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1. Introduction and purpose
Type 2 diabetes mellitus (T2DM) is a chronic metabolic disease that necessitates daily self-management as well as ongoing therapeutic care. Beyond blood glucose, it can affect independence, emotional well-being, kidney, cardiovascular health and employment. The purpose of this booklet is to educate health and social care workers as well as others who provide care in the United Kingdom. It critically considers the burden and causes of T2DM, its physical, psychological and social consequences, NHS treatments, care models and relevant policy. It then proposes practical improvements to person-centred care and self-management. The central argument is that good diabetes care should combine evidence-based clinical treatment with sustained, respectful support that recognises individual preferences and the social conditions shaping people’s ability to manage their health (NICE, 2026; Davies et al., 2022).  

2. Understanding Type 2 Diabetes Mellitus
T2DM is characterised by persistent hyperglycaemia arising mainly from insulin resistance and progressive inadequacy of pancreatic beta-cell insulin secretion. Normally, insulin facilitates the transfer of glucose from the blood into cells (WHO, 2024). The pancreas first produces more insulin to make up for the body’s worse response; however, this compensation may eventually be insufficient, and blood glucose levels rise (NICE, 2026). Persistent hyperglycaemia raises the risk of cardiovascular disease, chronic renal disease, retinopathy, neuropathy, and foot ulcers by damaging blood vessels and nerves (NHS. 2023).
2.1 Definition, prevalence and burden
The global burden is substantial. Although this number includes all forms of diabetes, the WHO (2024) predicted that 830 million people globally had diabetes in 2022. Over 95% of cases of diabetes are T2DM (Diabetes UK, 2025). According to the 11th Atlas of the International Diabetes Federation, 589 million adults between the ages of 20 and 79 had diabetes in 2024 (Genisaridi et al., 2026). The WHO and IDF employ different populations and methodology, therefore these estimates are not directly comparable. However, both point to a significant and expanding worldwide health issue, with increases occurring especially quickly in many low- and middle-income nations. According to the National Diabetes Audit, 3,713,155 individuals in England had T2DM in 2024-2025. Only 58.2% of integrated care boards had all eight recommended care processes documented, and achievement ranged from 38.6% to 73.5% (NHS England, 2026). This implies that there are regional variations in the availability of suggested monitoring. Audit measures must be interpreted carefully, too, as an unrecorded procedure can suggest that care was not provided or that documentation was lacking. Both scenarios are important, yet they call for different service answers. Therefore, outcomes including complications, patient experience, and needless admissions should be considered in addition to prevalence and care process data. The burden is not only clinical. Complications might damage employment, limit mobility and independence, and raise the need for social, medical, and family support services. However, risk can be decreased by screening, early identification, effective treatment, and prevention (WHO, 2024; NICE, 2026). Instead of presuming that the publishing of a guideline ensures constant adoption, the task is to ensure that evidence-based services are sustainable and accessible.
2.2 Risk factors and aetiology 
Biological, behavioural and societal factors interact to cause T2DM. Important risk factors include a history of gestational diabetes, ageing, genetic vulnerability, and family history. Additionally, several ethnic groups such as South Asian, Black African, and African-Caribbean populations in the UK have higher rates of type 2 diabetes. These trends could guide early risk assessment and proportionate prevention, but they shouldn't be viewed as a straightforward explanation based solely on ethnicity. Social circumstances, migration, service accessibility, and broader health determinants are all influenced by ethnicity (NICE, 2012; Hill-Briggs et al., 2021). Due in part to their effects on insulin sensitivity and metabolic health, physical inactivity, eating habits, smoking, and excessive obesity can raise risk. However, it is incorrect to suggest that all people with T2DM are obese or to portray T2DM as an unavoidable consequence of personal choices. These theories can stigmatise individuals and disregard biological variance, which may deter people from using services. Respectful, nonjudgmental language and treatment choices that take individuals' circumstances and preferences into consideration are key components of the ADA/EASD consensus (Davies et al., 2022). Additionally, social influences are significant. Opportunities to avoid and treat type 2 diabetes are shaped by factors such as income, education, housing, food security, employment habits, transportation, safe locations to exercise, and access to culturally relevant health information. Maintaining regular meals, appointments, or dietary modifications may be challenging for someone who works shifts or has food insecurity. According to Hill-Briggs et al. (2021), social determinants of diabetes must be addressed in addition to clinical risk factors. Therefore, for prevention to be effective, communities and services must take steps to lower obstacles in addition to providing individual support.

