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Introduction

ABSTRACT
Objective: Screening of complications is an important part of diabetes care.
The aim of this study was to investigate diabetic complications and related risk
factors in adolescents with type 1 diabetes mellitus (T1DM).
Methods: This cross-sectional study was conducted on type 1 diabetics who
were over 11 years of age or had a diabetes duration of 2 years and included
155 adolescents with T1DM (67 male, 88 female). The mean age of the patients
was 14.4±2.1 years. Mean diabetes duration was 6.3±2.9 years. The patients
were screened for diabetic nephropathy, retinopathy and peripheral neuropathy.
Results: Mean glycosylated hemoglobin (HbA1c) level of the study
group was 8.4%. The frequency of microalbuminuria and peripheral
neuropathy were 16.1% and 0.6%, respectively. None of the patients had
diabetic retinopathy. Dyslipidemia and hypertension rates were 30.3%
and 12.3%, respectively. Risk factors associated with microalbuminuria
were hypertension, higher HbA1c levels, longer diabetes duration and
dyslipidemia.
Conclusion: Early diagnosis and treatment of hypertension and dyslipidemia
as well as achieving a better metabolic control are important in prevention or
postponement of complications in patients with T1DM. Yearly screening for
diabetic nephropathy should be started 2 years after the onset of the diabetes.
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Type 1 diabetes mellitus (T1DM) is the most common chronic
disease in childhood. Good metabolic control during childhood
and adolescence is crucial for the future health and life quality
of these patients (1,2). Long-term micro- and macrovascular
complications are challenging health problems which affect both
quality of life and life expectancy in diabetic patients. There are
studies in which hypertension, microalbuminuria, retinopathy,
and neuropathy are reported with variable frequencies related to
metabolic control level and diabetes duration in adolescents with
T1DM (3,4,5,6). It is noteworthy that especially in adolescents,
microvascular complication frequency is more than the expected
in 2-5 years’ time following initiation of T1DM (1). In the latest global
consensus report published in 2011 by the International Society
for Pediatric and Adolescent Diabetes (ISPAD) and International
Diabetes Foundation (IDF), it has been recommended that annual
screening for microvascular complications should be started from
age 11 years and after two years diabetes duration (7). Periodical
screening for complications in diabetic patients, by providing
information both to the diabetes team and the family, serves to
improve metabolic control, and consequently early precautions
can be taken. In this present study, screening results for
microvascular complications are evaluated according to current
consensus recommendations in T1DM patients of a pediatric
endocrinology clinic, aiming to define the time of occurrence of
complications and the related risk factors involved.

Methods
The study was designed as a cross-sectional analysis covering
data from 2011 to 2012 on adolescent T1DM patients followed
in the Pediatric Endocrinology Clinic of the Ankara Pediatric
Hematology Oncology Training and Research Hospital. The study
group consisted of 155 T1DM subjects (67 male, 88 female)
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Table 1. Characteristics of patients with >2 years diabetes duration assessed for diabetic complications
Characteristics
n (%)
Age (years)

Overall

Females

Males

155 (100)

88 (56.8)

67 (43.2)

p

14.4±2.1 (11.0-18.0)

14.4±2.0 (11.0-18.0)

14.3±2.1 (11.0-18.0)

NS

Age at diagnosis (years)

7.4±3.6 (1.1-15.7)

7.3±3.4 (1.1-14.2)

7.6±3.7 (1.5-15.7)

NS

Diabetes duration (years)

6.3±2.9 (2.0-16.0)

6.5±3.5 (2.0-14.0)

6.1±2.8 (2.4-15.0)

NS

HbA1c (%)

8.4±1.4 (5.6-13.2)

8.4±1.4 (6.0-12.8)

8.4±1.4 (5.6-13.2)

NS

BMI (kg/m2)
Obesity
Dyslipidemia

20.7±3.5

21.6±3.5

19.6±3.2

0.0001

19/155 (12.3)

