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Introduction  Type 2 diabetes (DM2) carries 
a significant risk of cardiovascular disease, and 
in persons with newly diagnosed DM2 the risk of 
stroke is more than doubled in comparison with 
the general population.1 This supports the need 
for the recognition and aggressive management 

of cardiovascular risk factors in the early stages 
of DM2. It was demonstrated that early inten‑
sive diabetes treatment is beneficial and reduc‑
es long‑term risk of cardiovascular events and 
mortality.2-4 There is a paucity of data on the ex‑
tent to which treatment goals are met in patients 
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Abstract

Introduction  There is a paucity of data on meeting treatment goals in patients with newly diagnosed 
type 2 diabetes (DM2).
Objectives  The aim of the study was to characterize Polish patients with newly diagnosed DM2, to 
assess management of hyperglycemia, and to estimate the proportion of patients achieving the criteria 
of disease control recommended by the national clinical practice guidelines published in 2008.
Patients and methods  ARETAEUS1 was a cross‑sectional questionnaire‑based study conducted in 
several regions of Poland in 2009 (January–April). It involved 1714 patients with DM2 of any age and 
sex, treated for less than 24 months, and recruited by randomly selected physicians.
Results  Only 28.9% of patients with DM2 met the goal for glycated hemoglobin (HbA1c) control (<6.5%). 
In the total population, only 1.4% of all patients met all 3 goals (HbA1c, blood pressure, and lipid levels), 
12.5% – 2 goals, and 35.3% – only 1 goal; 50.7% did not meet any of the treatment goals. Achieving all 
of the treatment goals varied between the patient subgroups (in relation to the current diabetes treat‑
ment, age, sex, body mass index, and diabetes duration).
Conclusions  Most patients with newly diagnosed DM2 do not meet all their major treatment goals, 
which indicates relatively low adherence to the national guideline recommendations for diabetes con‑
trol and primary cardiovascular prevention in DM2. Metformin seems to be underused and titration of 
other glucose lowering medications may be insufficiently target‑driven. Assuming that adherence to 
the current clinical practice guidelines is beneficial for patients, we recommend that both practitioners 
and patients have increased awareness of these guidelines and of the ways to achieve and maintain 
treatment goals.
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DM2 and to assess the proportion of patients 
achieving diabetic control goals recommended by 
the DP clinical practice guidelines 2008.5 Newly 
diagnosed diabetes was defined as diabetes rec‑
ognized within the 2 previous years and meeting 
the criteria outlined in DP clinical practice guide‑
lines (consistent with those of the American Di‑
abetes Association).7

The study included adult patients of any age 
and sex diagnosed with DM2 within the previ‑
ous 2 years (after January 1, 2007). Patients had 
been recruited over 1 month‑period and each 
physician was asked to recruit at least 5 patients 
fulfilling the inclusion criteria. A total of 1714 
patients were recruited by 333 clinicians who 
agreed to participate and returned questionnaires 
(227 non‑diabetologists, mainly working in pri‑
mary health care institutions and 106 specialists 
in diabetology [specialists or physicians who com‑
pleted their training in diabetology and who work 
in diabetes outpatient clinics]). The question‑
naires were completed by physicians and no data 
was obtained directly from the patients. A ran‑
dom sample of clinicians stratified according to 
the size of the place of residence (5 categories) 
was drawn from a database including about 85% 
of all physicians registered in Poland.

The anonymous questionnaire contained ques‑
tions regarding DM2 patients: demographic data, 
cardiovascular medical history (cardiovascular 
events, hypertension, and lipid disorders accord‑
ing to the report of a participating physician), 
medical history concerning diabetes (duration, 
complications according to the report of a par‑
ticipating physician), test results (office blood 
pressure, glycated hemoglobin [HbA1c] and lipid 
levels), as well as treatment of diabetes, hyper‑
lipidemia and hypertension (details of hyperlip‑
idemia and hypertension treatment will be re‑
ported in a separate publication).

