
1 
 

 

 

 

 

Endocrine Disorders Case Study 

Rose Macklin, Pharm.D., BCPS 

 
 

 

Montana Geriatric Workforce Enhancement Program 
 
 

A Consortium of 
 University of Montana, Missoula 

MountainPacific Quality Health, Helena 
RiverStone Health, Billings 

St. Vincent Healthcare, Billings 
 
 
 
 
 

MONTANA GERIATRIC EDUCATION CENTER 
 
 
 
 
 

Copyright 2016 
Montana Geriatric Education Center 

 
 

 

 

 

Montana Geriatric Education Center 

http://mtgec.health.umt.edu/


2 
 

Geriatric Case Studies 

The Montana Geriatric Education Center’s goal is to improve health outcomes for older adults 
in rural Montana via increased knowledge of older adult care and treatment of health problems 
by health professionals. 
 
This case study is one in a series that presents a geriatric patient with health concerns.  The 
case studies are written from the perspective of a variety of professionals including nurses, 
pharmacists, social workers and physical therapists.  Each case is designed to provide in depth 
background and information from one of these disciplines.  The interprofessional team 
perspectives have been approached to some degree, but are not comprehensive.  It is the 
expectation that these case studies provide a good basis or starting point to be used in a 
classroom or training situation in which an interprofessional team will come together to 
determine how this patient could be managed.  Local resources and team member should be 
utilized in determining a care plan for the patient.   Focus should be placed on patient 
outcomes with the patient and caregivers as members of care team. 

 
 
Endocrine Case Study Content:   
 
This case study describes an older woman with Type 2 diabetes who had a stroke.  The course 
of the case is from hospital discharge through home health visits. 

 
Learning Objectives: 
 

At the completion of the case study, the learner will be able to: 
 

1. Describe the roles of multiple health care professionals in the care of the person with 
Type 2 Diabetes.  

2. Describe the various aspects of an interdisciplinary approach to the care of the person 
with Type 2 Diabetes in the home health environment.  

3. Given a history and care plan, identify possible issues/problems and possible solutions in 
the care of the person with Type 2 Diabetes in home health care.  

 

 

Please Note:  

A chart of normal test ranges and a glossary are included at the end of the case study. 
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Introduction and Hospital Record 
 

B. J. is a patient who was hospitalized for a stroke and is then sent home on home health 

services.  The home health team has made their initial assessments and visits to the patient’s 

home, which is in rural Montana.  Multiple problems exist in several areas: medication 

management, risk for diabetic complications, nutrition, ability to self-care, social concerns, and 

rehabilitation needs.   

History of Present Illness: 

April 2015:  B.J. is a 71-year-old white female who recently suffered a right cerebrovascular 

accident with mild to moderate left hemiparesis and sensory loss.  She was admitted to the 

hospital followed by a 10-day stay at the rehabilitation unit.  By discharge, the patient achieved 

independence with mobility and transfers. Gait is CGA (contact guard assist) using a front-

wheeled walker for up to 100 feet.  The patient is returning home with her husband.   

Past Medical History: 

Previous cerebrovascular disease was documented via MRI in 1/2015 showing three small 
strokes.   
 
In regards to her severe coronary artery disease, the patient underwent cardiac catheterization 
in 8/2013, which showed severe diffuse coronary artery disease, not suitable for 
revascularization.   
 
Patient has poorly controlled long-standing Type 2 diabetes with multiple microvascular and 
macrovascular complications. 

Diagnosis: 

1. Right cerebrovascular accident with mild left hemiparesis 
2. Type 2 diabetes mellitus with peripheral neuropathy, gastroparesis, nephropathy and 

retinopathy 
3. Hypertension 
4. Coronary artery disease 
5. Hyperlipidemia 
6. Stage 3 chronic kidney disease 
7. Status post surgeries: 

 total abdominal hysterectomy, 1992 

 cholecystectomy, 1984 
8. History of poor medication adherence 
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Discharge Medication List: 

Warfarin 5 mg, 1 tablet po once daily 

Aspirin 81 mg, 1 tablet po once daily 

Metformin 500 mg, 2 tablets po twice daily 

Glipizide XL 5 mg, 2 tablets po each morning and 1 tablet each evening prior to meals 

