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Type 2 diabetes mellitus (T2DM) is a long-term metabolic condition and a major public health concern in the UK and worldwide. It occurs when the body becomes less responsive to insulin and over time, the pancreas may not produce sufficient insulin to maintain healthy blood glucose levels (WHO, 2024). The increasing prevalence of T2D creates significant consequences for individuals, families, health and social care services and the wider economy.

[bookmark: _Toc243232205][bookmark: _Toc243590751]What is T2D? 

Type 2 diabetes (T2D) is a chronic condition where the body cannot use insulin effectively, and the pancreas gradually produces less insulin, causing high blood glucose levels (Rahman, 2021). Symptoms include excessive thirst, frequent urination, fatigue, blurred vision and slow wound healing. However, some people have no symptoms and remain undiagnosed for years, increasing their risk of complications (Diabetes UK, 2017; Evans et al., 2020).
T2D is usually lifelong, but some people can achieve remission through significant, sustained weight loss. However, remission may not be permanent, highlighting the importance of long-term monitoring (Lean et al., 2018).
This booklet aims to examines the causes, prevalence and impact of T2D and critically evaluates evidence-based treatment available through the NHS. It also considers the House of Care and Chronic Care Model, local and national health agendas, person-centred care, self-management and palliative care. Recommendations are proposed to improve outcomes while reducing health inequalities.
[bookmark: _Toc243232206][bookmark: _Toc243590752]Global and UK Prevalence/burden of T2D

Diabetes represents a substantial global health burden. WHO (2024) reports that the number of adults living with diabetes increased from approximately 200 million in 1990 to 830 million in 2022. In 2022, approximately 14% of adults aged 18 years and over were living with diabetes, compared with 7% in 1990. More than 95% of individuals with diabetes have T2D (WHO, 2024).
The burden is particularly significant in low- and middle-income countries, where the increase in diabetes has occurred alongside limitations in access to diagnosis, medication and ongoing care. WHO (2024) reported that 59% of adults aged 30 years and over living with diabetes were not taking medication in 2022. This demonstrates that diabetes inequalities involve not only differences in disease prevalence but also unequal access to effective treatment (WHO, 2024).
The UK has also experienced substantial growth. Diabetes UK (2023) estimates that almost 6 million people in the UK are living with diabetes, including more than 4.7 million people with a recorded diagnosis. Approximately 90% of diagnosed diabetes is T2D. Diabetes UK (2023) further estimates that almost 1.3 million people may have undiagnosed T2D and approximately 6.9 million people are at increased risk of developing the condition. T2D disproportionately affects South Asian, Chinese, Black African and Black Caribbean populations (Diabetes UK, 2023).
Diabetes creates significant economic costs due to complications such as cardiovascular and kidney disease. NHS England promotes prevention, structured education and nine key care processes to reduce complications and healthcare demand (NHS RightCare Pathway: Diabetes, 2018).
[bookmark: _Toc243590753]Risk factors and aetiology

T2D has a multifactorial aetiology involving biological, behavioural and social factors. Age is an important risk factor as insulin sensitivity and pancreatic function change as people become older (Yan et al., 2023). Family history also contributes to risk, indicating the importance of genetic susceptibility (Annis et al., 2005).
Overweight and obesity are strongly associated with insulin resistance. Excess adipose tissue, particularly visceral fat, can lead to metabolic dysfunction (Chait and den Hartigh, 2020). Physical inactivity can further increase risk because regular activity improves insulin sensitivity and helps with weight management (Yaribeygi et al., 2021).
Dietary patterns can also influence risk. Diets high in energy-dense foods and low in fibre may contribute to excess weight and metabolic disease (Godsey, Eden and Emerson, 2025). However, dietary risk should be considered within a wider social context. Briazu et al. (2024) report people experiencing financial hardship may have fewer opportunities to purchase healthier foods.
Ethnicity is also important. South Asian, Black African, Black Caribbean and Chinese populations can develop T2D at younger ages and at lower BMI levels than White European populations (Diabetes UK, 2020). This suggests that prevention strategies based solely on general BMI thresholds may fail to identify some people early enough.
Social determinants of health are therefore significant. Low income, poor housing, unemployment, education, food insecurity and limited access to health services may increase exposure to risk and reduce opportunities for prevention (Cuddapah et al., 2022). Marmot et al., (2020) argues that health inequalities are strongly connected with social and economic circumstances.
A critical understanding of aetiology therefore avoids presenting diabetes as simply a lifestyle disease. Lifestyle behaviours matter, but they are influenced by the environment in which people live. Effective prevention should combine individual education with measures addressing obesity, food environments, physical activity and inequalities.