Statistical methods  We compared proportions 
of patients achieving treatment goals in the sub‑
groups with the χ2 test. For the comparison of 
the means, the t test was used for normal dis‑
tribution, and the  Mann‑Whitney test and 
Kruskal‑Wallis test for nonnormal distribution 
of the variables. The distribution was estimated 
on the basis of skewness coefficient and graphical 
picture. The t test for equal or nonequal varianc‑
es was used depending on the result of the Lev‑
ene’s test. All statistical analyses were conduct‑
ed using the SPSS 14.0 software.

Results  Characteristics of all patients partici‑
pating in the ARETAEUS1 study are presented in 
TABLE 1. The median levels of HbA1c (available for 
798 patients), total cholesterol, and triglycerides 
as well as the mean levels of low‑density lipopro‑
tein (LDL) cholesterol and blood pressure (listed 
in TABLE 1) were all above the thresholds recom‑
mended in the DP guidelines 2008 (current guide‑
lines at the time when the study was conducted5; 
recommendations for HbA1c <6.5% [according to 

with DM2 of short duration. This is the first re‑
port from Poland. We have addressed the ques‑
tion whether the current diabetes care strategies 
are sufficient to achieve treatment goals in those 
patients. The ARETAEUS1 study was designed to 
describe a population of patients with DM2 di‑
agnosed within the previous 2 years, and to as‑
sess the prevalence of cardiovascular risk factors, 
namely hypertension and lipid disorders. We also 
aimed to examine the pattern of medication use 
to control blood glucose in this group and to re‑
late achieved levels of control to the current clini‑
cal practice guidelines (2008) of the Diabetes Po‑
land (DP).5 We have also assessed the presence of 
micro- and macrovascular diabetic complications 
at that stage of the disease.

Patients and methods  A detailed description 
of the ARETAEUS1 study design, protocol, and 
patient characteristics, separately for patients re‑
cruited by non‑diabetologists and diabetologists, 
was published previously.6 Briefly, ARETAEUS1 
was a cross‑sectional questionnaire‑based study 
conducted in the various regions of Poland in 
2009 (January–April). The aim of the study was 
to characterize patients with newly diagnosed 

Table 1  Characteristics of the patient population in the ARETAEUS1 study

women, % (n) 50 (857)

age, mean (SD), y 60 (11.06)

time from diabetes diagnosis, mean (SD), mo 9.8 (7.6)

diabetes

<30 days, % (n) 11.5 (196)

≥30–90 days, % (n) 15.0 (255)

>90–180 days, % (n) 14.0 (238)

180–545 days, % (n) 40.6 (690)

>545–759 days, % (n) 18.9 (321)

BMI

mean (SD), kg/m2 30.6 (4.9)

proportions,  
n = 1689

<25 kg/m2, % (n) 10.4 (176)

25–30 kg/m2, % (n) 37.4 (636)

>30 kg/m2, % (n) 51.9 (877)

waist circumference,  
mean (SD), cm

women 96.4 (13.4)

men 103.1 (12.7)

HbA1c level, median (IQR), % 7.1 (1.54)

total cholesterol, median (IQR), mmol/l, n = 1580 5.34 (1.55)

LDL cholesterol, mean (SD), mmol/l, n = 1261 3.3 (1.01)

HDL cholesterol,  
mean (SD), mmol/l

women, n = 659 1.28 (0.32)

men, n = 663 1.19 (0.32)

triglycerides, median (IQR), mmol/l, n = 1486 1.81 (0.97)

