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Case Study-Endocrine System  
 

HISTORY AND PHYSICAL 

Date of Admission: June 15, 2003 
 
This 73 year-old morbidly obese female is admitted with chief complaints of increasingly 
more difficult blood sugars to control.  They apparently started escalating and now they 
have come to the point where they are into the 400 range.  She is subsequently brought 
to the Emergency Room where it is felt that admission is probably worthwhile.  She is 
known to have the following past medical history: chronic systolic congestive heart 
failure, she has a history of CVA with right-sided hemiparesis, she is currently a Type I 
diabetic.  She is hypertensive, chronic atrial fibrillation, hyperuricemia with inflammatory 
arthropathy, osteoarthritis, osteoporosis of lumbar spine, renal insufficiency, 
hyperlipidemia, seasonal allergies. 
 
Medications Currently 
 

1. Coumadin 5 mg. daily 
2. Lanoxin 0.25 mg. Daily 
3. Lasix 80 mg two tabs b.i.d. 
4. Zestril 10 mg daily 
5. Spironolactone 25 mg daily 
6. Humulin R 15 units in the a.m. 
7. Humulin N 17 units b.i.d. 
8. Allopurinol 100 mg daily 
9. Allegra 60 mg b.i.d. p.r.n. 
10. Tricor 160 mg daily 

 
Review of Systems 
 
From old chart of December 2002 the patient is a smoker.  She has had two episodes of 
pneumonia.  No history of tuberculosis.  There is a long-standing history of atrial 
fibrillation with left hemispherical CVA and right-sided hemiplegia with expressive 
aphasia.  She has a history of nonfunctional right kidney, multiple left renal cysts, renal 
insufficiency.  She has seen Dr. Jackson, nephrologist.  She has had a cholecystectomy.  
No history of peptic ulcer disease, episodic bloody bowel movements, but no 
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colonoscopy.  She is a Gravida I, Para I, male.  She has one living son in Europe.  She 
has had a TAH-BSO.   
 
Physical Examination 
 
Reveals an alert, oriented morbidly obese female who has some varying small amounts 
of broken English.  She has good facial symmetry.  She wears corrective lenses.  Oral 
membranes are dry.  Tongue is midline and protrudes in the midline.  Uvula and hard 
palate are intact.  Posterior pharynx is clear.  The neck is negative by palpation and 
auscultation.  The chest has extra systoles appreciated.  The abdomen is obese, benign.  
The right upper extremity is fairly much flaccid and cannot be moved. The right lower 
extremity can be moved somewhat.  There is a positive Babinski on the right.  She has 
no regional lymphadenopathy.  Peripheral pulses can be palpated at the radial and 
doralis pedis levels.  Breasts are unremarkable. 
 
Analysis: 
 

1. Hyperglycemia 
2. Uncontrolled Type I IDDM 

 
 
PHYSICIAN ORDERS/PROGRESS NOTES 

 
6/15/03  Admit Order 
 
Dx: Hyperglycemia , DM, CHF 

1. Bed rest 
2. 1800 ADA 2 gm Na+ diet 
3. CBC, U/A, ABG 
4. Portable CXR 
5. I/V 1000 cc’s ½ Normal Saline 
6. Insulin 10 units I/V  
7. Sliding Scale insulin 
8. Tricor 100 mgs p.o. daily 
9. Spironolactone 25 mgs t..i.d. 
10. Cozaar 50 mgs b.i.d. 
11. Prevacid 30 mgs p.o. daily 
12. Lasix 40 mgs p.o. daily 
13. Digoxin 
 

6/16/03 
 
Admitted through the ER.  Has been “feeling not that well.”   
History of CHF, CVA, HTN, obesity 
Exam: 

Chest  clear to auscultation (CTA), normal sinus rhythm (NSR) 
Alert and oriented x 3 
Vital signs stable (VSS) 
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Abdomen  obese, benign 
Extremities  LLE weak 
Eyes  glasses 

Dx: Hyperglycemia, CHF 
 
6/17/03 
 
Blood sugars still up  greater than 500.  Not feeling well  No chest, ENT or Abdominal 
symptoms 
VSS stable 
No temperature 
Chest  CTA, NSR 
Abdomen  obese, benign 
 
6/18/03 
 
No new problems; Review of systems (ROS) –negative 
Cardiovascular- (CTA), (NSR) 
Vital signs stable (VSS) 
Urine output  good, normal bowel sounds (BS) 
Blood sugars 192 after adding Insulin 30 units 
Continue present therapy 
 
6/19/03 
No new problems- Blood sugars stable 
Improved with 2 days of 22 units of Humalog for blood sugars of greater than 380 
CTA, NSR 
Abdomen  Negative 
 
6/20/03 
Had episode of acute chest pain yesterday- work up  negative. 
Alert oriented 
Fasting blood sugar (FBS) 127 this morning 
CTA- NSR 
Abd  Negative 
Continue present therapy 
Consult for nursing home placement 
Discharge 
 
DISCHARGE SUMMARY 

 
Date Admitted: 6/15/03 
Date Discharged: 6/20/03 
 
Final Diagnosis: 
Hyperglycemia 
Uncontrolled Type I insulin-dependent diabetes mellitus 
Old left hemispherical cerebrovascular accident with right-sided paralysis 
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Atrial fibrillation 
Chronic hypertension 
Acute renal insufficiency 
Hyperlipidemia 
Gout 
Osteoarthritis 
Osteoporosis 
Seasonal allergies 
 
Procedures: None 
 
Consultations: None 
 
Condition on Discharge: Improved 
Disposition of Case: The patient is being transferred to Pleasant Acres, a skilled 
nursing facility (SNF).  
 
Discharge Medications/Instructions: 
Actos 30 mg daily 
Coumadin 7.5 mg daily 
Cozaar 50 mg b.i.d. 
Sliding scale Humalog 
Lanoxin 0.125 mg daily 
Lasix 40 mg daily 
Prevacid 30 mg daily 
Aldactone 25 mg b.i.d. 
Tricor 162 mg daily 
PRN Nitroglycerin 
 
History of Present Illness:  This 73-year-old morbidly obese female has chief complaints 
of increasingly elevated blood sugars that are just virtually impossible to control at home.  
She apparently started having escalation of her blood sugars and now they are 
persistently staying 400 or more.  She is a disabled female with a history of congestive 
heart failure, cerebrovascular accident with right sided hemiparesis, chronic atrial 
fibrillation, gout, osteoarthritis, osteoporosis and all the other problems listed above is 
felt to be better off being admitted and trying to gain control and then to be dismissed to 
home after we get more successful.   
 
Laboratory:  Multiple blood sugars can be found on the chart for the interested reader.   
 
Hospital Course:  On admission to the hospital, the patient is placed on sliding scale 
insulin.  She is using Humulin regular.  This is dosed accordingly through her 
hospitalization with regards to blood sugars.  We began to try to ambulate the patient 
giving her gait training and so on.  She had one episode of chest pain that did improve 
after we administered nitroglycerin, but as to whether or not it is really the heart is not felt 
to be overly likely.  The patient finally improves to the point where we feel that we can 
transfer her to the skilled nursing facility, Pleasant Acres, which is accomplished with the 
above orders.   
 












