Simvastatin 20 mg, 1 tablet po once daily 

Amlodipine 10 mg, 1 tablet po at bedtime 

Isosorbide 20 mg, 1 tablet po once daily 

Metoprolol XL 25 mg, 1 tablet po once daily 

Furosemide 40 mg, 1 tablet po each morning 

Metoclopramide 10 mg, 1 tablet po 30 minutes prior to meals and at bedtime 

 

Allergies: 

No known drug allergies 

 

Medication History: 

B.J. had been established on lispro (Humalog™) and glargine (Lantus™) insulin in June of 2013 

by her endocrinologist.  However, the patient discontinued her Lantus™ and used only 

Humalog™ on a sporadic basis, preferring to take only “natural medicines” for her diabetes.  

Oral agents were, again, initiated with metformin and glipizide even though they had not 

controlled her diabetes previously, but with hopes for better adherence to therapy this time. 

Social History:  

B.J. lives with her husband in rural Montana.  She is a homemaker and artist.  They have six 

grown children.  Her children are marginally involved in her care although several live in the 

area.  Patient reports a strong Christian faith.  She denies a history of smoking or recent alcohol 

use.  She has no advanced directives and is a full code status. 

 

Insurance: 

Medicaid/Medicare 
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Labs of interest from hospital stay: 

 
 Normal Values April 2015 

Hematology   

WBC 4.0-11.0 K/uL 4.5  

RBC 3.8-5.2  M/uL 3.47 L 

HCT 35-46 % 30.0 L 

Platelets 150-400 K/uL 212 

Coagulation   

INR 1 (2-3 for anticoagulation) 1.9 

Chemistry   

Glucose 65-109 mg/dL 175 H 

BUN 7-23 mg/dL  36 H 

Creatinine 0.6-1.2 mg/dL  1.3 H 

Sodium 135-145 mEq/L 137  

Potassium 3.5-5.0 mEq/L 3.5 

Chloride 98-109 mEq/L 102 

Albumin 3.5-5.0 g/dL 3.8 

HgbA1c 4.4-6.4 % 9.8H 

Lipid Profile   

Cholesterol 75-200 mg/dL 147 

Triglycerides 30-150 mg/dL 175 H 

HDL cholesterol 40-59 mg/dL 36L 

LDL (calculated) 0-129 mg/dL 76 

 
24-hour urine collection while in the hospital showed a creatinine clearance of 45 mL/minute and 

albuminuria at 74 mg/24 hours.  A MRA (magnetic resonance angiography) showed no evidence of renal 

stenosis. 

 

Home Health Services ordered at hospital discharge: 

1. Physical therapy three times per week to work on strengthening, balance, and mobility. 

2. Nursing visits once per week to check INR, fill her weekly medication box, and do 

diabetes and medication teaching with the patient. 

 

PT admit visit: 5/26 
 

1:58 – 2:53 pm 

Patient states, “I went to rehab after the hospital and received such good care.”  Overall mental 

status is good.  Patient is homebound due to functional limitations due to left hemiparesis and 

weakness.  Home is single story mobile home with a 3 step ramp to front door. 
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Assessed left lower extremity strength, and all movements were 3-/5.  Patient has moderate 

left-sided weakness. 

 

Bed mobility: Independent, patient sleeps on the couch. 

Transfers:  Patient transfers from chair to stand with verbal cueing. Patient is able to perform 2 

repetitions of the transfer. 

Functional mobility: Patient is able to move around home with some difficulty.  Home is very 

cluttered and patient is resistant to change.  Husband is somewhat medically fragile and 

unable to assist patient.  Patient uses 4-wheeled walker and due to poor standing and 

walking balance, patient is CGA for ambulation.  O2 saturation drops to 90% with exercise. 

Coordination: Significant impairment with patient at high fall risk when fatigued.  Patient 

fatigues very quickly. 

Plan: Initiate foot care program, gait training, therapeutic exercise, and balance. Request OT 

consult. 

 

Skilled Nursing Visit: 5/28 
 

12:07 to 1:06 pm 

Patient is dressed and sitting in a chair upon arrival.  Home is cluttered but is adequately clean. 

