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Soap Note Hypothyroidism
Name:
Institution:
Course:
Date:


Subjective Data (S)
Patient Initials: Mrs. P.A
Age: 43 years
Gender: Female
Race: African American
Employment Status: Employed
Insurance Status: Insured under federal employees’ health benefits program
Living Conditions: Middle Class
Language: English
Religion: Christian
Occupation: Manager at a local insurance company.
Chief Complaint (CC): “I am losing my hair and cannot understand what is happening, and I feel tired.”
History of Presenting illness (HPI): PA is a 40-year-old African American lady who reported to the clinic complaining of her hair falling and feeling too tired. She added that over a month and a half, she noticed her falling out of her scalp, leaving patches after she brushed it, and her hair fell even after shampooing. Sadly, even minor friction on the scalp triggers hair fallout. She further added that she started experiencing fatigue two months ago after her hair loss. She further stated that fatigue often occurs in light tasks such as performing her daily chores, walking her dog, and climbing stairs but is relieved by rest. She asserted that she had added substantial weight in a year, although her appetite had subsided significantly. Based on her report, she has tried using hair treatments to address hair fallout, but there has been no significant impact. However, she denies smoking, having diabetes, having a major surgical operation, having palpable pain, or having a heart problem. She further denies episodes of pain and nocturnal dyspnea.
Onset; 12 weeks
Location; scalp
Duration; Constant
Character; Hair fallout
Alleviating & Aggravating factors; Friction, shampooing or brushing.
Radiation; N/A
Timing; Constant
Severity; Moderate
Current medications: Long-term use of Vitamin C supplement. 
Past medical History: Denies being hospitalized or having a major traumatic event; never been on psychotic medication.
Past surgical History: Incision on her right thigh in 2008 after an abscess 
Allergies: No known drug allergies. Denies being allergic to pollens, dust, or smoke. 
Substance Abuse History: Takes alcohol occasionally but denies smoking or use of recreational drugs. As a teenager, she was curious and abused marijuana and cigarettes on drinking sprees. 
Developmental History: She reached all her developmental milestones and grew up like an ordinary child in a loving family.  
Immunizations: Up to date. COVID-19, Tdap, cholera, influenza, flu and chole
Preventative care: She goes for an annual exam, eye-checkup and visits her dentist twice annually. 
Social History: She works as a local insurance company manager and lives with her husband and their 13-year-old twin sons. She enjoys writing in her leisure time, cooking, and reading. She takes alcohol occasionally and drinks a glass of wine before bed. She denies smoking or abusing any recreational drugs. She has an exercise routine, including skipping rope every minute for 20 minutes and swimming week thrice. She enjoys a minimum of seven hours daily and is cautious in her diet. She attends her annual exam in preventative care and wears a safety belt while driving.
Family History: Her father is alive, although he has prostate cancer, while her mother died of renal failure. She is a second born in a family of three siblings, who are alive and well. Her daughter, on the other hand, has eczema. 
Review of System (ROS)
Constitutional: C/o fatigue, hair loss, and low energy. Denies fever, malaise, or chills.
HEENT: C/o hair loss. She denies blurred vision, headaches, hearing loss, ear discharge, sore throat, nasal congestion, or sneezing. 
Skin: Denies rashes, lesions, itching, or skin color changes.
