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Abstract
Discontinuation of type 1 diabetes (T1DM) treatment (interruption of insulin therapy) rapidly leads to diabetic ketoacidosis (DKA) 
which is a  life-threatening condition. Our case report is intended to draw attention to persons with T1DM and significant social/
psychological problems. They typically, due to the lack of legal regulations, “fall out of the system”, which should provide in such 
cases additional assistance in care conditioning proper treatment. Psychological an psychiatric disorders and/or social problems may 
interfere with self-control and diabetes treatment, making it difficult or even impossible. These patients represent a significant chal-
lenge for the diabetes team and require individualized management from the social care system. Patient safety-focused support from 
consulting physicians of other specialties is also essential. The case of our patient highlights the need for relevant legal and administra-
tive regulations that would allow for quick, safe and adequate care.   
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Streszczenie
W cukrzycy typu 1 przerwanie leczenia (insulinoterapii) prowadzi do cukrzycowej kwasicy ketonowej (DKA), będącej stanem bez-
pośredniego zagrożenia życia. Celem przedstawionego opisu przypadku jest zwrócenie uwagi na sytuację pacjentów z cukrzycą 
typu 1 i istotnymi problemami socjalnymi/psychicznymi, którzy ze względu na brak odpowiednich uregulowań prawnych „wypa-
dają z systemu”, który mógłby zapewnić im odpowiednią opiekę warunkującą prawidłowe leczenie. Zaburzenia psychiczne i/lub 
problemy socjalne utrudniają lub uniemożliwiają prowadzenie samokontroli i leczenia. Pacjenci tacy stanowią istotne wyzwanie dla 
zespołu diabetologicznego i wymagają zindywidualizowanego postępowania ze strony systemu opieki społecznej. Niezbędne jest 
też skoncentrowane na bezpieczeństwie pacjenta wsparcie ze strony konsultujących lekarzy innych specjalności. Przypadek naszej 
pacjentki podkreśla potrzebę opracowania odpowiednich uregulowań prawnych i administracyjnych, które pozwoliłyby na szybkie, 
bezpieczne i adekwatne zaopiekowanie się takim pacjentem. 
Słowa kluczowe:
cukrzyca typu 1 u dzieci, zaburzenia psychiatryczne, zaburzenia związane z substancjami psychoaktywnymi.

Introduction 
Type 1 diabetes (T1D) is a  condition in which insulin re-

placement therapy is required promptly after diagnosis. Stop-
ping insulin treatment in T1D quickly leads to a life-threatening 
condition – diabetes ketoacidosis (DKA). Nevertheless, insulin 
overdosing is also dangerous and may be fatal. 

Treatment of T1D depends greatly on patients’ self-man-
agement, which is supported by the therapeutic team. Blood 
glucose monitoring and adjustment of insulin doses to meals 

and physical activity – insulin therapy – are crucial components 
of self-management.  All these activities require patient’s and/
or the caregivers’ involvement and dedication. Hence, aware-
ness and responsibility are vital for safe and successful dia-
betic therapy [1].

Family concerns (e.g. low parental involvement, conflicts, 
criticism, overprotection), economic and social problems (e.g. 
exclusion from a peer group, minority status), or mental disor-
ders are related to worse glycaemic control, higher risk of acute 
and chronic complications [1, 2], and compound the patients’ 
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prognosis [1–3]. Despite the rising T1D incidence in Poland 
[4–6] no good systemic, administrative procedures and tools 
have been developed that would allow the provision of such 
patients with adequate care. 

Aim of the study

We present the case of our patient to emphasise the prob-
lem of ensuring safe and adequate T1D therapy in people with 
significant social and/or mental problems.

Case study 

Our patient was diagnosed with T1D at the age of 17 years 
(July 2019). At that time, she had lived in a correctional insti-
tution (Youth Educational Centre [YEC]) since January 2017 
because of notorious home runaways, school absenteeism, 
and abuse of designer drugs. She was admitted to the regional 
diabetes centre with typical symptoms of hyperglycaemia, de-
hydration, and compensated metabolic acidosis. 

She claimed to have problems sleeping. Traits of psycho-
tropic drugs were found. Her general condition was average, 
she had trouble focusing. Physical examination revealed scars 
after self-inflicted forearm cutting injuries. Standard symp-
tomatic treatment and insulin therapy were implemented ac-
cording to the current recommendations of Diabetes Poland. 
Extended diagnostics showed hyperthyroidism. The consulting 
psychiatrist diagnosed behavioural and emotional disorders 
and polytoxicomania. 

Within 7 months of the diagnosis she escaped several 
times from the YEC, home, or hospital and was 7 times hos-
pitalized due to DKA (3 times in an Intensive Care Unit [ICU]). 
The descriptions of psychological consultations from that time 
include the following: occasional eye contact, maintained ver-
bal-logical contact, unstable mood, occasional interruptions 
from prescribed pharmacotherapy (psychiatric treatment, in-
sulin therapy, and treatment of hyperthyroidism), and regular 
glucose control.

In December 2019 she was again admitted to the diabetes 
centre in Katowice because of severe DKA. She ran away from 
the hospital before being transferred to the YEC. Police and 
other authorities were unsuccessful in finding her. 

A few weeks later emergency services brought her in a criti-
cal state to one of the regional hospitals, from where she was 
transferred to the Paediatric Intensive Care Unit (PICU) in 
Opole. On admission she was unconscious (GCS: 6 points), 
with symptoms of hypovolaemic shock (hypotension, tachy-
cardia, grey cold skin, delayed capillary return, body tempera-
ture 340C) and severe DKA (pH: 6.8, glycaemia > 1000 mg%). 
As her state improved she patient was moved to the paediatric 
ward. 