BP, mean (SD), mmHg,  
n = 1696 

systolic 137 (17)

diastolic 83 (10)

fulfilling criteria for metabolic syndromea, %, n = 1544 83.3

diabetic retinopathy, % (n) 17.2 (181)

diabetic nephropathy, % (n) 7.4 (76)

diabetic foot, % (n) 1.8 (19)

a  metabolic syndrome criteria according to International Diabetes Federation8

Abbreviations: BMI – body mass index, BP – blood pressure, HbA1c – glycated hemo
globin, HDL – high‑density lipoprotein, IQR – interquartile range, LDL – low‑density 
lipoprotein, SD – standard deviation
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BMI below 25 kg/m2 more patients received sul‑
fonylurea (38%) than metformin in monothera‑
py (15%); both metformin and sulfonylurea were 
given in 19% of those patients. In the subgroup of 
patients with BMI 25–30 kg/m2, the percentag‑
es of those receiving metformin in monotherapy, 
metformin and sulfonylurea, or sulfonylurea in 
monotherapy were similar (28%, 25%, and 24%, 
respectively). Surprisingly, even though the pro‑
portion of patients treated with metformin in‑
creased steadily with increased BMI (from 36.9% 
of patients with BMI <25 to 73.9% of patients 
with BMI >30 kg/m2), substantial proportion of 
patients in the group with the highest BMI was 
not using metformin while taking other oral hy‑
poglycemic. Overall, among patients who were 
categorized as obese or overweight (89.6% of all 
patients), metformin was used in 64.3%. This 
medication was contraindicated in 3.6% of the pa‑
tients and withdrawn due to side effects in 1.7%, 
with no significant difference between the sub‑
groups with different BMI. When analyzed ac‑
cording to disease duration, metformin was found 
to be given in a similar mean daily dose, rang‑
ing from 1604 mg/day in diabetes treated for 
30–90 days to 1638 mg/day in patients treated 
for >545 days; except for the dose given within 
the first 30 days from diagnosis (1423 mg/day), 
which was significantly lower. When we exclud‑
ed patients without HbA1c test performed within 
the previous 6 months and compared metformin 
dose in the groups with HbA1c <6.5% (1550 mg/d) 
and ≥6.5% (1765 mg/d), we found no significant 
differences. Of note, across oral anti‑diabetic 
medication treatment categories, the propor‑
tion of patients with HbA1c below 6.5% was sig‑
nificantly higher in the subgroup on metform‑
in alone (46.3%) than in the subgroups on oth‑
er oral agents or combinations of oral agents (χ2, 
P <0.0001). The analysis of the drug use according 

the DP guidelines 2010 this threshold is applica‑
ble only in patients with diabetes of short dura‑
tion, namely those enrolled to the study; other‑
wise it is 7.0%], for total cholesterol <4.5 mmol/l, 
for LDL cholesterol <2.6 mmol/l [or <1.8 mmol/l 
in patients with coronary heart disease], for tri- 
glycerides <1.7 mmol/l, and for blood pressure 
<130/80 mmHg).

Hypertension was reported in 78%, lipid dis‑
orders in 74%, and previous acute coronary syn‑
dromes in 10.5% of the patients. For distribution 
of systolic and diastolic blood pressure values see 
FIGURE 1. Diabetes complications were reported in 
1.8% for diabetic foot, 7.4% for nephropathy, and 
17.2% for retinopathy. The comparison of patients 
with and without diabetic complications showed 
that the former were older (63 vs. 59 years), had 
a higher mean HbA1c level (7.6% vs. 7.36%), higher 
mean blood pressure (141/84 vs. 136/82 mmHg), 
and were more likely to have coronary heart dis‑
ease (51.2% vs. 24.4%); no significant differenc‑
es between those groups were found in regard to 
sex (women 51% vs. 52%), mean body mass in‑
dex (BMI) (31.2 vs. 30.5 kg/m2), or LDL choles‑
terol levels (3.4 vs. 3.13 mmol/l).

HbA1c levels above or equal to 6.5% were re‑
ported in 71% of all patients; however, mean 
HbA1c decreased with the duration of the dis‑
ease (TABLE 2). When we considered less strin‑
gent threshold (<7%), 49.6% of the patients had 
lower HbA1c levels.