[bookmark: _Toc243590754]Physical, psychological and social impact

Persistent high blood glucose in T2D can damage blood vessels and nerves, increasing the risk of cardiovascular disease, stroke, kidney disease and retinopathy. Poor circulation and reduced foot sensation can also cause ulcers and, in severe cases, amputation, highlighting the need for ongoing monitoring (WHO, 2024).
Arumsari (2025) states T2D can cause psychological distress due to the ongoing demands of managing diet, exercise, medication and appointments. Diabetes distress differs from clinical depression, as it relates specifically to the emotional burden of managing the condition (Morales-Brown, Perez Algorta and Salifu, 2024).
Furthermore, depression may occur alongside T2D and can make self-management more difficult (Fanelli et al., 2025). However, healthcare professionals should avoid assuming that difficulties with self-management demonstrate a lack of motivation. A person may understand the recommended treatment but face barriers like depression, financial difficulty, or limited social support.
Social effects include difficulties with employment, relationships and participation in social activities (Hill, 2013). Frequent appointments and dietary restrictions can affect family routines. Liu et al. (2017) reports people may also experience stigma because T2D is sometimes incorrectly shown as being entirely caused by personal lifestyle choices.
The impacts are therefore interconnected. Physical complications cause psychological distress and reduce social participation, while psychological and social difficulties can make physical management more challenging. A holistic approach is therefore more appropriate than focusing solely on HbA1c. 

[bookmark: _Toc243590755]Impact on families and carers

T2D may affect family members as well as the individual. Relatives may provide support with medication, appointments, healthy eating, exercise and emotional wellbeing (Madroumi et al., 2024).  If complications develop, the individual’s dependence on relatives may increase. Family involvement can have positive effects when it is welcomed by the person with T2D. Family-based interventions may support improvements in diabetes management (Baig et al., 2015). 
However, family involvement may also create difficulties. Relatives may become overly controlling about food, weight or medication, which may increase stress and reduce the individual’s sense of independence (Harper, Osborn and Mayberry, 2018). Person-centred care therefore requires professionals to establish whether and how the individual wants family members involved. 
Informal carers experience emotional and practical burden. Their needs should not be overlooked, particularly when complications or disability develop. Assessment of carer needs and access to social care and community support should therefore form part of integrated diabetes management (Diabetes UK, 2021). 
[bookmark: _Toc243590756]Evidence-based treatment and management through the NHS