Cardiovascular: C/o fatigue on exertion. No palpitations, chest pain, shortness of breath, pressure, edema, or discomfort.
Respiratory: No cough, wheezing, or sputum production.
Gastrointestinal: C/o change in appetite. No vomiting, dysphagia, nausea, bowel change, blood in the stool, color, pattern or consistency, or abdominal discomfort. 
Genitourinary: Denies pelvic pain, polyuria, hematuria, nocturia, urgency, incontinence, vaginal bleeding, or abnormal vaginal discharge. Last menstrual period 12/5/2022.
 Hematologic: Denies anemia, history of blood transfusion, easy bleeding, or bruising.
Musculoskeletal: Denies muscle and joint pains, stiffness, varicosities, or change in range of motion.
Endocrinologic: C/o of cold intolerance. Denies polydipsia, polyuria, or increased sweating. 
Neurological: Denies headaches, dizziness, muscle weakness, loss of smell/taste/ sensation, or tingling in the extremities.
Psychiatric: C/o of sleep disturbances. Denies mood swings, 
Objective Data (O)
Vital signs; WT – 179 lbs, HT 5.5, Temp – 97.3 F, BP – 111/68, PR – 68, and RR – 19.
General Survey: Well-groomed, well-developed, well-nourished, with no acute distress. She is cooperative and responds and follows appropriately.  No deformities were noted. Affect and behavior are as expected. She maintains eye contact and sits on the chair with no distress. 
HEENT: Head: Normocephalic and atraumatic. Black hair with patches of hair loss on the scalp. The hair is coarse and straw-like. Eyes: PERRLA. Conjunctiva and sclera white. Pupils are equally round, 4 mm, and reactive to light. Ears: T.M.s intact. Nose: Nasal septum well aligned. Throat: Non-inflamed tonsillar glands. 
Neck: Supple, trachea midline, non-palpable lymph nodes. The thyroid is nodular on palpitation. Agile with no jugular vein distention.
Cardiovascular: Regular rhythm rate and S1 and S2 present. No neck vein distention. Capillary refills in less than two seconds. Negative gallop, thrill, or rubs.
Lungs: Clear on auscultation bilaterally—smooth and rhythmic respirations. No rales, rhonchi, or wheezes. Posterior chest excursion symmetric.
Breast: Breast sizes are equal. Nipples asymmetrical round. Bilateral palpitation on masses.  No discoloration, rash, or lumpiness. 
Abdomen: No masses, tenderness, rebound, organomegaly, or suprapubic fullness.
Neurological: No sensory, focal, or motor deficits.
Extremities: Muscle strength 5/5 against resistance. No muscle contraction. Normal gait and good balance. Active ROM on all joints. No spine curvature. No palpable tenderness. No cyanosis, or clubbing. No warmth on joints. 
Integumentary: Dry skin, No skin rashes, itching, lesions, or hyper/hypopigmentation. 
Mental Health Exam: No mood swings, affect is congruent with mood, thought process and insight were intact. The speech was coherent and audible. Attentive and memory were intact.  
Diagnostic and Laboratory Tests
A complete blood count – To establish the levels of red and white blood cell count in addition to hemoglobin and hematocrit level. A low red blood count and low levels of hemoglobin and hematocrit can lead to cold intolerance and fatigue (Turner et al., 2020). On the other hand, the white blood cell count may help establish the presence of infection.
Serum thyroid-stimulating hormone (TSH) test – There is a need to establish the levels of TSH to establish primary hypothyroidism. Elevated levels of TSH and a low count of free T4 levels can assist diagnosis of overt hypothyroidism. In contrast, elevated TSH levels and normal T4 levels lead to the diagnosis of subclinical hypothyroidism (Patil et al., 2021).
Differential Diagnosis
	Differential Diagnoses
	Pathophysiology
(include APA citations)
	Pertinent Positives
	Pertinent Negatives

