalbuminuria, thyroid function tests and serum creatinine if protein is present.  A 12-lead EKG should also be included in the diagnostic for adults at onset of diagnosis (Dunphy, Porter, Thomas & Winland-Brown, 2011). 
Education: Diabetic education including glucose monitoring, diet, exercise, foot care, eye care & medication. Diabetic diet and exercise recommendation handouts and resource websites provided.
Consults and/or Referrals: Ophthalmologist for dilated eye and visual exam

Follow-up: Return to clinic in two months for repeat HgA1c and well women exam. 
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