3. Physical, psychological and social impact 
Fatigue and major long-term problems can result from type 2 diabetes. As diabetes frequently coexists with hypertension and dyslipidaemia, cardiovascular disease is a serious issue. Monitoring urine albumin and kidney function is crucial because kidney disease can develop silently. While neuropathy and poor circulation raise the risk of foot ulcers and amputation, retinopathy can endanger vision. Preventive foot care and systematic risk assessment are advised by NICE (NICE, 2023; NICE, 2026). The length of diabetes, exposure to glucose, blood pressure, cholesterol, smoking, and timely access to care all affect the risks. Although its treatment context predates several modern medications, the UK Prospective Diabetes Study established the significance of controlling hyperglycaemia and other risk factors (UK Prospective Diabetes Study Group, 1998). Therefore, current recommendations include medications that have advantages beyond lowering HbA1c and combine glucose control with cardiovascular and renal protection (NICE, 2026; Davies et al., 2022). This is a change from using glucose as the only measure of achievement. 
Fear of complications, the burden of treatment, anxiety over day-to-day choices, and worries about stigma are examples of psychological effects. Diabetes distress is the emotional strain that comes with having and managing diabetes, and it affects some people. Additionally, anxiety and depression can coexist and make self-management, motivation, sleep, and attendance at appointments more challenging. These connections are probably reciprocal: management may be compromised by distress, and distress may be exacerbated by complications or difficult treatment. Missed appointments or difficulty following a plan should prompt exploration of barriers rather than an assumption that a person is unmotivated (Davies et al., 2022). Changes in family meals, social activities, work, and finances are examples of social effects. Individuals may have to pay for transportation, take time off work for appointments, or have trouble finding appropriate food. Family members can provide reminders, emotional support and practical help, but caring responsibilities may also create worry and fatigue. According to NICE's guidance on supporting adult caregivers, it is crucial to acknowledge the needs of caregivers and include them in care planning when they give their consent (NICE, 2020). Family involvement shouldn't come naturally to everyone because some people have unsupportive family relationships or prefer privacy. The wider impact is unequal. The Marmot review links health inequalities to social and economic conditions, while diabetes research identifies food insecurity, low income and limited access to resources as barriers to effective self-management (Marmot et al., 2020; Hill-Briggs et al., 2021). If people have different resources to act upon identical advice, the results may be uneven. In addition to clinical indicators, a whole-person approach must evaluate the individual's priorities, emotional health, social support, health literacy, and financial strain.

4. Evidence-based treatments available through the NHS
Education, lifestyle support, medication, monitoring, and problem prevention are all part of management. NICE NG28, which was revised in February 2026, suggests making customized decisions based on comorbidities, polypharmacy risks, preferences, and likely benefit. HbA1c and cardiovascular and renal outcomes are given more weight in its revised medication recommendations (NICE, 2026). When a person's circumstances and health change, their treatment plan should be reviewed and agreed upon with them. Structured diabetes self-management education helps people understand the condition, food choices, activity, medicines, monitoring and when to seek help. The DESMOND trial found that structured group education for people with newly diagnosed T2DM improved some outcomes, including weight and illness beliefs, although not all biomedical differences persisted over time (Davies et al., 2008). Education can increase knowledge and self-assurance, but one-time sessions are unlikely to guaranty long-term behaviour change or get past every practical obstacle. According to Davies et al. (2022), education should be easily accessible, culturally appropriate, and reviewed at the time of diagnosis, every year, and whenever a person's health or circumstances change. Instead of focusing on a single ideal diet, dietary advice should consider sustainable eating patterns, nutritional adequacy, and the individual's cultural, financial, and medical circumstances. Physical activity can improve metabolic health and wellbeing, while smoking cessation and management of blood pressure and lipids reduce cardiovascular risk. The NHS Type 2 Diabetes Path to Remission Program provides a low-calorie total diet replacement phase with clinical monitoring and coaching for those who qualify. It necessitates medication review and follow-up and is not appropriate for everyone (NHS England, 2026b). According to the DiRECT trial, some participants could experience remission with a structured weight-management program in primary care; however, remission was not always achieved, and relapse is still possible (Lean et al., 2018). Remission shouldn't be used as an excuse to discontinue regular monitoring or as a surefire cure. Clinical profile, kidney function, cardiovascular disease, heart failure, frailty, side effects, treatment burden, and patient preference all influence the choice of medication. For many adults without pertinent comorbidities, NICE's February 2026 recommendations include modified-release metformin and an SGLT-2 inhibitor, with additional options or alternatives for particular clinical groups. SGLT-2 inhibitors and GLP-1 receptor agonists may be selected for cardiovascular or renal benefits as well as glucose lowering (NICE, 2026). Prescribers should follow these guidelines rather than taking them as personal medical advice. Although gastrointestinal side effects and contraindications must be considered, metformin is widely used and generally effective. SGLT-2 inhibitors can benefit the kidneys and heart, but they also need to be managed with counselling regarding side effects. For certain patients, GLP-1 receptor agonists can improve weight and glycaemic control; however, access, tolerability, injection preferences, and eligibility are important factors. In certain situations, additional medications such as insulin, sulfonylureas, and DPP-4 inhibitors may be suitable. Benefit, harm, cost, treatment burden, and the individual's objectives must all be taken into consideration when ranking medications (Davies et al., 2022; NICE, 2026). HbA1c, blood pressure, cholesterol, kidney function, urine albumin assessment, foot examinations, and retinal screening should all be part of routine care. Systematic risk management is supported by NICE guidelines on diabetic foot issues and hypertension (NICE, 2019b; NICE, 2023). Another essential component of regular diabetes care is retinal screening (NHS, 2024). Care-process completion is incomplete and varies geographically, according to the National Diabetes Audit (NHS England, 2026a). As a result, services should make use of recall mechanisms, assign clear accountability for follow-up, and actively reach out to individuals who fail to complete reviews, all the while making sure that monitoring is accessible and meaningful rather than merely checking boxes. 