15/88 (17.0)

4/67 (6.0)

0.03

47/155 (30.3)

31/88 (35.2)

16/67 (23.9)

0.089

TC (mg/dL)

170.7±36.7 (86-288)

176.8±35.5 (107-285)

162.7±37.1 (86-288)

0.02

TG (mg/dL)

113.7±68.8 (26-431)

118.5±71.1 (26-431)

107.6±65.7 (44-343)

0.33

LDL-C (mg/dL)

89.5±27.6 (34-197)

94.0±26.5 (39-197)

83.5±28.3 (34-167)

0.01

HDL-C (mg/dL)

58.4±14.9 (31-102)

58.3±15.3 (33-102)

58.7±28.3 (31-90)

Microalbuminuria

25/155 (16.1)

17/88 (19.3)

8/57 (11.9)

NS

Hypertension

19/155 (12.3)

11 (14.7)

8 (20.0)

NS

1/155 (0.6)

-

1 (1.5)

-

none

none

none

-

26 (16.7)

17 (19.3)

9 (13.4)

0.587

Peripheral nerve abnormality
Retinopathy
Complication rate (%)

Data are expressed as numbers (%) or as mean±standard deviation (minimum-maximum)
HbA1c: glycosylated hemoglobin, BMI: body mass index, TC: total cholesterol, TG: triglyceride, LDL-C: low-density lipoprotein cholesterol, HDL-C: high-density lipoprotein cholesterol,
NS: not significant

diagnosed in their prepubertal period, who were over age 11 years
at the time of the study and had a diabetes duration of longer than
2 years. All patients were seen at 3-month intervals and all were
on multiple dose flexible insulin treatment. Chronological age,
age at diagnosis, diabetes duration, height, weight, body mass
index (BMI), and in cases with microvascular complications,
date of diagnosis of these complication and diabetes duration
at that time, were recorded. Patients with T2DM, MODY, and
syndromic diabetes (Down syndrome, Wolfram syndrome, etc.)
were excluded from the study. Informed consent was taken from
the patients and their families. The study was approved by the
local ethics committee of the hospital.
Screening for Microvascular Complications
In screening for diabetic nephropathy, urine microalbumin
level and renal ultrasonography were requested. A urinary
albumin excretion of 30-300 mg/L in at least two urine samples
in a 24-hour period was evaluated as microalbuminuria, and
an albumin level over 300 mg/L in the urine was defined as
macroalbuminuria (7).
For detection of retinopathy, fundus examination was
performed by an ophthalmologist, after mydriatic application.
Fundus imaging was performed in suspected cases.
For evaluation of neuropathy, a neurological examination was
performed by a pediatric neurologist and in suspected cases,
electromyography was performed.
Assessment of Hypertension
Systolic and diastolic blood pressure percentiles defined
for Turkish children according to age and gender were used
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for evaluation of blood pressure (8). A blood pressure value
over 95% of the reference value for age and gender in at least
two measurements taken after a 10-minute resting period
by a standard aneroid manometer device was accepted to
be indicative of hypertension. Hypertension was definitely
diagnosed in these cases by performing further evaluation via
24-hour Holter monitoring. Previously published data were used
to define hypertension by 24-hour blood pressure monitoring
(9). In patients with co-existent microalbuminuria, the patient
records were investigated for presence of hypertension prior to
the microalbuminuria.
Assessment of Metabolic Control
Mean value of the past year’s glycosylated hemoglobin
(HbA1c) was used for assessment of metabolic control. In
cases with complications, the mean HbA1c value in the year
preceding the date of the defined complication was used in the
assessment.
Evaluation of Dyslipidemia
Blood levels of total cholesterol (TC), triglyceride (TG), and
high-density lipoprotein cholesterol (HDL-C) were measured in
the biochemistry laboratory of our hospital with standard methods
using a Roche Modular-P device. Low-density lipoprotein
cholesterol (LDL-C) values were computed according to the
Friedewald formula. In accordance with the recommendations
of American Diabetes Association and, National Cholesterol
Education Program dyslipidemia was defined as a TC level
>200 mg/dL, a TG level >150 mg/dL, a LDL-C level >130 mg/
dL, and a HDL-C level <40 mg/dL (10). For a better evaluation of
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Table 2. Clinical and laboratory differences between microalbuminuria
(+)/(-) groups
Parameters

