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ABSTRACT

The study could also compare the value of different
therapeutic maneuvers. Splitting the evening dose provides
better glycemic control with less hypoglycemia. Delaying night
basal (after the midnight) showed less incidence of morning
hypoglycemia.
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Introduction and aim of the work

Introduction and aim of the work

Type 1 diabetes (T1DM) is one of the most
common diseases of childhood. Even with the recent
epidemic of type 2 diabetes, TIDM still accounts for
approximately 85% of all cases of diabetes in children

(American Diabetes Association, 2010).

Diabetic children still have health care costs twice
as high as children who don't have diabetes. On the other
hand, the investment in the field of diabetes management
reduces the high future costs of long term diabetes

related complications (Icks et al., 2004).

Hyperglycemia is considered the primary
pathogenic factor in development of micro and

macrovascular complications (Nishikawa et al., 2004).

Retinopathy, neuropathy and nephropathy are the
most common long term complications of diabetes
mellitus (Diabetes Control and Complication Research
Group, 1993).



Introduction and aim of the work

Pediatric Clinics of North America recorded marked
decrement In the incidence rate of diabetes related
retinopathy and nephropathy in the last decade due to

more efficient glycemic control (Sarah et al., 2005).

In addition, Diabetes Control and Complication
Trial (DCCT), a large multicentric trial that involved 1441
patients with (T1DM) proved convincing evidence that
improved glycemic control conferred a significant risk
reduction for retinopathy, neuropathy and nephropathy
(Diabetes Control and Complication Research Group,
1993).

Intensive  insulin  therapy and continuous
subcutaneous insulin therapy were applied to achieve
euglycemia satisfactory to prevent microvascular and

macrovascular complications (Haller et al., 2005).

However, the major adverse effect of this regimen is
the greatly increased risk of moderate to severe

hypoglycemia (Pickup et al., 2005).

The experience of hypoglycemia is probably the

most hated and feared consequence of (T1DM) in