Pharmacological treatment was administered 
in 96% of all patients: 32% were treated with 
metformin in monotherapy, 19% with sulfony‑
lurea in monotherapy, 26% received metform‑
in and sulfonylurea; all drug combinations are 
listed in TABLE 3A. Similar patterns were observed 
in the subgroups with HbA1c below and above 
or equal to 6.5% and BMI above 30 kg/m2. On 
the contrary, in the subgroup of patients with 
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[the results in the subgroups divided by hyper‑
tension and lipid‑lowering treatment will be pre‑
sented elsewhere], etc. [TABLE 4B, C, D]) according 
to the number of the achieved treatment goals 
(HbA1c, LDL, and BP levels), from 0 to 10.7% (usu‑
ally between 1 and 2%) of the patients met all 3 
treatment goals. We have also estimated the pro‑
portion of patients meeting the recommended 
goals for glucose control according to current di‑
abetes treatment (TABLE 4B). In most subgroups, 
the percentage of patients not meeting any of 
the treatment goals was between 40% and 60%. 
The percentage of patients meeting 2 of 3 treat‑
ment goals was between 2.3% and 43.1% in differ‑
ent subgroups. In most subgroups, the percent‑
age of patients meeting 2 treatment goals was be‑
tween 10% and 20%. The percentage of patients 
meeting 1 out of 3 treatment goals ranged from 
about 18% to 60%. In most subgroups the per‑
centage of patients meeting 1 treatment goal was 
between 30% and 40%.

Discussion  Newly diagnosed and early (first 
2–5 years from diagnosis) DM2 is generally 

to the duration of the disease and HbA1c level dem‑
onstrated that with longer duration of the disease, 
more patients were receiving antidiabetic drugs, 
and the proportion of patients receiving met‑
formin in monotherapy or metformin and sul‑
fonylurea increased, while the proportion of pa‑
tients receiving sulfonylurea in monotherapy de‑
creased (TABLE 3B).

TABLES 4A–D present the results of the analy‑
sis of the number (and type) of treatment goals 
reached in the total population and in the sub‑
groups. The data for this outcome were available 
for 623 patients. In the total population, only 
1.4% of all patients met all 3 goals, 12.5% – 2 goals 
and 35.3% – only 1 goal; 50.7% did not meet any 
of the treatment goals (Table 4A, Figure 2). TABLE 4A 
also presents the results in the subgroups, in‑
cluding patients who: 1) had diabetes for up to 
1 year or for over 1 year, 2) fulfill and do not ful‑
fill the criteria for metabolic syndrome, and 3) 
meet and do not meet blood pressure, HbA1c, and 
LDL treatment goals. When we analyzed the sub‑
groups of patients (by age, sex, duration of disease, 
type of comorbidities, type of diabetes treatment 

Table 2  Glycemic control according to the duration of the disease in patients with newly diagnosed diabetes participating in the ARETAEUS1 study, % (n)

HbA1c <6.5% HbA1c ≥6.5% HbA1c <7% HbA1c ≥7%

overall population, n = 798 28.9 (231) 71.1 (567) 49.6 (396) 50.4 (402)

HbA1c <6.5% HbA1c ≥6.5% HbA1c, mean (SD)a 

duration of 
the disease, 
n = 669b

<30 days, n = 42 16.7 (7) 83.3 (35) 8.8 (2.3)

30–90 days, n = 85 12.9 (11) 87.1 (74) 8.2 (1.9)

>90–180 days, n = 100 39.0 (39) 61.0 (61) 7.3 (1.6)

>180–545 days, n = 312 30.8 (96) 69.2 (216) 7.2 (1.3)

>545 days, n = 130 30.8 (40) 69.2 (90) 7.2 (1.4)

a  significant difference between means in all subgroups divided by duration of the disease 
b  patients with HbA1c measured earlier than 6 months before the study were excluded from the analysis

Abbreviations: see TABLE 1

Table 3a  Current diabetes treatment according to HbA1c levels and body mass index in patients with newly diagnosed diabetes participating  
in the ARATAEUS1 study, % (n)

