January 20, 1982

New York
PDear bDocter 3 RE:: Paul Tubiana

This 1ctur is to inform. you about our aspect of t.he
hospitalisation of your patient, Paul Tubiana, & 7
vyear ©l1d white male whom you admitted for treatment

©of new onset juvenile dighetes mellitus.

until September of 1981 when he developed increased
tairst and urination. At that time a urinalyvsis was
normal. About 3 weeks prior to admission he developed
a viral illness with fever and vomiting which resoclved,
and in the past week, there has been a marked increase
in drinking, eating and frequency of urination.
Since September there has

been a 7 lb. weight loss.

On. December 29, 1981 a urinalyvsis revealed qummria
and ketonuria and he was referred to the _

Hospital Emergency- Room for evaluation. His
klood sugar was 553 and his serum was acetone negative.
Arrangemsnts were made for admizgsion.

Family history is positive for adult onset diabetes.

Paul was the 3 kg product of a full term mxcmplicatad
pregnancy and delivery. Milestones were normal,

On physical examination his weight was 29 kg, height 130
cm, pulse 100/minute, blood pressure l10/70 mmHg, respira-
tions 24/minute - no Kussmanl. HEENT - fundi{ normal, no
otitis, pharyngitis, thyroid acn~palpable; chest clear:
heart normal; abdomen - noc masses or hepatosplenomegaly;
GU -~ prepubertal male; neuro - grossly normal.
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Laboratory Data:

Hgb 13.5; Het 38.5; WBC 7.7; U/A &+ glucose, negative protein; Osmo,
serum 266; glucose 556; serum pH 7.41, bi 2S.

Cur impression was, naturally, diabetes mellitus and that Paul
presented in a non-acidotic, non-hyperosmolar, not excessively de-
hydrated hypsrglycemic state. We elected to use the I.M. insulin
protocol with I.V. and p.o. hydration. Paul received 0.1 u Regulax

:I.nmlin/kgqlhonrmxSMGhbm:qhthinhlmMn:dmtolza
At that point he was given a snack and begun on sliding scale.

On Day #4 (1/2/82) he was changed to one shot/day of an NPE and Regular
combination. Ag this time it became apparent that Paul was having
considerable difficulty in dulinq with the hospital situation and the
routines of diabetic care. Also his 1nsnlin dose quiokly rose to
greater than 1 unit/kg/day without evide - on.

Also on 1/6/82 the dose was split into s&.w. and 9“.‘!..

NPH and Regular doses. At the time of dinchmo his évaiuetio
in progress. |

Other studies undertaken in the hospiﬁal reveéaled:

l1. normal a.m. cartiael (13.4}

2. normal thyroid functions - T4 8.2 TSH 4.2; Ty 140
3. normal BUN (7) and creatinine (0.8)
4. no proteinuria

Also, Mxrs. Tubiana was instructod hy our nutritionist about a low
concentrated sugar dint and our nurse clinician taught the use of
2 drop method urine tosting and the use of Gmcagm for emergencies.

At the time of discharge, Paul's dose was: 20 NPH and 9 Regular in a.m.

and 9 NPE and 4 Regular in the p.m. We plan to6 see Paul in aboat 3
weeks in our diabhetic ocenter.

We thank you for allowing us to share i‘n_ th'e""m:eof this patient.

Sincerely,

u}#'bi

a L D ]
Pediatric Endocriunclogy
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