Effective T2D management combines lifestyle support, education, medication and monitoring. NICE guidance emphasises personalised treatment that considers blood glucose, cardiovascular and kidney health, weight and other clinical factors (NICE, 2015). Healthy living involves physical activity, balanced nutrition, weight management, stopping smoking and limiting alcohol. Advice should be personalised to cultural preferences, finances and individual circumstances (Shapiro and Grajower, 2024).
Structured education programmes, such as X-PERT, improve diabetes knowledge, self-management skills and confidence (Deakin and Whitham, 2009). They can also improve blood glucose control and psychological wellbeing while reducing complications and hospital admissions (Iqbal and Heller, 2017).
Additionally, medication is required. NICE’S 2026 guidance has strengthened, and recommendations concerning the use of medicines such as metformin and SGLT2 inhibitors and considers the benefits of newer medicines for cardiovascular and renal protection (NICE, 2015). GLP-1 receptor agonists and other glucose-lowering treatments may be appropriate for certain individuals according to clinical circumstances (Nauck et al., 2021). 
HbA1c targets should be individualised. NICE recommends discussing and agreeing a target with each person. For some adults, a target of 48 mmol/mol (6.5%) may be appropriate, whereas 53 mmol/mol (7.0%) may be used where treatment poses a risk of hypoglycaemia (Rodríguez-Gutiérrez et al., 2021). Targets may need to be relaxed for older people, those with significant comorbidities or reduced life expectancy (NICE, 2015). 
This demonstrates an important aspect of person-centred care; achieving the lowest possible blood glucose is not necessarily the appropriate goal for every individual. According to McCoy et al. (2016) Intensive treatment may increase hypoglycaemia or treatment burden and may have limited benefit for people with short life expectancy. 
Weight management is important in T2D. The NHS Path to Remission Programme supports eligible people through a low-calorie diet and weight-maintenance support. The DiRECT trial showed that significant weight loss can achieve remission (Lean et al., 2018). However, access and weight regain remain challenges, so remission is not a permanent cure (Hartmann-Boyce et al., 2022).
Regular monitoring through the nine diabetes care processes includes HbA1c, blood pressure, weight, eye and foot checks, kidney function, cholesterol and smoking status (NHS RightCare Pathway: Diabetes, 2018). Completing these checks is associated with fewer hospital admissions, deaths and amputations (Gunn et al., 2021).
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Overall, NHS treatment has become more holistic, but implementation can be affected by workforce pressures, unequal access and treatment burden. Evidence-based treatment therefore needs to be integrated with accessible and culturally appropriate services.

[bookmark: _Toc243590757]Current theoretical perspectives and models

Long-term condition management has increasingly shifted from an acute disease-focused approach towards models that support people to manage conditions within their everyday lives (Ghiyasvandian et al., 2021). Two significant approaches are the UK House of Care and the internationally developed Chronic Care Model. Both emphasise patient participation, professional support and coordinated services (Coulter et al., 2016). The models are relevant to T2D because effective management occurs largely outside healthcare settings. Individuals make daily decisions about diet, exercise, medications. Therefore, healthcare services must develop people’s knowledge and confidence rather than simply providing instructions.

[bookmark: _Toc243590758]UK model- House of Care 
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The House of Care is a UK framework for supporting personalised care for people with long-term conditions such as T2D. It was developed to encourage people to use more collaborative care planning (Coulter et al., 2013). The model represents personalised care as a house. One side represents an engaged and informed person so giving patients information about T2D, while the other represents healthcare professionals committed to partnership working so professionals working together to listen to the patients needs of T2D. The roof represents organisational systems where patients have access to diabetes appointments, and the foundation includes commissioning and community resources (Coulter et al., 2013).
A major strength is its emphasis on the patient as an active partner. For T2D, this is appropriate because most of the management takes place in everyday life rather than during GP appointments (van Smoorenburg et al., 2019). A person can therefore contribute important knowledge about their lifestyle, priorities and barriers. Moreover, the model supports shared decision-making. Instead of providing identical advice to everyone, professionals can negotiate achievable goals (Coulter and Oldham, 2016).  For instance, physical activity goals can be adapted around disability, employment and caring responsibilities. 
However, the model can be challenging to implement if healthcare professionals have limited time, inadequate training or insufficient resources (Richter et al., 2022). Successful implementation requires organisational support and accessible community services.