Microalbuminuria
(+)

Microalbuminuria
(-)

p-value

n (%)

25 (16.1)

130 (83.9)

-

Age at last
visit (years)

14.6±2.1

14.3±2.0

NS

Gender,
female (%)

17/25 (68.0)

71/130 (54.6)

NS

Age at onset
of diabetes
(years)

7.1±3.7

8.2±3.3

0.030

Diabetes
duration
(years)

7.4±2.9

6.1±2.9

0.036

Insulin dose
(U/kg/day)

1.0±0.3

1.0±0.2

NS

HbA1c (%)

9.3±1.4

8.2±1.4

0.001

Hypertension
(%)

9/25 (36.0)

10/130 (7.7)

0.001

Dyslipidemia
(%)

12/25 (48.0)

35/130 (26.9)

0.034

Data are expressed as numbers (%) or as mean±standard deviation (SD)
HbA1c: glycosylated hemoglobin, NS: not significant

Table 3. Logistic regression analysis of risk factors for microalbuminuria
p-value

Odds ratio

(95% CI)

Hypertension

0.0001

0.148

(0.052-0.419)

HbA1c

0.02

1.643

(1.207-2.236)

Diabetes duration

0.03

1.160

(1.007-1.336)

Dyslipidemia

0.04

0.399

(0.166-0.958)

HbA1c: glycosylated hemoglobin, CI: confidence interval

dyslipidemia as a risk factor in the development of complications,
the mean figure for lipid values at two different periods of the
year at which the complication was detected was calculated. In
cases without complication, the most recent lipid results were
recorded.
Statistical Analysis
Statistical analysis was performed using SPSS version
13.0 (SPSS Inc., Chicago, IL). The data were presented as
means±standard deviation (SD), where appropriate. A p-value of
less than 0.05 was accepted as significant. Mann-Whitney U and
chi-square tests were used for comparison of continuous and
categorical data, respectively. Binary logistic regression analysis
was used to examine the association between microalbuminuria
and explanatory variables (hypertension, HbA1c level, diabetes
duration, dyslipidemia, etc). Each variable was assessed
individually step by step in the regression model. Those which
were statistically significant were included in the final model.

Results
Mean diabetes duration of the study patients was 6.3±2.9 (216) years. Diabetes duration was 2.0-4.9 years in 27.6% (n=43),
5.0-9.9 years in 58.2% (n=90), and 10 years and more in 14.2%
(n=22) of the cases. All cases were in their adolescent ages, and
78.7% (n=122) of them had been diagnosed in their prepubertal
period. Clinical and laboratory characteristics of the male and
female patients are shown in Table 1.
In our study group of diabetic patients, 25 cases (16.1%)
were found to have microalbuminuria. One patient also
developed peripheral neuropathy. There were no cases with
retinopathy. When patients with and without microalbuminuria
were compared, significant differences were observed in age at
initial diagnosis, diabetes duration, HbA1c level, hypertension,
and dyslipidemia frequencies between the two groups (Table 2).
High blood pressure, high HbA1c levels, long diabetes
duration, and dyslipidemia were all found to be significant risk
factors for microalbuminuria development (Table 3).
Time of initial diagnosis of microalbuminuria after diagnosis
and time of initiation of ACE inhibitor (enalapril) treatment
ranged between 10 months and 13.1 years (mean 5.3 years).
Of these cases, five (24%) developed this complication within
the first 2 years of the disease, whereas 6 patients (28%)
developed complications in 2-5 years. Out of 25 cases with
microalbuminuria, 9 had hypertension; 8 of these patients
were previously diagnosed with hypertension, whereas 1
case was diagnosed with hypertension concomitantly with
microalbuminuria. ACE inhibitors were prescribed to all
hypertensive cases as soon as this complication was detected.
However, it was found that compliance to this treatment was
poor and that the patients did not use ACE inhibitors regularly
until they developed microalbuminuria. Only one male patient
reported that he had been smoking in the past one year. No
microvascular complications or hypertension were detected in
this patient.