Patient is pleasant, cooperative, forgetful and easily confused.  Patient reports feeling poorly 

primarily because of intermittent nausea with eating.  Advised patient to take her 

metoclopramide 30 minutes prior to meals and check blood sugars more routinely. 

Vital Signs: 

 Temperature 97.4 F 

 Pulse 73 bpm, regular 

 Respirations 18/min 

 BP 142/68 mmHg, sitting 

Patient denies pain.  

Review of systems: 

Lungs sound clear throughout.  Pulse oximetry taken at rest on digit.  Oxygen saturation was 

95%.  Diabetic assessment: blood glucose (BG) values check using Accu-check Advantage™ 

meter.  Patient manages own care.  Bowel sounds present in all four quadrants. Patient has one 

stool per day with last stool on 5/27.  Urine output is adequate.  Nutrition: Patient reports that 

appetite is fair to good, but sometimes poor.  Diabetic diet ordered but diet is regular.  Trace 
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edema to lower extremities.  Pedal pulses are weak but present.  Patient reports no pain in 

lower legs but does have poor feeling in her feet. 

Patient does not monitor blood sugars regularly.  BG was 480 mg/dL during visit, 1 hour 

postprandial.  Phone call placed to endocrinologist’s office, and RN is waiting for a call back 

regarding elevated blood sugar.  Patient is supposed to  check blood glucose four times daily 

but actually  checks BG a few times a week.   

Patient’s glucose meter shows the following BG values: 5/13 67 mg/dL PM; 5/14 220 mg/dL 

FBG; 5/20 118 mg/dL FBG, 194 mg/dL PM; 5/24 220 mg/dL FBG, 114 mg/dL PM, 212 mg/dL 

bedtime.   RN discovered that patient had not changed the computer chip code when she 

opened a new bottle of test strips.  RN inserted correct test strip chip into the meter and 

instructed patient.  Patient able to test own blood sugar with RN present and meter reading 

matched RN’s glucose meter value. 

Mediset (pill box): 

Pt has missed 10 out of last 14 evening medication slots and 4 out of last 14 AM slots, including 

the warfarin.  The RN advised patient to take her medications.  

Physician’s office called RN back at end of visit and instructed B.J. to take missed morning 

medications and recheck blood sugars in two hours.  RN assisted patient in taking missing 

medication doses and instructed patient to drink plenty of fluids.   

INR: 

INR tested in home at 1.4.  RN is waiting for call back from primary doctor as to whether 

warfarin dose needs to be adjusted based on low INR.  Goal INR for stroke is 2-3. 

 

Skilled Nursing Visit: 6/04 
 

8:52 to 10:09 am 

Cc: 

Nausea and dizziness when she takes her medications. 

Vital signs: 

 Temperature 96.0 F 

 Pulse 74 bpm, regular 

 Respirations 18/min 

 Blood pressure 156/74 mmHg sitting. Blood pressure is 138/60 standing. 
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Patient is dizzy. 

Lungs: 

Breath sounds clear. 

Abdomen: 

Bowel sounds present, one stool per day.  Urine output is adequate. 

Nutrition: 

Patient is non-adherent with diabetic diet.  Patient eats TV dinners or other food family brings 

in (fast food).  Husband is unable to assist with meal preparation or medication management. 

Appetite is fair and remains unchanged.  Encouraged patient to eat healthy and drink plenty of 

fluids.  RN brought patient a glass of water, which she drank during RN visit. 

Endocrine note: 

Patient continues to be sporadic with BG testing having tested only three times over last week.  

Each reading was in the high 300’s to low 400’s. Pt did not go to appointment with diabetic 

doctor.   

Called physician’s office and reported that patient continues to be non-adherent to 

medications, blood sugar readings, and that patient reports feeling nauseated and dizzy when 

she takes her medications.  RN made an appointment for the patient to see her doctor on 6/21 

at 11 a.m.  Patient agreed to attend and wrote appointment on her calendar.  Called patient’s 

daughter, patient’s emergency contact, and left a voice mail message requesting her assistance 

if needed to get her mother to her doctor’s appointment.   

Mediset: 

Patient has taken about half of her scheduled medications in the last week and missed all of the 

evening doses.  She takes her warfarin in the morning now. 

Previous phone calls to family and neighbors have not yielded an individual willing to assist B.J. 

in filling her Mediset or taking her medications properly. 

