
CAP 1 C3AP4 HAP 1 Kevin Gervin 5/1/17 

ED QUICK QUIZ 

WHAT IS THE DIAGNOSIS? 

A 17 year old male attends ED due to abdominal pain. 

He describes severe and generalised colicky abdominal pain. He has been vomiting for the past day and a half. He 

also describes an ongoing coryzal illness and since this began he has been drinking 4L or more of fluids per day, and 

consequently passing large volumes of urine. 

He states this is the worst he has ever felt. 

He has no significant past medical history. 

He is normally very fit and active, playing football at least 3 times per week. He denies smoking, alcohol or illicit 

substances.  

He is unaware of any family history of illness 

 

O/E He appears dehydrated and is sweating profusely 

He is very tachypnoeic and tachycardic although respiratory and cardiovascular examination is otherwise 

unremarkable. 

His abdomen is generally tender and he is retching and vomiting throughout the history and examination. 

Nursing staff alert you to the fact that his BM is higher than the monitors range.  

 

You suspect the patient is in DKA 

 

 

 

 

 

 

1) Define DKA and severe DKA.  

2) How can this be diagnosed? 

3) What are the causes? 

4) What is the pathophysiology? 

5) How and where should this patient be managed? 
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1) Define DKA and severe DKA. 

Diabetic Ketoacidosis (DKA) is defined as severe, uncontrolled diabetes with ketonaemia/ ketonuria, metabolic 

acidosis and *usually* hyperglycaemia. Severe DKA= H+ >80 or HCO3 <5. 

*It is important to recognise that profound hyperglycaemia may not always be present. 

 

2) How can this be diagnosed? 

 Usually initially suspected by beside testing revealing a high blood glucose 

 Urinalysis (or serum biochemistry) shows ketonuria/ ketonaemia 

 Venous blood gas shows metabolic acidosis H+ >45 or HCO3- <18 

On physical examination the patient is likely to appear unwell, be dehydrated e.g. dry mucous membranes and may 

have laboured ‘Kussmaul respiration’, where respiration us deep, rapid and gasping. Their breath may smell ketotic, 

often described as ‘fruity’ or like pear drops. In young children or those with severe electrolyte disturbance they may 

become confused and are at risk of cerebral oedema giving neurological signs. N.B. 

 Diabetes Mellitus is often first diagnosed in younger patients when they present in DKA. 

 Abdominal pain may be so severe and the abdomen rigid to examination that an ‘Acute Abdomen’ is suspected 

 

3) What are the causes of DKA? 

 Inappropriate insulin 
administration 

 Medications e.g. 
corticosteroids 

 Disease processes e.g. 
infection/ stroke/ MI* 

 Cocaine 

 Pregnancy 

 In the elderly it is not uncommon for a ‘silent’ MI to precipitate 

DKA, check a troponin 

 

4) What is the pathophysiology of DKA? 

 Lack of insulin prevents glucose uptake  

 Stimulates glucagon release which causes glycogenolysis and 
gluconeogenesis.  

 Elevated blood glucose acts as an osmotic diuretic 

 Glucagon and lack of insulin stimulated gluconeogenesis causes 
lipolysis. 

 Free fatty acids produced are converted to ketone bodies 

 Bicarbonate buffering overwhelmed by acidic ketones 

 Body attempts to compensate by respiratory mechanism and 
vomiting to expel acidic CO2 & HCl 

 

5) How and where should this patient be managed? 

1. Follow the NHS GG&C DKA protocol. 

2. Mainstay of treatment is a controlled IV insulin infusion and IV fluid rehydration 

3. B.M, Blood Gases and KCL should be regularly checked 

4. Consider catheterisation to monitor urine output and consider central venous access 

5. Screen for infection, check renal function and ECG 

Most patients in DKA are managed in Medical High Dependency, discuss all patients with the Medical Registrar 
 