Discussion
Microalbuminuria was the most common microvascular
complication in this group of adolescents with T1DM and it
was present in 16.1% of the cases. Microalbuminuria was to be
related to higher HbA1c levels, dyslipidemia, hypertension, longer
diabetes duration, and to younger age at diagnosis. The most
prominent risk factors for microalbuminuria were hypertension,
higher HbA1c levels, longer diabetes duration, and dyslipidemia.
Half of the 25 patients with microvascular complications were
detected to have persistent microalbuminuria in the first 5 years
of diagnosis, and approximately in one quarter of these, the
microalbuminuria was diagnosed in their first 2 years of diabetes.
Diabetic nephropathy is the most frequently observed
microvascular complication in adolescents with T1DM and the
one with the earliest onset. In earlier studies, microalbuminuria
rates were reported to vary between 3% and 25.4%, depending
on diabetes duration (3,4,5,11,12,13). In adolescent diabetics,
macroalbuminuria, end-stage renal disease (ESRD), retinopathy,
and neuropathy were also reported with various frequencies
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(3,4,5,11,13). In our study group, there were no cases with
macroalbuminuria or ESRD. Since the follow-ups of our patients
were performed regularly at 3-month intervals, we believe that
the detection and treatment of microalbuminuria at an early stage
might have had a role in preventing macroalbuminuria and ESRD
development. Peripheral neuropathy was observed in one case,
and there were no cases with retinopathy. These findings can be
attributed to the relatively short diabetes duration as well as to
the lower HbA1c values of our patients as compared with those
in other studies.
In our study group, hypertension was detected in 19 cases,
and 1/3 of cases with microalbuminuria were hypertensive.
In the risk analysis, hypertension was defined as the most
significant risk factor for microalbuminuria. Similar outcomes
were reported in both adolescent and adult screening studies
for diabetic complications (4,13,14). Hypertension was found to
increase cardiovascular risk in T1DM patients, and to expedite
ESRD progression in cases with microalbuminuria (15,16). We
believe that blood pressure measurements should be a part of
routine examinations in outpatient visits scheduled at 3-month
intervals for all T1DM patients starting from the time of diagnosis.
Treatment with ACE inhibitors in hypertensive cases and close
monitoring of this treatment would contribute to delayed
development of microvascular complications.
The effect of good metabolic control on prevention and
delay of microvascular complications has been well established
by the Diabetes Control and Complications Trial (DCCT) results
(17). In the adolescent cohort of this study, it was shown that
a difference of 1.7% in intensive treatment and HbA1c led to
a decrease of more than 50% in frequency of retinopathy,
neuropathy, and microalbuminuria (18). In the Epidemiology
of Diabetes Interventions and Complications (EDIC) study, the
maintaining of this effect was also defined (19). In many studies,
significantly higher HbA1c levels were shown in diabetic cases
with microalbuminuria (3,4,5,11,12,13,14,15). Our results also
demonstrate the reported relationship between poor glycemic
control and microalbuminuria. It is therefore very important
to achieve the best possible glycemic control in childhood
and adolescence to prevent or to delay long term micro and
macrovascular complications of T1DM.
The relationship of dyslipidemia with diabetic nephropathy
and retinopathy was revealed by DCCT/EDIC studies (20,21).
In one study, it was shown that increased cholesterol in serum
increased the formation of advanced glycolysation end products
(AGE) and that these products were related to diabetic renal
disease (22). In our study, we found that dyslipidemia prevalence
was significantly high in patients with microalbuminuria and
that dyslipidemia was an independent risk factor for diabetic
nephropathy.
Longer duration of diabetes, older age and puberty were
determined as risk factors for complications in previous reports