5. Models and frameworks for improved outcomes
5.1 UK model: the House of Care
Collaborative care planning is at the core of the UK's House of Care approach to long-term condition management. Its walls are responsive commissioning and organizational procedures, its roof is the care-planning dialog, and its foundations are informed, involved individuals and healthcare professionals ready to collaborate. Because it connects a person's priorities with scheduled clinical reviews, self-management assistance, and coordinated services, the model is pertinent to type 2 diabetes (NHS England, 2016).  Its challenge to a purely biomedical consultation, where professionals set goals and people are expected to comply, is one of its strengths. Identifying the person's priorities, agreeing on doable tasks, and tying clinical treatment to social or emotional support are all possible through shared planning. However, the model depends on time, trained staff, accessible information and organisational capacity. The care-planning discussion could become a formality if consultations are hurried or services are dispersed. Rather than being a stand-alone intervention that has been shown to overcome every obstacle, the model is best understood as a framework for service redesign.
5.2 International model: the Chronic Care Model
According to Wagner, Austin, and Von Korff (1996), the Chronic Care Model (CCM), which was developed in the United States, suggests that improved chronic disease outcomes depend on six interrelated components: clinical information systems, delivery-system design, community resources, self-management support, and healthcare organisation. Its goal is to facilitate communication between proactive, ready care teams and informed, engaged patients. This is pertinent to diabetes because services can find unmet needs and lessen fragmented care with the aid of planned reviews, evidence-based protocols, patient education, and registries. Bodenheimer, Wagner and Grumbach (2002a) reported that 32 of 39 studies of CCM-related interventions improved at least one diabetes process or outcome measure. This demonstrates the potential of the model, but the evidence is inconsistent: different interventions produced different results, and improvements in one measure do not always translate into higher quality of life or fewer disparities. Additionally, the CCM needs staff capacity, dependable data, and infrastructure, all of which may be more difficult to establish in settings with limited resources.
Both CCM and the House of Care encourage self-management and proactive, coordinated care. While the CCM provides a more comprehensive organisational framework for combining clinical data, delivery systems, and community resources, the House of Care emphasises collaborative care planning. They work well together. Their efficacy is contingent upon meaningful patient involvement, staff engagement, and local adaptation. Experience, access, complications, and equity should all be considered in the evaluation, not just HbA1c. 

6. Health and social care policy and implementation
The main national clinical framework for managing adult T2DM is NICE NG28, which was revised in February 2026. A more comprehensive approach than glucose-centred treatment alone is reflected in its emphasis on shared decision-making, cardiovascular and renal protection, and individualized medication selection (NICE, 2026). By establishing evidence-based expectations, NICE guidelines can lessen unwarranted variation. However, their implementation necessitates workforce capacity, prescribing access, education, monitoring systems, and clear accountability. 
The NHS Long Term Plan identified prevention, digital transformation and improved management of major long-term conditions as priorities (NHS England, 2019). While the Path to Remission Program provides an intervention for qualified individuals with established type 2 diabetes, the NHS Diabetes Prevention Program seeks to identify individuals at high risk and support lifestyle changes before diabetes develops (NHS England, 2026b; NHS England, 2026c). Although availability does not ensure equitable uptake, these programs offer opportunities for prevention and remission. Eligibility criteria, referral pathways, language, digital access, work commitments and local capacity can affect participation.
The Core20PLUS5 approach focuses NHS action on five clinical areas of priority for adults, locally identified PLUS groups with worse outcomes, and the most deprived 20% of the population (NHS England, 2021). Its equity focus is pertinent to diabetes prevention and complication management even though it is not a diabetes-specific treatment guideline. Examining local performance and identifying underserved groups is justified by the National Diabetes Audit's variation in care-process completion (NHS England, 2026a). To identify the reasons behind gaps, services should integrate community engagement with population-level audits. 
The NHS, local governments, and community services all share responsibilities, which must be taken into consideration during implementation. Primary care, specialised teams, dietitians, foot services, retinal screening, and social support can all be part of diabetes care. Inadequate communication may result in unclear responsibility or missed follow-up. Digital systems must not exclude individuals with low connectivity, low self-esteem, low language proficiency, or inaccessible technology, even though shared records and referral routes may enhance continuity. Access and results, not just the program's existence, should be used to evaluate policy. 