	Hypothyroidism, Unspecified (E03.9)
	The pathophysiology of hypothyroidism is the inability of the thyroid gland to produce an adequate amount of thyroid hormone, commonly pituitary or thalamus, due to dysfunction of the thyroid. As a result, the thalamus secretes thyrotropin-releasing hormone (TRH), triggering the pituitary gland to produce TSH. TSH triggers the thyroid gland to produce and secrete T4 and minimal levels of T3. T2 is converted into T3 and sometimes triggers negative feedback on the production of TSH and TRH. Impairment in the function and structure of these pathways or organs leads to hypothyroidism (Patil et al., 2021).
	Cold intolerance, puffiness, skin changes, reduced sweating, dry skin, hair loss, fatigue, constipation, voice changes, sleep disturbances, abnormal menstrual cycles, weight gain, and galactorrhea.
	Myxedema coma and other crises related to myxedema include cardiogenic shock, seizures, hypoglycemia, arrhythmias, hyponatremia, respiratory failure, and fluid retention.

	Autoimmune thyroiditis (E06) or Hashimoto’s disease

	The pathophysiology of Hashimoto’s thyroiditis is perceived to originate from the infiltration of lymphocytes and fibrosis (Mincer et al., 2018). The current diagnosis involves clinical symptoms and laboratory results of increased TSH with normal or low thyroxine levels. The role of anti-TPO has little impact on the pathogenesis of autoimmune diseases since these antibodies can fix complement in vitro and demonstrated binding and killing thyrocytes. The severity of the condition is associated with serum levels of anti-TPO since a positive serum anti-TPO concentration is linked to the active phase of the condition (Mincer et al., 2018).
	Myxedema or edema-like skin condition, dry and scaly skin, epidermal thinning, fatigue, exertional dyspnea, exercise intolerance, reduced muscle strength, and increased muscle fatigue.
	Pernicious anemia, severe gastric atrophy, and hypochlorhydria-dependent iron-deficient anemia.

	Anemia Unspecified (D64. 9)
	The pathophysiology of anemia varies but also greatly depends on the primary cause. For instance, acute hemorrhagic anemia involves blood restoration of blood volume with intracellular and extracellular fluid diluting the remaining RBCs causing anemia (Turner et al., 2020). Primarily, the mechanism of increased RBC destruction is loss of blood, such as hemorrhage and chronic heavy menstrual bleeding. On the other hand, hemolytic anemia involves acquired mediated infection, blood infusion-related or hereditary, leading to increased destruction of RBC (Turner et al., 2020).
	Shortness of breath on exertion, chest pain, lethargy, weakness, impaired exercise intolerance, and syncope
	Restless leg syndrome, esophageal webs, development of arrhythmias, and cardiac hypertrophy.



