CASE #1 JENNIFER BROWN 

You are working in tertiary care hospital and are called by a physician in a smaller primary care hospital who has been looking after a 15 month-old-girl. He wishes to transfer the child to your department. He reviews this child's history with you. She presented at 1730 hours to an emergency department of a small local hospital. Her mother brought her to the emergency department because she had been unwell for 48 hours. The child had developed polyuria, extreme thirst, lethargy, vomiting and diarrhea. Over that time frame she was crying uncontrollably for fluids, about every half hour, and diaper changes were required about every half hour. When seen in the emergency department she was felt to be dehydrated. Her blood pressure was normal at 80/50, the heart rate was 120/min, and she had dry mucous membranes and decreased skin turgor. Her weight was only 10 kg. No focal abnormalities were found. The emergency doctor gave her a bolus of 500 cc of normal saline. She did have some oral intake but this was not recorded. Blood work was done at 1820 hours which showed a blood sugar of 47.2 mmol/L. She had a pH of7.25, the bicarbonate was 12 mmol/L, her electrolytes showed a sodium of 143 mmol/L, potassium of 5.6 mmol/L and a chloride of III mmol/L. The child was then admitted to the ward. She was treated with intravenous fluids at a rate of 77 cc/hour. She was on normal saline with 20 mEq of potassium chloride per L. At that time her blood pressure was 96/55 and heart rate was 153/min (crying). The glucose was 24 mmol/L at 2300 hours and an insulin infusion was started at 0.05 U/kg/hour. She was monitored every 3 hours by glucometer and vital signs were taken at the same time. The blood sugars continued to decrease. By 0800 hours she had received 1740 ml of IV fluid plus at least 450 ml of oral fluid. It was felt that the oral intake was much more than recorded but the nurses had not recorded all of the intake. Her blood sugar had dropped to 11 mmol/L. She was drowsy but responded to pain. Her pupils were equal and reactive. The insulin infusion was decreased to 0.02 ml/kg/hour and the normal saline decreased to 40 ml/hour. At 0920 the nurses observed that Jennifer was cyanotic. The intern was called and a code was called. Cardiopulmonary resuscitation was initiated, a heart rate was established. Following intubation she continued to have no spontaneous respiration. The pupils were non-reactive. They now are wishing to transfer the child to the tertiary care hospital. 

1. What advice would you give the referring hospital and management until the transport team can pick the child up? 

2. What do you think has happened in the management of this child that has resulted in a respiratory arrest? 

3. What is the appropriate management of the child in diabetic ketoacidosis?

 4. What is the long-term outlook for this child? 