7. Recommendations for person-centred care and self-management
7.1 Make collaborative care planning routine
Professionals should inquire about the patient's priorities during diagnosis and every review, provide clear explanations of available options, and establish clear, attainable goals. The House of Care's tenets and NICE guidelines support shared decision-making (NICE, 2021; NHS England, 2016). In addition to clinical targets, goals could include symptom management, energy, and involvement in the workplace or family. When circumstances change, plans should be reviewed and recorded in an understandable format. 
7.2 Offer ongoing, accessible self-management education
Interpreters, easily readable or translated materials, flexible appointment schedules, and in-person alternatives to digital support should all be used to provide education at the time of diagnosis and at subsequent transition points. In order to assess health literacy, confidence, and practical barriers, professionals should use teach-back to check understanding without embarrassment. Education should be sensitive to cultural differences and refrain from presuming that a person's dietary preferences, family dynamics, or worldview align with a predetermined curriculum. Structured education is supported by evidence, but continued assistance is required because knowledge by itself does not eliminate social or financial constraints (Davies et al., 2008; Davies et al., 2022). 
7.3 Integrate psychological and social assessment 
A chance to talk about distress, mood, food insecurity, fear of complications, housing or financial pressure, and support at home should be part of routine reviews. Clinicians should refer patients to community organizations, welfare counselling, social prescribing, psychological services, and dietetic support when necessary. With the person's permission, family members may participate, and caregivers should receive information and assistance relevant to their position (NICE, 2020). This will probably make care more practical and lessen the possibility of classifying structural obstacles as personal failures. 
7.4 Reduce gaps in routine monitoring and follow-up
Audit data should be used by primary care and integrated care systems to find gaps in blood pressure, kidney tests, HbA1c, foot evaluation, and retinal screening. Proactive contact, flexible scheduling, and easily accessible communication should be added to recall systems. Teams should look into whether capacity, coding, transportation, language, digital access, or reluctance brought on by bad experiences are the reasons behind missed checks. When feasible, local improvement plans should break down completion and results by geography, deprivation, ethnicity, and disability (NHS England, 2026a; NHS England, 2021). 
7.5 Individualise medicines and plan for changing needs
Benefits, side effects, treatment burden, kidney function, cardiovascular risk, frailty, the patient's preferences, and the possibility that treatment will improve outcomes should all be considered when reviewing medications. Clear explanations of anticipated benefits and safety recommendations should be part of shared decision-making. For older people or those with multimorbidity, treatment intensity should be reassessed as health status changes rather than continued automatically. This follows NICE's individualised approach and contemporary consensus guidance (NICE, 2026; Davies et al., 2022).
7.6 Include future planning and end of life care where appropriate
T2DM does not itself mean that a person is approaching the end of life. However, advance care planning and treatment burden review may be beneficial for those with advanced frailty, multiple conditions, or short life expectancy. Long-term risk reduction may give way to comfort, preventing hypoglycaemia, simplifying complicated regimens, and preserving dignity. Plans should be carefully created with the individual and, if they agree, their family or caregivers. NICE's end-of-life care guidelines place a strong emphasis on coordination, communication, and personalized planning (NICE, 2019a).


8. Conclusion
T2DM is a common and complex long-term condition whose consequences extend across physical health, psychological wellbeing, family life and social participation. Evidence-based medicines and monitoring can reduce complications, but effective management also depends on accessible education, collaborative decisions and action on social determinants. The House of Care and Chronic Care Model offer complementary approaches to partnership and service organisation, although their impact depends on implementation and resources. The variation reported in England's National Diabetes Audit highlights the need to translate national guidance into equitable local practice. Person-centred diabetes care should combine clinical effectiveness with respect, continuity, psychological support and measurable action to reduce inequalities.
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