 Social work orders are requested for long-range planning and caregiver 
assistance and/or medication reminders.  

 O.T. orders are requested for cognitive and ADL (activities of daily living) 
evaluations. 

 

 



9 
 

Occupational Therapy Visit: 6/10 
 

11:35 am to 12:55 

Patient is very cooperative with evaluation.  She feels that she is just too lazy to check her blood 

sugar as often as she is supposed to check it.  She feels that she needs assistance with cleaning 

her home.   

Cognitive evaluation: 

Patient is alert and oriented, using a calendar.   

The MoCA™ (Montreal Cognitive Assessment) was administered, and patient scored in the 

severe impairment range in immediate and delayed recall and moderate impairment in abstract 

reasoning.  All other scores (executive function, fluency, orientation, naming and attention) 

were in the average range for her age.   

OT shared results with the patient.  Patient describes self as dyslexic, never learning to read.  

OT also suspects poor vision as she missed picking up paper she dropped on the floor and had 

to try again. 

ADL evaluation: 

Patient is independent with dressing and reports independence with bathing but has difficulty 

washing her hair. Her daughter is a hairdresser so when she goes into town for doctor’s 

appointments, she arranges for her hair to be shampooed.  Lunch and dinner come daily from 

her son.   

Bilateral upper extremities AROM (active range of motion) and strength are functional.  The left 

upper extremity has numb feeling and feels cold.  Fine motor coordination is functional in both 

hands.  Patient is right-hand dominant.   

Patient uses 4-wheeled walker outdoors.  Mobile home has a makeshift ramp leading to the 

front door.  She is still driving at times into town.  Home is very cluttered with paths to the 

rooms.  Bathroom does not have adaptive equipment such as grab bars, shower stool or hand-

held showerhead.  

Patient checked her blood sugar and it was 395 following lunch.  She reports that it was 351 at 

breakfast time but she had recorded this in the bedtime section yesterday. 

Coordination note: 

Discussed case with primary nurse and agreed that patient cognitively isn’t able to remember 

to take and record the blood sugars without assistance.  Agree with patient request for house-
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cleaning services.  OT will request further OT orders for adaptive equipment.  RN will request 

social work orders again, since we have not received orders yet from the doctor. 

 

Discussion Questions 
 

1. What are B.J.’s main problems or needs?  Include evidence for each.  

 

2. What are BJ’s strengths or potential resources that may be mobilized in this situation? 

 

3. What diabetic complications does she exhibit?  What are the signs and symptoms for each 

complication? 

 

4. What discipline(s) should be responsible for each problem and why?  

 

5. What would be the desired outcome for each problem? 

 

6. What would be some possible interventions or approaches to manage these problems?  In 
your intervention plan, emphasize your own specific discipline.   

 

7. Which of B.J.’s problems are frequently overlooked or inadequately treated? 

 

8. What circumstances need to be present for you to consider that B.J. has failed at home and 
needs placement in an assisted living center or nursing home?  Since the patient appears 
competent yet makes some poor decisions at times regarding her health, what, if anything, 
can be done if she refuses to leave her current situation? 
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Case Study GLOSSARY 

ABI   Ankle-Brachial Index 

ACC  American College of Cardiology 

ACCF  American College of Cardiology Foundation 

ACEI  Angiotensin-Converting Enzyme Inhibitor 

ACP  American College of Physicians  

ADR  Adverse Drug Reaction 

AHA  American Heart Association 

ALLHAT  Antihypertensive and Lipid-Lowering Treatment to Prevent Heart 

     Attack Trial 

ANA   Antinuclear Antibody   

ApoB  Apolipoprotein B 

ARB  Angiotensin Receptor Blocker 

ASA  Aspirin 

ASCVD  Atherosclerotic Cardiovascular Disease 

ATP III  Adult Treatment Panel III 

BAS   Bile Acid Sequestrants 

BB   Beta-blocker 

BMI  Body Mass Index 

BP   Blood Pressure 

BPH  Benign Prostatic Hypertrophy 

BUN  Blood Urea Nitrogen 

C&S  Culture and Sensitivity 

C/O  Complains Of 

CA   Cancer  

CABG  Coronary Artery Bypass Graft 

CAC  Coronary Artery Calcium 

CAD  Coronary Artery Disease 

CCB  Calcium Channel Blocker 

CGA  Contact Guard Assist 

CHD  Coronary Heart Disease 

CIMT  Carotid Intima-Media Thickness  

CK   Creatinine Kinase 

CKD  Chronic Kidney Disease 

CNS  Central Nervous System 

CRP  C - reactive protein 

CT   Computed Tomography Scan 
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CTA   Clear to Auscultation 