Type of treatment Overall 
population,  
n = 1714

HbA1c <6.5%, 
n = 231

HbA1c ≥6.5%, 
n = 567

BMI <25,  
n = 176

BMI 25–30,  
n = 637

BMI >30,  
n = 877

no antidiabetic drugs 4.2 (72) 2.2 (5) 3.2 (18) 4.5 (8) 3.6 (23) 4.6 (40)

metformin in monotherapy 31.7 (543) 46.3 (107) 22.6 (128) 15.3 (27) 28.1 (179) 37.7 (331)

sulfonylurea in monotherapy 19.0 (326) 16.0 (37) 12.2 (69) 38.1 (67) 24.2 (154) 11.1 (98)

metformin and sulfonylurea 26.2 (449) 22.9 (53) 32.3 (183) 19.3 (34) 25.1 (160) 28.5 (250)

metformin and insulin 4.4 (75) 1.7 (4) 6.7 (38) 1.7 (3) 3.8 (24) 5.2 (46)

sulfonylurea and insulin 0.9 (16) 1.7 (4) 0.9 (5) 0.6 (1) 1.4 (9) 0.7 (6)

metformin and other drug (not 
sulfonylurea or insulin)

2.0 (35) 0.4 (1) 3.5 (20) 0.6 (1) 1.9 (12) 2.5 (22)

sulfonylurea and other drug 
(not metformin or insulin)

1.1 (18) 0.9 (2) 1.6 (9) 1.1 (2) 1.3 (8) 0.9 (8)

insulin in monotherapy 5.7 (97) 5.2 (12) 8.6 (49) 15.9 (28) 5.2 (33) 3.8 (33)

other drug or drug 
combinations

4.8 (83) 2.6 (6) 8.5 (48) 2.8 (5) 5.5 (35) 4.9 (43)

Abbreviations: see TABLE 1
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the DP guidelines; overall, as few as 28.9% of the 
patients with DM2 met the goal for HbA1c con‑
trol. On the other hand, 49.6% of the patients 
reached the level of less than 7%, which still in‑
dicates reasonable therapeutic success that would 
be more appreciated in the view of the concur‑
rent 2010 DP recommendations.9 Since 2008, 
when our study was performed, there has been 

perceived as easy to control with oral medica‑
tions, but data on adherence to the guidelines in 
this population are limited. This study provides 
updated information on cardiovascular risk pro‑
file and glucose‑lowering treatment in patients 
with DM2 within 2 years from the diagnosis in 
clinical practice in Poland. Typical DM2 patients 
did not reach the clinical targets suggested in 

Table 3b  Current diabetes treatment in the total population and in the subgroups according to the duration of diabetes and HbA1c level in patients 
with newly diagnosed diabetes participating in the ARETAEUS1 studya, % (n)

Type of treatment
<30 days 30–90 days >90–180 days >180–545 days >545 days

<6.5%,  
n = 7

≥6.5%,  
n = 35

<6.5%,  
n = 11

 ≥6.5%,  
n = 74

<6.5%,  
n = 39

≥6.5%,  
n = 61

<6.5%,  
n = 96

≥6.5%,  
n = 216

<6.5%,  
n = 40

≥6.5%,  
n = 90

no antidiabetic drugs 0 11.4 (4) 9.1 (1) 6.8 (5) 2.6 (1) 0 2.1 (2) 1.9 (4) 0 3.3 (3)

metformin in 
monotherapy

28.6 (2) 31.4 (11) 45.5 (5) 29.7 (22) 33.3 
(13)

21.3 (13) 52.1 (50) 20.8 (45) 47.5 
(19)

24.4 (22)

sulfonylurea in 
monotherapy

28.6 (2) 5.7 (2) 36.4 (4) 10.8 (8) 20.5 (8) 9.8 (6) 12.5 (12) 14.8 (32) 12.5 (5) 10.0 (9)

metformin and 
sulfonylurea

0 17.1 (6) 9.1 (1) 28.4 (21) 28.2 
(11)

36.1 (22) 25.0 (24) 33.3 (72) 25.0 
(10)

