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ABSTRAK

Dinda Putri Lestari (2026), Asuhan Keperawatan pada Klien Diabetes Melitus Tipe 2
Dengan Masalah Ketidakstabilan Kadar Glukosa Darah di Wilayah Kerja Puskesmas
Tenayan Raya, Karya Tulis Ilmiah Studi Kasus, Program Studi D III Keperawatan,
Jurusan Keperawatan, Politeknik Kesehatan Kemenkes Riau. Pembimbing (I) Ns.
Syafrisar Meri Agritubella, M.Kep (II) Dr. Ns. Dewi Sartika, M.Kep

Diabetes Melitus (DM) tipe 2 merupakan penyakit kronis metabolik yang ditandai
dengan resistensi insulin dan ketidakstabilan kadar glukosa darah. Studi kasus ini
bertujuan untuk menggambarkan pelaksanaan asuhan keperawatan pada klien DM tipe 2
dengan masalah keperawatan ketidakstabilan kadar glukosa darah di wilayah kerja
Puskesmas Tenayan Raya, Pekanbaru. Metode yang digunakan adalah deskriptif studi
kasus dengan satu responden laki-laki berusia 59 tahun yang telah terdiagnosis DM
selama 8 tahun, dengan nilai GDS awal 217 mg/dL. Asuhan keperawatan dilaksanakan
selama 5 hari mencakup pengkajian, diagnosis, intervensi, implementasi, dan evaluasi.
Intervensi yang diberikan meliputi pemantauan kadar glukosa darah, edukasi
pengendalian DM, diet 3J, serta terapi non-farmakologis berupa senam kaki. Hasil
evaluasi menunjukkan penurunan kadar glukosa darah secara bertahap, dengan masalah
keperawatan teratasi sebagian. Disimpulkan bahwa asuhan keperawatan komprehensif
disertai edukasi dan senam kaki efektif dalam membantu pengendalian kadar glukosa
darah pada klien DM tipe 2.

Kata Kunci: Diabetes Melitus Tipe 2, Ketidakstabilan Kadar Glukosa Darah, Asuhan
Keperawatan
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ABSTRACT

Dinda Putri Lestari (2026), Nursing Care for Type 2 Diabetes Melitus Clients with
Blood Glucose Level Instability Problems in the Tenayan Raya Community Health
Center Work Area, Scientific Paper Case Study, D III Nursing Study Program, Nursing
Department, Health Polytechnic, Ministry of Health, Riau.Supervisor (I) Ns. Syafrisar
Meri Agritubella, M.Kep (IT) Dr. Ns. Dewi Sartika, M.Kep

Type 2 Diabetes Melitus (DM) is a chronic metabolic disease characterized by insulin
resistance and blood glucose instability. This case study aimed to describe the
implementation of nursing care for a type 2 DM patient with blood glucose instability at
the Tenayan Raya Community Health Center, Pekanbaru. A descriptive case study
method was used with one male respondent aged 59 years, diagnosed with DM for 8
years, with an initial random blood glucose level of 217 mg/dL. Nursing care was carried
out over 5 days, covering assessment, diagnosis, intervention, implementation, and
evaluation. Interventions included blood glucose monitoring, DM management
education, a 3] dietary approach, and a non-pharmacological foot exercise therapy.
Evaluation results showed a gradual decrease in blood glucose levels, with the nursing
problem partially resolved. It is concluded that comprehensive nursing care combined
with patient education and foot gymnastics is effective in supporting blood glucose
control in type 2 DM patients.

Keywords: Type 2 Diabetes Melitus, Blood Glucose Instability, Nursing Care
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