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Case Study: Diabetic ketoacidosis  
PATIENT INFORMATION: 45 year old Hispanic male  
HISTORY OF PRESENT ILLNESS: This is a 45 year old Hispanic male who states he had no diagnosed medical history. He went to the emergency room on 3/1/21 due to nausea vomiting and severe weakness. During the ER visit the labs resulted in DKA. Patient states he has no medical history prior to that and has not seen a PCP in over 3 years. Patient was admitted to the hospital where DKA protocol was followed, fluids were given, electrolytes were replaced and sugars were normalized. Anion gap was closed and he then placed on a subcutaneous insulin ACHS and was eventually discharged. Patient states ever since he has gotten discharged patient checks blood sugars ACHS and gives himself insulin injection as per hospitalists order, patient also states he needs referral to endocrinology. Initial labs of patient upon admission of hospital were as following, WBC 12.2, HCT 47.3, HGB 13.5, Na 141, K+3.5, BUN 22, Creat 0.5, glucose 755, anion gap 20, Chloride 10, A1C 20.
ALLERIES: No known drug or food allergies
PAST MEDICAL HISTORY: no other medical history newly diagnosed DM 2
SURGICAL HISTORY: Patient denies any surgical history
FAMILY HISTORY: Family history is non-contributory
SOCIAL HISTORY: 45 year old male denies   alcohol consumptiondenies smoking denies illicit drug use. Patient states he is unemployed due to pandemic, he is married with 3 children and is sexually active with spouse.

 
REVIEW OF SYSTEMS:
Constitutional: (-) for fever, weakness, n/v. 
Skin: No rash, itching, pruritis, nail, or hair changes
Head: Denies any headaches, dizziness, lightheadedness, or vertigo
Eyes: Patient denies blurred vision, double vision, or tearing. 
Ears: Patient denies bilateral pain in ears, denies hearing loss, or ringing in the ears
Nose/Sinuses: No sinus tenderness, patent
Mouth/Throat: Denies any sore throat, hoarseness, or dysphagia. Tongue pink, good dentition, no gingival hyperplasia
Cardiovascular: Denies any chest pain
Respiratory: No respiratory distress, denies SOB
Gastrointestinal: denies n/v and denies weight loss
Neurological: He denies any seizures, fainting, no slurred speech
Hematological: Pt denies any hematemesis 
Psychiatric: Patient denies anxiety and depression. Mood and affect are appropriate
Musculoskeletal: Denies any body weakness and pain; no change in energy level
Endocrine: Negative for thirst, cold or heat intolerance. No dysuria, nocturia, or frequency of micturition.
Allergies: occasional seasonal allergies. 
PHYSICAL EXAMINATION
General: Patient is awake, alert, and oriented x4. 
Vital signs: BP:104/71 mmHg laying down; T: 98.7 degrees Fahrenheit; RR: 18 breaths/min; HR: 88 beats/min
Skin: Skin feels warm to touch. Normal in appearance and texture. Nails pink without clubbing
Head: Normocephalic, no lesions, no mass, no tenderness, even hair distribution. 
Eyes: Pupils are equally round, reactive to light and accommodation, Conjunctiva pink, sclera white/clear. Red reflex present bilaterally, normal vessels without hemorrhage on fundoscopic examination.
Ears: Outer ear without lesions, skin intact, same color as face, tympanic canals normal, eardrum flat, translucent and pearly gray in color.
Nose/sinuses: Midline nasal septum, nostrils patent bilaterally, no nasal discharge, no tenderness over frontal and maxillary sinuses.
Mouth/throat: Pharyngeal walls are pink; tonsils are +2 in size. Tongue & lips normal in color, moist, no lesions, no periodontal disease noted, no submandibular, or supraclavicular lymphadenopathy, trachea in midline.
Neck: Neck is Supple, no JVD, carotid artery upstroke is normal bilaterally without bruits.
Heart: S1 and S2 normal, no murmurs, no gallops, or rubs, no abnormal pulsation.
Thorax and back: Symmetrical lung expansion, spine no deformity or tenderness. 
Lungs: Tachypneic. Symmetric expansion on inspection, respiratory effort even and unlabored without use of accessory muscles, on palpation tactile fremitus equal bilaterally, normal resonant on percussion, clear breath sounds, no wheezes, crackles, rhonchi or rhales noted.
Abdomen: Abdomen is non- distended, soft, no tenderness on palpation, no hepatojugular reflux, normoactive bowel sounds in all four quadrants.
Extremities: Moves all, no discoloration, or cyanosis, no clubbing or edema, good pulses with regular rhythm.
Neurological: Patient is alert and oriented to questioning, cranial nerves II -XII intact, motor, strength, and sensory examination of the upper and lower extremities is normal, symmetrical and normal reflexes bilaterally in both extremities, gait normal. Everyday speech and memory; motor coordination intact.