27.8 (25)

metformin and insulin 14.3 (1) 5.7 (2) 0 6.8 (5) 5.1 (2) 3.3 (2) 0 6.0 (13) 2.5 (1) 11.1 (10)

sulfonylurea and 
insulin

0 0 0 1.4 (1) 7.7 (3) 0 0 0.9 (2) 2.5 (1) 1.1 (1)

metformin and other 
drug (not sulfonylurea 
or insulin)

0 0 0 4.1 (3) 0 4.9 (3) 1.0 (1) 4.2 (9) 0 2.2 (2)

sulfonylurea and other 
drug (not metformin 
or insulin)

0 0 0 0 0 0 1.0 (1) 2.8 (6) 0 1.1 (1)

insulin in monotherapy 14.3 (1) 20.0 (7) 0 5.4 (4) 0 8.2 (5) 4.2 (4) 7.9 (17) 10.0 (4) 11.1 (10)

other drug or drug 
combinations

14.3 (1) 8.6 (3) 0 6.8 (5) 2.6 (1) 16.4 (10) 2.1 (2) 7.4 (16) 0 7.8 (7)

a  for this analysis patients with HbA1c measured earlier than 6 months before the study were excluded

Abbreviations: see TABLE 1
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a tendency for less stringent glucose control tar‑
gets, reflecting the anxiety raised by the first re‑
sults of the ACCORD trial (Action to Control Car‑
diovascular Risk in Diabetes), published in 2008, 
which showed increased cardiovascular mortality 
in intensive diabetes treatment group.10-12 Further 
analysis of the ACCORD results revealed a higher 
mortality rate in those patients treated intensive‑
ly who were not able to reach treatment goals.13 
We believe that future diabetes treatment goals 
will be individualized to some extent, depending 
on the risk‑to‑benefit ratio assumed. With DM2 
being diagnosed at an earlier age and with lon‑
ger life expectancy than 20 or 30 years ago, there 
should be increased awareness of disease burden 
that the treatment could modify.14 Even though 
many glucose‑lowering treatment options exist, 
most patients with newly diagnosed DM2 are not 
meeting their treatment goals, similarly to those 
with longer‑lasting DM2, which was demonstrat‑
ed in other countries.15‑17 Many factors may pos‑
sibly play a role, but in diabetes care the most im‑
portant are the adequate choice and doses of med‑
ications prescribed and patients’ involvement in 
the process of care. We have no direct informa‑
tion from patients, and it was not possible to as‑
sess their satisfaction or level of anxiety associ‑
ated with the disease. The fact that the propor‑
tion of patients with HbA1c below 6.5% was sig‑
nificantly higher in the subgroup on metformin 
alone than in the subgroups on other oral agents 
or combinations of oral agents possibly reflects 
progression of the disease and/or conservative 
dosing of medications. The fact that substantial 
proportion of overweight or obese people do not 
use metformin reflects, in our opinion, underuse 
of that drug, which is supported by our finding 
that only a small proportion of patients do not 
receive metformin due to contraindications or 
side effects. Overall, glucose‑lowering medication 
titration might have been insufficiently target‑ 