(4,11,13). For the same diabetes duration, age and puberty
increase the risk for retinopathy and elevated albumin excretion
rate (5). Changes in nutrition habits and life style in puberty,
together with hormonal and metabolic changes which increase
insulin resistance, complicate achievement of glycemic control.
High blood glucose level and high HbA1c values contribute to
the development of microvascular complications. In our study,
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all cases were adolescents, and there were no significant age
differences between the groups with and without microvascular
complications. Similar to previous studies, we also determined
that longer diabetes duration was related to microalbuminuria
rates (4,11,13).
In recent publications, it has been reported that male
gender, smoking and high BMI were additional risk factors for
the development of diabetic nephropathy (12,13,16,23,24).
In our study, no difference in frequency of microalbuminuria
was observed between males and females. Although obesity
was slightly more frequent in girls than in boys, no difference
in microalbuminuria was detected between obese and nonobese subjects. Fortunately, smoking frequency was very low
in our diabetic cases. In a large cohort of German and Austrian
adolescents and young adults, smoking frequency was reported
as 10.5% and 34.8%, respectively (16). Because smoking is
very significantly related to hypertension, diabetic nephropathy
and cardiovascular risk factors, the harmful effects of smoking
should be an important part of the health advice offered in the
follow-up visits of children and adolescents with T1DM (6,25,26).
We believe that one important result of our study was to show
that microalbuminuria can develop a short time after the onset of
diabetes. Five of our patients developed microalbuminuria within
their first 2 years of diabetes, and 12 patients within their first
5 years. The patients who developed microalbuminuria within
their first 2 years of diabetes were found to have proteinuria in
their spot urine samples during their routine follow-up visits and
presence of microalbuminuria was definitely diagnosed in the 24hour urine samples of two of these patients. We recommend
that microalbuminuria screening should be started after the 2nd
year of the diagnosis of diabetes and also wish to emphasize
that proteinuria detected in spot urine samples should also be
considered significant during routine controls.
The weakest aspect of our study is that it was a singlecentered, cross-sectional study, and therefore included a relatively
small number of microalbuminuria cases, making generalizations
difficult. However, we believe that our results have provided
significant data to review the rationality of the current consensus
on screening.
Screening for microvascular complications in adolescents
with T1DM is an appropriate approach when the second year
of diagnosis is completed, or after 11 years of age, as has been
indicated in the ISPAD/IDF consensus for microalbuminuria.
However, it should also be remembered that diabetic nephropathy
can have an earlier start in some cases. Our results and those
of the Australian screening study indicate that microvascular
complications other than nephropathy are very rare in the early
period (3). Therefore, it might be more appropriate to decide on the
screening time for diabetic retinopathy and peripheral neuropathy
according to the findings of individual patients. Patients with
poor metabolic control, with dyslipidemia and hypertension can
be included in the early screening program, while this can be
postponed to a visit after 5 years of diabetes in cases with good
metabolic control and without hypertension or dyslipidemia.
In conclusion, in adolescents with T1DM, diabetic
nephropathy is not rare in the early phase of the diabetes. Starting
the screening after the first 2 years of the diabetes appears to be
an appropriate approach. In addition to good metabolic control
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to prevent and to delay microvascular complications in diabetic
children and adolescents, early diagnosis and treatment of
hypertension and dyslipidemia are also important.