CVA  Cerebrovascular Accident 

CVD  Cardiovascular Disease 

CYP450  Cytochrome P450 

DASH   Dietary Approaches to Stop Hypertension 

DBP  Diastolic Blood Pressure 

DEXA  Dual energy X-ray absorptiometry 

DOE  Department of Energy 

ECG  Electrocardiogram 

EOMI  Extra Ocular Muscles Intact 

FH   Family History 

eGFR  Estimated Glomerular Filtration Rate 

GI   Gastrointestinal 

HBP  High Blood Pressure 

HCT  Hematocrit 

HCTZ  Hydrochlorothiazide 

HDL  High-Density Lipoprotein 

HEENT  Head Eyes Ears Nose and Throat 

Hemiarthroplasty Joint replacement where one-half of the joint is replaced with a plastic 

prosthesis. 

HF   Heart Failure 

HMG-CoA   3-Hydroxy-3-Methyl-Glutaryl Coenzyme A Reductase 

HOPE  Heart Outcome Prevention Evaluation Study 

HP2010  Healthy People 2010 

HPI   History of Present Illness 

HR   Heart Rate 

Hs-CRP  High-sensitivity C - reactive protein 

HTN  Hypertension 

IBW  Ideal Body Weight 

IDL   Intermediate-Density Lipoprotein 

IHD   Ischemic Heart Disease 

IHS   Indian Health Service    

ISA   Intrinsic Sympathomimetic Activity 

Kyphosis  A deformity of the spine characterized by extensive flexion. 

LAD  Left Anterior Descending 

LBP   Low Back Pain 

LDL   Low-Density Lipoprotein 

LFT   Liver Function Test 
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LLE   Left lower extremity 

LOC  Level of Consciousness 

LV   Left Ventricular 

MI   Myocardial Infarction 

NAD  No Acute Distress 

NCEP  National Cholesterol Education Program  

NG   Nasogastric 

NHANES   National Health and Nutrition Examination Survey   

NHLBI  National Heart Lung and Blood Institute 

NKDA  No Known Drug Allergies 

NSAID  Nonsteroidal Anti-inflammatory Drug 

NTG  Nitroglycerin 

oRiF  Open reduction with internal fixation 

OTC  Over-the-Counter 

P   Pulse 

PCA  Patient-controlled Analgesia 

PCNA  Preventative Cardiovascular Nurses Association 

PE   Physical Exam 

PERRLA  Pupils Equal Round and Reactive to Light and Accommodation 

PMH  Past Medical History 

PO    Orally 

PRN  As Needed 

PTCA  Percutaneous Transluminal Coronary Angioplasty 

PTH  Parathyroid Hormone 

ROS  Review of Systems 

RR   Respiration Rate    

RRR  Regular Rate and rhythm 

SCAI  Society for Cardiovascular Angiography and Interventions 

SBP  Systolic Blood Pressure 

SCr   Serum Creatinine   

SH   Social History 

SOB  Shortness of Breath 

STS   Society of Thoracic Surgeons 

T   Temperature 

T-score A measure of bone density that is the number of standard deviations 

below that of a normal 30-year old woman or 40-year old man. 

TC   Total Cholesterol 

TG   Triglycerides 
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TIA   Transient Ischemic Attack 

TLC   Therapeutic Lifestyle Changes 

TM   Tympanic Membrane 

TOD  Target Organ Damage 

TPN  Total Parenteral Nutrition 

TSH  Thyroid Stimulating Hormone 

ULN  Upper Limit of Normal 

VLDL   Very Low-Density Lipoprotein 

VS   Vital Signs 

WBC  White Blood Cells 

WNL   Within Normal Limits 

Z-score A measure of bone density that is the number of standard deviations 

below that of someone of equal age and sex. 

 