-driven, with either medication choice or dosage 
being inadequate to maintain HbA1c below 6.5%. 
The fact that high percentage of patients with 
DM2 of short duration have inadequately con‑
trolled disease (HbA1c above the level indicated 
in the guidelines or above 7%) requires more at‑
tention. The results indicate either inadequate 
adherence to national clinical practice guideline 
recommendations, or that those DP 2008 guide‑
lines might have been difficult to follow.5 It is clear 
that the targets are not reached, but it cannot be 
excluded that physicians indeed follow the guide‑
lines; thus, it is the guidelines that might be inef‑
fective, and as such they may require revision to‑
wards greater efficacy of the recommended treat‑
ment procedures. Patients with recently diag‑
nosed DM2 are more likely to benefit from an in‑
tensive treatment than those with long‑lasting 
disease,4,10,18 so attention is needed to provide op‑
timal care at this stage of the disease using avail‑
able treatment options. It was noted that 97 pa‑
tients were treated with insulin (TABLE 3), which 
generally seems unusual for DM2 within the first Ta
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2 years from diagnosis, and possibly we cannot 
exclude that some of those patients might have 
presented with latent autoimmune diabetes in 
adults, misclassified as DM2. Another issue is 
the time from the disease onset to the actual di‑
agnosis that is unknown, but the presence of mi‑
crovascular diabetes complications in some of 
the patients indicates that screening for the dis‑
ease complications even in patients with DM2 of 
short duration is needed. Another possibility to 
diagnose those complications at milder stages or 
to delay their onset is to recommend a popula‑
tion screening program to diagnose DM2 at ear‑
lier stages, especially in patients with any other 
cardiovascular risk factors (obesity, hypertension, 
or dyslipidemia), but the benefits of such inter
vention are not clear. It is clear, however, that 
efforts should be made to increase practitioners’ 
and patients’ awareness of the fact that success‑
ful treatment of newly diagnosed and early DM2 
may have long‑lasting benefits (“legacy effect”).4 
Diabetes at this stage may be difficult to control 
and requires significant efforts to reach and main‑
tain treatment targets.
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Streszczenie

Wprowadzenie  Nie ma danych na temat spełniania kryteriów kontroli choroby ze świeżo rozpoznaną 
cukrzycą typu 2 (t2).
Cele  Badanie przeprowadzono w celu scharakteryzowania chorych ze świeżo rozpoznaną cukrzycą t2 
w Polsce, oceny leczenia hiperglikemii i  określenia odsetka chorych spełniających kryteria kontroli 
cukrzycy zalecane w polskich wytycznych praktyki klinicznej z 2008 roku.
Pacjenci i metody  Badanie ARETAEUS1 było przekrojowym badaniem kwestionariuszowym przepro‑
wadzonym w wielu regionach Polski w 2009 roku (styczeń–kwiecień). Badaniem objęto 1714 chorych 
na cukrzycę t2 w każdym wieku i obu płci leczonych przez <24 miesiące, włączonych do badania przez 
losowo wybranych lekarzy.
Wyniki  Jedynie 28,9% chorych na cukrzycę  t2 spełniło kryterium kontroli HbA1c (<6,5%). W całej 
populacji jedynie 1,4% chorych spełniło wszystkie kryteria kontroli choroby (HbA1c, ciśnienie tętnicze 
i profil lipidowy), 12,5% – dwa z tych kryteriów, 35,3% – jedno z tych kryteriów, a 50,7% chorych nie 
spełniło żadnego z tych kryteriów. Częstość spełnienia wszystkich kryteriów kontroli cukrzycy w pod‑
grupach chorych (m.in. wyodrębnionych ze względu na obecne leczenie cukrzycy, wiek, płeć wskaźnik 
masy ciała, czas trwania cukrzycy) była zróżnicowana.
Wnioski  Większość chorych ze świeżo rozpoznaną cukrzycą t2 nie spełnia wszystkich kryteriów kon‑
troli cukrzycy, co wskazuje na stosunkowo małą częstość przestrzegania polskich zaleceń klinicznych 
dotyczących kontroli cukrzycy i pierwotnej profilaktyki sercowo‑naczyniowej w cukrzycy t2. Wydaje się, 
że zbyt rzadko stosuje się metforminę, a dawkowania pozostałych leków hipoglikemizujących być może 
nie dostosowuje się dostatecznie do celu leczenia. Zakładając, że przestrzeganie aktualnych zaleceń 
praktyki klinicznej jest korzystne dla chorych, zalecamy zwiększenie świadomości lekarzy i pacjentów 
co do aktualnych wytycznych i sposobów osiągania i utrzymania celów leczenia.

Słowa kluczowe

badanie przekrojowe, 
cukrzyca typu 2, 
kontrola cukrzycy, 
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klinicznej


