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SOAP Note: Type 2 Diabetes Mellitus

Name:
Institution:
Course:
Instructor:
Date:


Subjective:
Pt. Initials: MM	Age: 45 years	Gender: Male	Race: African American
Chief Complaints; “I have been experiencing increased of increased thirst, frequent urination, and blurred vision for the past week.”
[bookmark: _Hlk131463573][bookmark: _Hlk131470928]History of Present Illness: MM, a 45-year-old African male, reported to the clinic with complaints of increased thirst, frequent urination, and blurred vision for the past week. The patient reports that the symptoms came on and off over the past month but deteriorated over the past week to unbearable levels. He characterizes his thirst and urination as unquenchable and intense, respectively, noting that even though his thirst is unexplainable, he associates frequent urination with the need for frequent drinking. While noting that these symptoms are accompanied by fatigue, he states that his eyes started feeling blurred this week, with today being the worst day since he is seeing everything in a blur.  He denies knowledge of or use of any relieving or exacerbating factors. The symptoms were initially more severe at night, but nowadays, he notes they are persistent both during the day and night and have become bothersome to his day-to-day activities. 
PMH: The patient reports that he was diagnosed with diabetes 18 months ago but managed to overcome it through medication, physical exercise, and diet up until January of this year, when he declared himself healed and abandoned the medications. He has no other significant medical history. 
PSH: denies history of past surgical history 
Allergies: He has no known allergies to medications or any other substance.
Current Medications: She states cannot recall the name of her prescriptions
Immunization Status: Moderna Covid Vaccine 2020.  
FMH: He is the firstborn in a family of two. Both parents are alive. The father suffers from depression, and the mother is diabetic, obese, and has hypertension. Her younger is healthy. 
Social History: He works as a driver for a local company. He reports he drinks a beer daily and coffee in the morning but denies smoking or abusing recreational drugs. 
Review of Systems: 
General: Complaints of fatigue or weaknesses. Denies pain, chills, sweating, and fever.
Skin: No visible skin lesions, rashes, or itchiness.
HEENT: Head: Complaints of headaches, blurred vision, and lightheadedness. Denies pruritus or changes in hearing or use of hearing aids. Denies sinuses, nasal congestion, obstruction, drainage, or epistaxis. Denies mouth ulcers, hoarseness, bleeding gums, or sore throat.
Respiratory: Denies wheezing, coughing, shortness of breath, or dyspnea.
Cardiovascular: Denies chest pain, palpitations, edema on lower extremities, and tachypnea.
Gastrointestinal: Denies abdomen pain, nausea, vomiting, diarrhea, hematemesis, or change in appetite.
Genitourinary: Complaints of polyuria and polydipsia. Denies urinary incontinence, urgency, impotence, or hx of STIs/STDs.  
Musculoskeletal: Denies muscle or joint pain, swelling, deformity, muscle weakness, or loss of range of motion.
Neurologic: Denies ataxia, seizures, loss of memory, numbness, or tingling in the upper and lower extremities.   
Objective:
Physical Exam:
Vital Signs: Temp: 97.90 F, Ht.- 147cm, Wt.- 99.8kg, BMI- 33 kg/m2, BP: 128/83, HR-72, RR-18 O2- 96%, pain – 0/10.
General: Well-groomed and well-nourished. Appears his age. Seems tired and in distress. 
Skin: Warm, dry, and intact. No ecchymoses, petechiae, rashes, or lesions were noted.  
HEENT:  Head; Normocephalic, coarse hair in texture, no hair thinning noted. No scalp lesions or flaking skin. Eyes; PEPRLA. EOMI. Positive photophobia. Pink conjunctiva, equal pupils, clear sclera. Ears; Translucent tympanic membrane with positive cone.
light on both ears. No drainage or tenderness was noted. Nose; Clear nares, symmetric with no discharge. Throat; Pink oral mucosa, intact detention with no exudate. No bleeding gums.
Neck: No thyromegaly. Non-tender and freely movable bilateral posterior. Trachea at the midline. No supraclavicular lymphadenopathy.
PULM: Normal chest excursion, anteroposterior (AP) diameter, and breath sounds to auscultation. 
CVD: S1 and S2 are present, and RRR—no murmur or rubs—warm, dry, and well-perfused extremities. PMI at 5th intercostal space.
Abdomen: Soft, round, non-tender, and Normal bowel sounds. 
Extremities: ROM WNL. No edema, cyanosis, or clubbing on all extremities. 
Neurological: Oriented X4 to time and place.
Diagnostic /Laboratory Tests:
Diagnosis/Assessment
[bookmark: _Hlk131471144]The diagnosis of diabetes involves screening and performing varying tests. The screening process is recommended to identify individuals with additional risk factors, including certain races such as African Americans and Hispanics, obese or overweight individuals (BMI above 25kg/m2), first-degree relative with T2DM, history of CVD diseases or hypertension, physical inactivity and low HDL-cholesterol or hypertriglyceridemia (Goyal et al., 2021). The diagnosis process follows the plasma glucose concentration (fasting or 2-hour plasma glucose) or the hemoglobin A1C criteria. In measuring Fasting Plasma Glucose (FPG), a blood sample should be taken after an 8-hour overnight fast, and if the FPG level is above 126 mg/dL (7.0 mm/L), it is consistent with the diagnosis. In addition, a two-hour Oral Glucose Tolerance Test (OGTT) should be conducted two hours before and after ingestion of 75 gm of glucose, and if the plasma glucose (PG) is more than 200 mg/dL (11.1 mmol/L), one is diagnosed with T2DM (Goyal et al., 2021). Following the glycated hemoglobin (Hb) A1C criteria, if the patient presents HbA1C levels greater than 6.5% (48 mmol/mol) with a test giving average blood glucose over the last two to three months, the patient is diagnosed with T2DM. 