The consulting psychologist concluded that despite de-
claring life-threatening awareness, she neglected her treat-
ment and showed self-destructive behaviour related to the 
lack of treatment and ostentatious consumption of excessive 
amounts of sugar. Taking all of the above into consideration, 

adequate self-management after discharge was doubtful with 
a high risk of neglecting insulin administration. Therefore, the 
patient was transferred to a psychiatric ward in another hospi-
tal. The attending psychiatrist from the psychiatric admission’s 
chamber refused to admit her to hospital, taking into account 
her lack of consent for hospitalization (in spite of the consent 
of the minor’s mother). She also denied a  suicide attempt 
(the patient claimed that she unintentionally forgot to take her 
medication). 

The patient was temporarily sent to the Police Emergency 
Youth Centre (PEYC) from where she was supposed to go 
back to the YEC, but the director raised significant concerns 
about the ability to ensure proper care, including supervision 
of diabetes self-control and the legal consequences (includ-
ing death) related to possible discontinuation of treatment. The 
PEYC was not able to ensure supervision over T1DM treatment 
so after not more than a day the girl was re-admitted to the 
paediatric department - this time under 24-hour police supervi-
sion. Finally, after numerous interventions of the hospital, YEC, 
and PEYC, the court ordered an obligatory observation in the 
psychiatric ward (conscious multiple discontinuation of insulin 
therapy, resulting in severe DKA as an equivalent of suicide 
attempts). 

Discussion 

Type 1 diabetes therapy requires full patient and/or caregiver 
involvement. Lack of at least minimal engagement makes treat-
ment impossible and life threatening. Children need to gradu-
ally increase their independence in disease management [3]. 
Positive relationships with caregivers and good parental control 
are associated with better glycaemic control, whereas family 
conflicts, overprotection, and lack of control and commitment 
by caregivers are related with worse glycaemic results [3, 7]. 
Decreased self-confidence, presence of psychiatric disorders, 
lower level of caregivers’ education, lower family earnings, and 
higher alcohol consumption translate to worse glycaemic con-
trol and higher risk of DKA [2]. Conversely, support of loved 
ones, access to a psychologist, and education or understand-
ing by a peer group relate to better glycaemic control through 
their impact on the patient’s quality of life [1, 7].

Additionally, as many as one-third of children with T1D 
meet the criteria for at least one psychiatric diagnosis (eating 
disorders, anxiety and mood disorders – psychoactive sub-
stance abuse, personality disorders, depression, neurosis, and 
schizophrenia) during their lifetime [4, 5, 8, 9]. The presence of 
mental disorders was found to be associated with higher hae-
moglobin A1c and reduced quality of life, increased risk of acute 
diabetes complications, and hospitalization for other reasons 
including suicide attempts [5, 7]. The current national and inter-
national recommendations emphasize the role of psychologi-
cal care and quality of life [6, 7].

Recommendations of Diabetes Poland include care for pa-
tients in penitentiary institutions, but their fulfilment is difficult. 
The main problem is the lack of appropriate and precise legal 
regulations regarding self-care and allowing adequate care 
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of minors with T1DM or other severe chronic diseases. If the 
patient is unable/unwilling to carry out self-management, then 
most likely he/she would not be properly supplied or controlled 
in terms of pharmacotherapy, as was the case in our patient. 
She neglected to control her glycaemia and insulin administra-
tion, so the PEYC police officers transported her to the hospital 
several times daily – each time she required an insulin injection. 
The officers rotated, so that each time the patient was accom-
panied by someone else, which completely paralyzed the flow 
of information (patient brought without the glucose meter and/
or pen provided a  few hours earlier and without the planned 
meal). The PEYC director did not have the legal possibility and 
staff resources to provide adequate care.

In general, similar problems are encountered when treating 
patients who do not meet the “typical patient” criteria for vari-
ous reasons. The example can be a female minor with T1DM 
and severe mental illness who is pregnant. For any of the de-
partments (paediatric, diabetology, psychiatric, or obstetric) 
such a  patient is not only an organizational and therapeutic 
challenge but also an administrative one. It often forces actions 
not sanctioned by law.

Our patient required psychiatric diagnosis because of re-
peated discontinuation of T1D treatment (repeated suicide at-
tempts/decompensated psychiatric disorder/cognitive impair-
ment that made it impossible to consciously assess the risk of 
stopping insulin treatment). It seems that based on the available 

clinical data and the mother’s consent to treatment there were 
no grounds for refusing hospitalization in a psychiatric ward.

Such unusual and demanding patients are encountered 
more and more often in daily practice. Comprehensive sys-
temic solutions that would allow more flexibility in such cases 
are required. These regulations should apply not only to thera-
peutic procedures but also to the conduct of all other services: 
from social welfare to the police and penitentiary institutions.

Conclusions 

In T1D the lack of insulin treatment is a direct threat to life. 
Mental disorders and/or social problems impair self-manage-
ment and treatment or make it completely impossible. Such 
patients require care and support in every area of life. It also 
represents a significant challenge for the diabetes team, which 
needs support from consulting doctors of other specialties, so-
cial workers, or other services. The case of our patient shows 
that currently there are no relevant legal regulations that would 
allow quick and adequate care for such a child.
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