References
1. Kim H, Elmi A, Henderson CL, Cogen FR, Kaplowitz PB.
Characteristics of children with type 1 diabetes and persistent
suboptimal glycemic control. J Clin Res Pediatr Endocrinol
2012;4:82-88.
2. Demir K, Altincik A, Abaci A, Buyukgebiz A, Bober E. Growth
of children with type 1 diabetes mellitus. J Clin Res Pediatr
Endocrinol 2010;2:72-77. Epub 2010 May 4
3. Cho YH, Craig ME, Hing S, Gallego PH, Poon M, Chan A,
Donaghue KC Microvascular complications assessment in
adolescents with 2- to 5-yr duration of type 1 diabetes from
1990 to 2006. Pediatr Diabetes 2011;12:682-689. Epub 2011
Mar 24
4. Olsen BS, Johannesen J, Sjølie AK, Borch-Johnsen K, Hougarrdss
P, Thorsteinsson B, Prammingss S, Marinelli K, Mortensen HB.
Metabolic control and prevalence of microvascular complications
in young Danish patients with Type 1 diabetes mellitus. Danish
Study Group of Diabetes in Childhood. Diabet Med 1999;16:7985.
5. Donaghue KC, Craig ME, Chan AK, Fairchild JM, Cusumano JM,
Verge CF, Crock PA, Hing SJ, Howard NJ, Silink M. Prevalence
of diabetes complications 6 years after diagnosis in an incident
cohort of childhood diabetes. Diabet Med 2005;22:711-718.
6. Scott A, Toomath R, Bouchier D, Bruce R, Crook N, Carroll
D, Cutfield R, Dixon P, Doran J, Dunn P, Hotu C, Khant M,
Lonsdale M, Lunt H, Wiltshire E, Wu D. First national audit of
the outcomes of care in young people with diabetes in New
Zealand: high prevalence of nephropathy in Maori and Pacific
Islanders. N Z Med J 2006;119:2015.
7. 2011 Global IDF/ISPAD Guideline for Diabetes in Childhood and
Adolescence/www.ispad.org
8. Tümer N, Yalçinkaya F, Ince E, Ekim M, Köse K, Cakar N, Kara
N, Ozkaya N, Ensari C, Onder S. Blood pressure nomograms for
children and adolescents in Turkey. Pediatr Nephrol 1999;13:438443.
9. Soergel M, Kirschstein M, Busch C, Danne T, Gellermann J,
Holl R, Krull F, Reichert H, Reusz GS, Rascher W. Oscillometric
twenty-four-hour ambulatory blood pressure values in healthy
children and adolescents: a multicenter trial including 1141
subjects. J Pediatr 1997;130:178-184.
10. Maahs DM, Wadwa RP, Bishop F, Daniels SR, Rewers M,
Klingensmith GJ. Dyslipidemia in youth with diabetes: to treat
or not to treat? J Pediatr 2008;153:458-465.
11. Salgado PP, Silva IN, Vieira EC, Simões e Silva AC. Risk factors for
early onset of diabetic nephropathy in pediatric type 1 diabetes.
J Pediatr Endocrinol Metab 2010;23:1311-1320.
12. Harjutsalo V, Maric C, Forsblom C, Thorn L, Wadén J, Groop
PH; FinnDiane Study Group. Sex-related differences in the
long-term risk of microvascular complications by age at onset
of type 1 diabetes. Diabetologia 2011;54:1992-1999. Epub
2011 Apr 21
13. Raile K, Galler A, Hofer S, Herbst A, Dunstheimer D,
Busch P, Holl RW. Diabetic nephropathy in 27,805 children,
adolescents, and adults with type 1 diabetes: effect of
diabetes duration, A1C, hypertension, dyslipidemia, diabetes
onset, and sex. Diabetes Care 2007;30:2523-2528. Epub
2007 Jul 13
14. Mortensen HB, Marinelli K, Nørgaard K, Main K, Kastrup KW,
Ibsen KK, Villumsen J, Parving HH. A nation-wide crosssectional study of urinary albumin excretion rate, arterial blood
pressure and blood glucose control in Danish children with