Assessment:
· [bookmark: _Hlk130799724]E11. 9 Type 2 Diabetes Mellitus (T2DM)
· E10. 9 Type 1 Diabetes
· E13 Diabetic Hyperosmolar Hyperglycemic State
	Differential Diagnoses
	Pathophysiology
	Pertinent Positives
	Pertinent Negatives

	[bookmark: _Hlk131465719]Type 2 diabetes mellitus (T2DM)
	Occurs due to reduced insulin or insulin resistance due to the dysfunction of beta-cells failure of insulin-sensitive tissues to respond to insulin (Galicia-Garcia et al., 2020). A compensatory increase in insulin secretion assists in the maintenance of glucose levels. Due to disease progression, changes in beta cells and secretion of insulin lead to hyperglycemia due to the inability to maintain glucose homeostasis. In obese individuals, adipose tissue promotes insulin resistance through inflammatory mechanisms such as increased FFA release and dysregulation of adipokine (Goyal et al., 2021). 
	Increased thirst, increased urination, lack of energy, blurred vision, and fatigue.
	Numbness or tingling in their hands or feet. 

	Type 1 Diabetes (TID)
	Occurs due to autoimmune destruction of the beta cells in the pancreatic islets over the years, leading to insulin deficiency. The exact cause of TID is unknown but strongly associated with genetic predisposition with lack of specific HLA alleles among other genes leading to heritability (Lucier et al., 2021). TID more pronounced in adult onset or youth-onset. The existence of circulating pancreatic autoantibodies exposes one at the risk of developing TID. These antibodies include “islet cell cytoplasmic antibodies (ICA), antibodies to insulin (IAA), glutamic acid decarboxylase isoform 65 (GAD65)” (Lucier et al., 2021). Risk factors linked to TID include dietary factors and infection from viruses such as Coxsackie, enteroviruses, and cytomegalovirus. 
	Polydipsia, polyuria, blurred vision, unintentional weight loss, fatigue, and weakness
	Polyphagia and nocturnal enuresis.

	[bookmark: _Hlk131471866]Diabetic hyperosmolar hyperglycemic state (HSS)
	It is marked by insulin deficiency leading to a reduction in glucose utilization by peripheral tissues causing hyperglycemia. As the tissues enter starvation, counterregulatory hormones, including glucagon, cortisol, and catecholamines, are released, stimulating gluconeogenesis and glycogenolysis (Adeyinka & Kondamudi, 2022). A vicious cycle occurs, leading to increased serum glucose levels and decreasing peripheral tissue uptake for the metabolism of tissues. Hyperglycemia increases serum osmolality to a certain extent leading to the development of HHS state. In HHS, the generation of ketone bodies is minimal, and insulin inhibits ketogenesis due to a high level of insulin linked to a low glucagon level (Adeyinka & Kondamudi, 2022). 
	Ill-appearing, headache, disturbance in visual acuity, and dizziness.  
	Altered mental status, decreased urine output and 


