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Diabetes mellitus type 2 (T2D), formerly known as noninsu-
lin-dependent diabetes, is a disorder arising from insulin re-
sistance and relative (rather than absolute) insulin deficiency 
in the absence of autoimmune β-cell destruction. It is a poly-
genic disorder involving interactions between genetic and 
environmental risk factors that result in pancreatic β-cell 
failure.1 

The true incidence and prevalence of T2D in children and 
adolescents remains unknown due to the lack of systematic 
screening, although numerous data corroborate an alarming 
increase in the past decade parallel to the increase in obesity.  
The latter constitutes the most frequent cause of insulin re-
sistance in childhood and adolescence and is also associated 
with prediabetic metabolic states, such as impaired fasting 
glucose or impaired glucose tolerance.2 

The onset of T2D occurs most frequently in adolescence, 
when insulin levels peak and insulin sensitivity decreases by 
around 30%.1

Type 2 diabetes is often asymptomatic. Patients may also pre-
sent with classic symptoms of diabetes, such as polyuria, poly-
dipsia, blurry vision and weight loss in association with glyco-
suria or even ketonuria. Patients may occasionally have onset 
with diabetic ketoacidosis or hyperglycaemic hyperosmolar 
nonketotic state, which may be fatal. 

The diagnostic criteria for diabetes (American Diabetes As-
sociation, 2015) are the following: 

•   ������� ������ ������� � ��� ����� �� ������ ������ ����������� ������ ������� � ��� ����� �� ������ ������ ���-
���� � �00 �����, �������� �� ��v���� ��������� �f w��h-
out symptoms (polyuria, polydipsia and weight loss). 

•   P����� ������� � �00 ����� � h���� �f��� ������� �h������� 
(���f����� w��h ����� �f �.75 � ��������k� �� � ��x���� 
of 75 g dissolved in water). 

•   G�y����� h�������b�� (HbA��) ≥ �.5%. 

In 2015, the American Diabetes Association recommended 
screening for T2DM in children with overweight (body mass 
����x  [BMI] � 85�h ����������  f��  ���  ���  ��x, w���h�  f�� 
h���h� � 85�h ����������, �� w���h� � ��0% �f ����� f�� h���h�) 

with 2 additional risk factors: 1) family history of T2D in first- 
�� ������������� ������v�; �) ����� ��h�����y (N���v� A����-
���, Af����� A�������, ������, A���� A�������, P���fi� I�������); 
3) signs of insulin resistance or conditions associated with 
insulin resistance: acanthosis nigricans, hypertension, dyslipi-
daemia, polycystic ovary syndrome, or small for-gestational-
age birth weight; and 4) maternal history of diabetes or ges-
tational diabetes.3

The use of HbA1c, as the sole marker for the diagnosis of DM 
remains controversial at present.3 

Youths with T2D have a high prevalence of complications re-
lated to diabetes and obesity, leading to a reduction of 15 
y���� �� ��f� �x�������y. V������ ������� h�v� ��������� �h�� �� 
the time of diagnosis, hypertension is found in 10% to 32% of 
patients, microalbuminuria in 14% to 22%, retinopathy in 9.3%, 
�y����������� �� �� �� 85%, ��� ��������h���� f���y ��v�� ���-
ease in 22% in the population aged less than 30 years.1 

A long-term study conducted in Japan over a period of 20 
y���� f���� �h�� �4% �f �h� �0�3 ������������ b����� b���� 
at a mean age of 32 years.1

A���h�� ����y �h�� f����w�� 4�� ������������ w��h ����y���-
��� T�DM �v�� � ���� ������ �f �.8 y����  f���� �h�� 3% 
required renal dialysis by 35 years of age.1 

In the current issue, Evidencias en Pediatría4 presents a critical 
review of an article that assessed the feasibility and effective-
ness of a computerised system (CHICA T2D) to identify chil-
dren aged 10 or more years and adolescents at risk for T2D 
and to coordinate screening for and diagnosis of T2D. It con-
cluded that the computerised support system was useful, as 
it was associated with an increase in testing of at-risk patients 
and improved followup, although its impact on health out-
comes is unknown.

As regards treatment, patients with T2D and their families 
must receive adequate education on diabetes, emphasising 
the need for frequent capillary blood glucose monitoring. 

Management must include nonpharmacological measures 
(changes in lifestyle, dietary interventions and increased 
physical activity) as well as pharmacotherapy (insulin and 
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metformin, the only agents approved in Europe and the Unit-
ed States).

Thus, primary prevention of T2D must aim at halting the obe-
sity pandemic and emphasise screening and early diagnosis of 
this disease, given the high prevalence of its associated com-
plications.3
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