type 1 diabetes mellitus. Danish Study Group of Diabetes in
Childhood. Diabet Med 1990;7:887-897.
15. Stamler J, Vaccaro O, Neaton JD, Wentworth D. Diabetes, other
risk factors, and 12-yr cardiovascular mortality for men screened
in the Multiple Risk Factor Intervention Trial. Diabetes Care
1993;16:434-444.
16. Schwab KO, Doerfer J, Hecker W, Grulich-Henn J, Wiemann
D, Kordonouri O, Beyer P, Holl RW; DPV Initiative of the
German Working Group for Pediatric Diabetology. Spectrum
and prevalence of atherogenic risk factors in 27,358 children,
adolescents, and young adults with type 1 diabetes: crosssectional data from the German diabetes documentation and
quality management system (DPV). Diabetes Care 2006;29:218225.
17. The effect of intensive treatment of diabetes on the development
and progression of long-term complications in insulin-dependent
diabetes mellitus. The Diabetes Control and Complications Trial
Research Group. N Engl J Med 1993;329:977-986.
18. White NH, Cleary PA, Dahms W, Goldstein D, Malone
J, Tamborlane WV; Diabetes Control and Complications
Trial (DCCT)/Epidemiology of Diabetes Interventions and
Complications (EDIC) Research Group. Beneficial effects of
intensive therapy of diabetes during adolescence: outcomes
after the conclusion of the Diabetes Control and Complications
Trial (DCCT). J Pediatr 2001;139:804-812.
19. Writing Team for the Diabetes Control and Complications Trial/
Epidemiology of Diabetes Interventions and Complications
Research Group. Sustained effect of intensive treatment of type
1 diabetes mellitus on development and progression of diabetic
nephropathy: the Epidemiology of Diabetes Interventions and
Complications (EDIC) study. JAMA 2003;290:2159-2167.
20. Jenkins AJ, Lyons TJ, Zheng D, Otvos JD, Lackland DT,
McGee D, Garvey WT, Klein RL; DCCT/EDIC Research Group.
Lipoproteins in the DCCT/EDIC cohort: associations with
diabetic nephropathy. Kidney Int 2003;64:817-828.
21. Lyons TJ, Jenkins AJ, Zheng D, Lackland DT, McGee D, Garvey
WT, Klein RL. Diabetic retinopathy and serum lipoprotein
subclasses in the DCCT/EDIC cohort. Invest Ophthalmol Vis
Sci 2004;45:910-918.
22. Galler A, Müller G, Schinzel R, Kratzsch J, Kiess W, Münch
G. Impact of metabolic control and serum lipids on the
concentration of advanced glycation end products in the
serum of children and adolescents with type 1 diabetes,
as determined by fluorescence spectroscopy and nepsilon(carboxymethyl)lysine ELISA. Diabetes Care 2003;26:26092615.
23. Stone ML, Craig ME, Chan AK, Lee JW, Verge CF, Donaghue
KC. Natural history and risk factors for microalbuminuria in
adolescents with type 1 diabetes: a longitudinal study. Diabetes
Care 2006;29:2072-2077.
24. Svensson M, Sundkvist G, Arnqvist HJ, Björk E, Blohmé G,
Bolinder J, Henricsson M, Nyström L, Torffvit O, Waernbaum
I, Ostman J, Eriksson JW; Diabetes Incidence Study in
Sweden (DISS. Signs of nephropathy may occur early
in young adults with diabetes despite modern diabetes
management: results from the nationwide population-based
Diabetes Incidence Study in Sweden (DISS). Diabetes Care
2003;26:2903-2909.
25. Couper JJ, Staples AJ, Cocciolone R, Nairn J, Badcock
N, Henning P. Relationship of smoking and albuminuria in
children with insulin-dependent diabetes. Diabet Med
1994;11:666-669.
26. Gay EC, Cai Y, Gale SM, Baron A, Cruickshanks KJ, Kostraba
JN, Hamman RF. Smokers with IDDM experience excess
morbidity. The Colorado IDDM Registry. Diabetes Care
1992;15:947-952.

149