Differential Diagnosis Diagnostic Reasoning Exercise: 
Type 2 Diabetes Mellitus; The client was diagnosed with T2DM since he presents typical clinical manifestations for the condition and was diagnosed with T2DM 18 months ago. MM is an African American and obese individual with complaints of increased thirst, frequent urination, and blurred vision. The patient other risk factors include sedentary life, age, race, and family history of diabetes (Galicia-Garcia et al., 2020). However, there is a need to conduct laboratory tests such as fasting or 2-hour plasma glucose) or the hemoglobin A1C criteria to diagnose the condition appropriately. 
Type 1 Diabetes: The patient could also be diagnosed with TID characterized by blurred vision, polydipsia, polyphagia, nocturnal enuresis, polyuria, unintentional weight loss, fatigue, and weakness. However, the onset of TID symptoms is more variable in youths, and it is distinguished from T2DM by antibody testing of GAD65 (Lucier et al., 2021). A random C-peptide should conduct parallel to current serum glucose, and a low (<200 pmol/L) or undetectable c-peptide level confirms the diagnosis of TID. 
Diabetic hyperosmolar hyperglycemic state (HSS); MM could also be diagnosed with HSS upon exhibiting polyuria and polydipsia. However, it is crucial to monitor hyperglycemia and hyperosmolarity levels among other diagnostic workups, such as serum glucose level between 600 to 1200 mg/dl, which is associated with higher serum osmolarity (320 - 400mOsm/kg) and greater dehydration and subsequent cause of altered unconsciousness and coma (Adeyinka & Kondamudi, 2022). 
Plan:
Medications: The treatment goal of pharmacotherapy intervention, including antihyperglycemic agents with lifestyle modification, is to achieve an HbA1c target of <6.5%. The patient will be prescribed Metformin 500mg PO daily in the evening as the first-line oral therapy due to its tolerability, low risk of contraindication, and lifestyle modification (LSM) (Quattrocchi et al., 2019). Suppose the patient does not respond to metformin due to side effects. In that case, the patient may be prescribed other monotherapy options, including dipeptidyl peptidase-4 inhibitor (DPP-4i), sodium-glucose cotransporter-2 inhibitor (SGLT2i), thiazolidinedione (TZD), and glucagon-like peptide 1 receptor agonists (GLP-1 RAs) (Cappon et al., 2019).
Life Modifications: The ADA and American Association of Clinical Endocrinologists/American College of Endocrinology recommends a patient-centered approach to managing T2DM involving the management of hyperglycemia and cardiovascular risks (Quattrocchi et al., 2019). The cornerstone for T2DM is diet and therapy by advising the client to take a diet low in saturated fat, high fructose corn syrup, high fiber, refined carbohydrates, and monounsaturated fats. The patient should be encouraged to engage in aerobic exercises for approximately 90 to 150 minutes weekly. The patient is also obese; hence weight loss is recommended (Goyal et al., 2021). The patient should be encouraged to enroll smoking cessation program to 
Patient Education; Majority of patients with diabetes do not achieve optimal glycemic control due to medication non-adherence. Medication adherence involves various factors, including age, race, health beliefs, medication cost, and co-pays (Marušić et al., 2018). The patient should be educated on the risks of non-adherence to medication, readmission, economic burden, and risks of adverse drug reactions, and occurrence of comorbid conditions related to diabetes, including heart failure and myocardial infarction. 
[bookmark: _GoBack]Follow-up: The patient should be advised to report to the clinic every four weeks to measure HbA1c levels, FPG levels, blood pressure (BP), triglycerides, and cholesterol to determine the improvement in the patient’s conditions characterized by reduction glycosylated hemoglobin levels (Contreras-Vergara et al., 2022). The follow-up plan will assist in medication adherence levels to achieve optimal outcomes. The follow plan should last for more than a year. 


References
Adeyinka, A., & Kondamudi, N. P. (2022). Hyperosmolar Hyperglycemic Syndrome. National Library of Medicine. https://www.ncbi.nlm.nih.gov/books/NBK482142/ 
Cappon, G., Vettoretti, M., Sparacino, G., Facchinetti, A., Kim, M. K., Ko, S. H., ... & Committee of Clinical Practice Guidelines, Korean Diabetes Association. (2019). 2019 Clinical practice guidelines for type 2 diabetes mellitus in Korea. Diabetes & metabolism journal, 43(4), 398-406. https://doi.org/10.4093%2Fdmj.2019.0137 
Contreras-Vergara, A., Sifuentes-Franco, S., Haack, S., Graciano-Machuca, O., Rodriguez-Carrizalez, A. D., López-Contreras, A. K., ... & Huerta-Olvera, S. G. (2022). Impact of pharmaceutical education on medication adherence and its clinical efficacy in patients with type 2 diabetes and systemic arterial hypertension. Patient preference and adherence, 1999-2007. https://doi.org/10.2147%2FPPA.S370323 
Galicia-Garcia, U., Benito-Vicente, A., Jebari, S., Larrea-Sebal, A., Siddiqi, H., Uribe, K. B., ... & Martín, C. (2020). Pathophysiology of type 2 diabetes mellitus. International journal of molecular sciences, 21(17), 6275. https://doi.org/10.3390%2Fijms21176275 
[bookmark: _Hlk131468566]Goyal, R., Jialal, I., & Castano, M. (2021). Diabetes Mellitus Type 2 (Nursing). In StatPearls [Internet]. StatPearls Publishing. https://www.ncbi.nlm.nih.gov/books/NBK513253/ 
Lucier, J., Weinstock, R. S., & Doerr, C. (2021). Diabetes Mellitus Type 1 (Nursing). In StatPearls [Internet]. StatPearls Publishing. https://www.ncbi.nlm.nih.gov/books/NBK507713/ 
Marušić, S., Meliš, P., Lucijanić, M., Grgurević, I., Turčić, P., Obreli Neto, P. R., & Bilić-Ćurčić, I. (2018). Impact of pharmacotherapeutic education on medication adherence and adverse outcomes in patients with type 2 diabetes mellitus: a prospective, randomized study. Croatian medical journal, 59(6), 290-297. https://doi.org/10.2147%2FPPA.S370323 
[bookmark: _Hlk131473407]Quattrocchi, E., Goldberg, T., & Marzella, N. (2020). Management of type 2 diabetes: consensus of diabetes organizations. Drugs in Context, 9. https://doi.org/10.7573%2Fdic.212607