ASSESSMENT
Primary Diagnosis: type 2 diabetes is one of the chronic diseases characterized by high sugar levels in the blood. It is also referred to as adult-onset diabetes since it is used to start late middle adulthood. However, more children and teens are developing type 2 diabetes. This disease is much expected than type one, and it is a unique disease. Type 2 diabetes shares with type 1 diabetes the complications of high blood sugar and high blood sugar levels. During digestion, food is broken down into various essential components. Carbohydrates are broken down to glucose, one of the critical source of energy for body processes. Insulin produced by the pancreas takes up glucose. Thus when the blood sugar level rises, there is a higher production of insulin. This disease occurs when the human body resists the average effect of insulin, resulting in glucose build-up. The build-up forces the body to make extra insulin for the maintenance of average blood level. The production of insulin becomes excess making the glucose level rise
Pathophysiology
DM2 is characterized by a combination of inadequate insulin secretion and insulin resistance. Such resistance is attributed to the elevated levels of proinflammatory cytokines in plasma and fatty acids leading to the decreased glucose transport. Insulin resistance also results in increased fat breakdown and glucose production. Type 2 diabetes is a paracrinopathy of the reciprocal of insulin-secreting beta cells The glucagon-secreting alpha cell is lost, resulting in hyperglucagonemia.DM2 Mellitus occurs when inadequate insulin secretion and insulin resistance exist. The prolonged existence of type 2 diabetes results in the formation of atrophy of the pancreas.
DIFFERENTIAL DIAGNOSIS
Diagnosis I
Several symptoms of type 2 diabetes include weight loss, fatigue, polydipsia, blurred vision, and polyuria. Other symptoms include slow-healing wounds and balanitis. Diagnosis of diabetes mellitus includes hemoglobin or glycosylated greater than or equal to 6.5%.EPG level of 126 mg/dl.Random plasma glucose of 200mg/dl. A correct determination of whether a patient has type 2 or type 1 diabetes is crucial since a patient with type 1 requires continuous exogenous insulin. Type two diabetes involves a lifestyle of various medications and measures with insulin only introduced to fragile patients. Patients with type 2 diabetes mellitus can be differentiated from type 1 through physical examination, laboratory tests, and patient history. Patients with this diabetes have been controlled with oral antidiabetic and diet agent for more extended periods than the ones with type 2.when handling a patient with a history of diabetes, differentiating the types of diabetes usually is difficult.
Diagnosis II
Metabolic syndrome involves the risk factor linked to insulin resistance. Such syndrome occurs in individuals with diabetes, prediabetes, and standard glucose tolerance. Metabolic syndrome is diagnosed when abdominal obesity, elevated triglyceride level, and blood pressure exist. Other conditions for Diagnosis are fasting glucose value of 100 mg/dl or higher and a low level of HDL cholesterol.
Diagnosis III
Hyperthyroidism results from the overproduction of thyroxine. Some indications of hyperthyroidism are fatigue and weight loss. Primary symptoms are insomnia, anxiety, hand tremors, and excessive sweating. During Diagnosis, the presence of autoantibodies indicates no hyperthyroid, while thyroid function tests confirm the Diagnosis.
PLAN
Diagnostics
The hemoglobin A1c test measures the amount of glucose attached to the hemoglobin. The test shows the average amount of glucose attached to the hemoglobin over the past 90 days.HbA1c is done on an average of three months since red blood cells survive for that duration. Everyone needs to undertake this test since it is utilized to check prediabetes or diabetes.
Medical Treatment
Accu checks are a medical device used for determining the indefinite concentration of glucose in the blood. Also, it can be a strip of glucose into a substance measured in the glucose chart. It is the primary element of home blood glucose monitoring by patients with type 2 diabetes.
	NOVOLOG (insulin aspart injection) is a rapid-acting insulin analog used in lowering blood glucose. It is homologous consisting of regular human insulin with a rare exception of the substitution of amino acid proline by aspart acid in position B28 produced by baker's yeast.
Insulin glargine is a synthetic form of insulin produced by the body. Insulin works by lowering the glucose level in the blood. Lantus is prolonged acting insulin that works after several hours of injection and mostly works over a day. The injection is used to improve the glucose level in children and adults with diabetes mellitus. Lantus is for use in children at least six years of age with type 1 diabetes and adults with type 2 and types 1 diabetes.
MANAGEMENT
FOLLOW UP CARE/REFERRAL: Advised that patient will continue to check blood sugars ACHS and inject insulin as prescribed. Advised patient to inject long acting insulin every night. STAT Referral to endocrinologist sent out.
EDUCATION: Patient educated on DM 2, carb controlled diet, exercise regimen, re-educated on normal blood glucose values, re-educated on accu check. Educated patient on importance of following carb controlled diet and exercise. Educated on signs and symptoms of heart attack and stroke and when to call 911. Re-educated on current medications patient is taking, and side effects. 
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