Hypothyroidism, Unspecified (E03.9)
Hypothyroidism is divided into two categories, including primary and secondary hypothyroidism. Primary hypothyroidism occurs when the thyroid cannot produce a substantial amount of thyroid hormone. At the same time, secondary hypothyroidism occurs when the thyroid is normal and the pathology s related to the pituitary gland or hypothalamus (Patil et al., 2021). The common cause of hypothyroidism is a deficiency of iodine in the body. However, other causes include drugs, cancer medications, thyroid surgery, radiotherapy around the neck, and thyroid radioactive iodine therapy. Ideally, hypothyroidism is presented by mild and varying symptoms, including cold intolerance, puffiness, skin changes, reduced sweating, dry skin, hair loss, fatigue, constipation, voice changes, sleep disturbances, abnormal menstrual cycles, weight gain, and galactorrhea (Patil et al., 2021). The patient presents symptoms suggestive of hypothyroidism characterized by cold intolerance, fatigue, weight gain, and hair loss, although further workup on TSH levels is needed to confirm the diagnosis. 
Autoimmune thyroiditis (E06)
Hashimoto thyroiditis, or chronic autoimmune thyroiditis, is an autoimmune condition characterized by the destruction of thyroid cells through the cell and antibody-mediated immune responses (Mincer et al., 2018). The common cause of Hashimoto’s thyroiditis is inadequate dietary intake of iodine, and most affected are women, especially those aged between 30 to 50 years. The most common cause of poorly understanding the etiology of Hashimoto is anti-thyroid peroxidase (anti-TPO), or antithyroglobulin (anti-Tg) and TSH receptor-blocking antibodies (TBII). It attacks thyroid tissue causing insufficient production of thyroid hormone. The condition is characterized by myxedema or edema-like skin condition, dry and scaly skin, epidermal thinning, fatigue, exertional dyspnea, exercise intolerance, reduced muscle strength, and increased muscle fatigue. Early symptoms are similar to hypothyroidism, including constipation, fatigue, dry skin, and weight gain, although advanced symptoms include hair loss, apnea, cold intolerance, nerve deafness, peripheral neuropathy, and goiter enlargement (Mincer et al., 2018). Some of the complications related to the diseases include pernicious anemia, severe gastric atrophy, and hypochlorhydria-dependent iron-deficient anemia. The patient presents symptoms suggestive of Hashimoto’s disease, but a diagnostic workup is needed to affirm the diagnosis.
Anemia Unspecified (D64. 9)
Anemia is defined as reduced red blood cell count (RBC), hemoglobin (Hb), or hematocrit (HCT). Patients with anemia present vague symptoms such as weakness and lethargy, while severe anemia may present with shortness of breath on exertion, impaired exercise intolerance, and syncope (Turner et al., 2020). Anemia affects approximately a third of the global population, and it occurs either mild or asymptomatic. The prevalence of anemia is common in women of reproductive age, and the most common is iron deficiency anemia caused by poor dietary intake. Some symptoms associated with anemia include restless leg syndrome, esophageal webs, the development of arrhythmias, and cardiac hypertrophy. However, the patient could not be diagnosed with anemia despite presenting symptoms suggestive of anemia since she has not experienced trauma, acute hemorrhage, blood transfusion, or hereditary condition that would lead to increased destruction of RBC.
Plan
Pharmacological Intervention: The treatment of hypothyroidism involves levothyroxine monotherapy and should be taken 30 -45 minutes before breakfast to increase absorption or three-hour post-meal at bedtime (Turner et al., 2020). Essentially, the patient should maintain a consistent formulation or brand of the drug. The levothyroxine absorption test should be conducted to affirm if the patient can absorb levothyroxine. 
Patient Education: The patient should be advised on gel formulations of thyroid hormone replacement, such as Triocent, and other medications, such as calcium preparations and bile acid, that interfere absorption of levothyroxine. The FDA approved other treatment options for hypothyroidism, including armor or nature thyroid, but the patient should be advised that these formulations increase the risk for cardiac arrhythmia (Turner et al., 2020). Effective treatment should attain optimal improvement of signs and symptoms along with an improved sense of well-being and normal TSH levels. The patient should be educated on identifying complications and report to the clinic immediately. 
Referrals: Since the symptoms related to hypothyroidism are not specific, the provider should refer the patient to other professionals upon normalizing the patient's labs. An endocrinology consultant is recommended in complex situations such as failure of treatment and absorption issues and interpretation of results. Other specialists that can be involved include psychiatrists, cardiologists, and intensivists. Pharmacists play a crucial role in determining medications and food interactions on their impact on levothyroxine formulations and unusually high doses or fluctuating TSH levels. Laboratory personnel plays a crucial role in closely monitoring vital signs, and nurses facilitate better outcomes and treatment.
Follow-Up: The 2012 Clinical Practice Guidelines for Hypothyroidism in Adults recommended by the American Thyroid Association and the American Association of Clinical Endocrinologists, patients on levothyroxine therapy should be monitored through evaluation of TSH levels and serum-free T4 (Turner et al., 2020). Therefore, the patient’s labs should be drawn every four to eight weeks until target levels are attained upon commencement of treatment. After the patient has stabilized, she should be monitored every six months, and further monitoring can be extended to 12 months. 


References
Mincer, D. L., Thyroid, J. I., & Thyroiditis, H. (2018). StatPearls. Treasure Island (FL). https://www.ncbi.nlm.nih.gov/books/NBK459262/
Patil, N., Rehman, A., Jialal, I., & Saathoff, A. D. (2021). Hypothyroidism (Nursing). https://www.ncbi.nlm.nih.gov/books/NBK519536/ 
Turner, J., Parsi, M., & Badireddy, M. (2022). Anemia. In StatPearls [Internet]. StatPearls Publishing. https://www.ncbi.nlm.nih.gov/books/NBK499994/