[bookmark: _Toc243590759]International model- Chronic Care Model
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The Chronic Care Model (CCM) was developed internationally to improve the management of chronic illness. It includes six main components: healthcare organisation, community resources where you connect patients with diabetes education and support services, self-management support where you educate patients about managing diabetes through diet and exercise, delivery-system design, decision support and clinical information systems where you use patient records to monitor blood glucose levels. (Yeoh et al., 2018). The CCM aims to create productive interactions between informed and activated patients and prepared healthcare teams. For T2D, this means patients receive education and support while professionals use evidence-based guidance and coordinated systems. (Coleman et al., 2019).
Empirical evidence supports the CCM. Goh et al. (2022) published a systematic review and meta-analysis of 17 studies involving 16,845 adults with T2D that found that CCM interventions significantly improved HbA1c compared with usual care as well reductions in systolic and diastolic blood pressure. However, the evidence shows limitations. The interventions differed in the number and combination of CCM components used (Goh et al., 2022). It is difficult to identify which individual component produces the greatest benefit.
The House of Care and CCM share important principles, but the House of Care provides a particularly useful UK framework for personalised care, while the CCM provides a broader systems approach. Combining their principles could support both individual empowerment and organisational change.

[bookmark: _Toc243590760]Local health and social care agenda

Local action is essential because health is influenced by the environments in which people live. Birmingham’s Creating a Bolder, Healthier City 2022-2030 strategy identifies reducing health inequalities and “Closing the Gap” as central priorities (Birmingham City Council, 2023). This is highly relevant to T2D as diabetes prevalence and risk are linked with deprivation, ethnicity, food access. 
A local approach should therefore include community-based prevention, culturally appropriate education, accessible weight-management programmes, physical activity opportunities and social prescribing.
Community organisations have an important role in reaching groups who may not engage with traditional healthcare. Community pharmacies, voluntary organisations and cultural organisations could support education and prevention while maintaining clinical links with primary care (Urionagüena et al., 2024). However, local strategies can experience barriers like workforce funding and funding constraints. 
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National health policy in England emphasises prevention, personalised care, community-based services and digital transformation. The 10-year health plan for England, identifies three major shifts: hospital to community, analogue to digital, and sickness to prevention (Department of Health and Social Care, 2025). These are relevant to T2D as moving care closer to communities could improve accessibility and enable earlier interventions. Digital tools may help people manage appointments and communicate with services (Heald et al., 2023). However, digital transformation also indicates a potential inequality. Those without internet access, smartphones, digital skills may be disadvantaged (Holmes and Burgess, 2022). Digital care should complement rather than completely replace face-to-face services.
The NHS Diabetes Prevention Programme is another important national initiative. It identifies people at high risk of developing T2D and offers a structured lifestyle-change programme. NHS England reports a 37% relative reduction in diabetes incidence among programme completers (NHS England, 2025). 
The critical issue of national policies is implementation. National policy can establish standards, but local services determine whether people can access those standards. Thereby, national policy should be implemented alongside strong monitoring of inequalities and patient experience.

[bookmark: _Toc243590762]Person-Centred care

Person-centred care means treating the person as an active partner rather than simply a recipient of professional treatment. For T2D, this requires consideration of physical health, mental wellbeing, social circumstances, culture and personal priorities (Coulter, 2016). Shared decision-making is important when selecting medication and agreeing HbA1c targets. NICE (2015) recommends that treatment targets should be discussed and agreed with the individual. Dietary advice should consider cultural foods and family practices. Communication should be adapted for language and health-literacy needs. Person-centred care respects autonomy, with family involvement based on the individual’s consent (Entwistle et al., 2020). However, limited consultation time can restrict genuine personalisation, which requires organisational support and continuity of care (Anis-Syakira et al., 2026).
[bookmark: _Toc243590763]Self-management

Self-management is fundamental to T2D as individuals manage their condition every day. Important behaviours include healthy eating, physical activity, medication adherence, weight management (Puzhakkal et al., 2025). However, self-management should not mean that people are expected to manage T2D alone. Supported self-management involves education and professional advice.
Structured education increases knowledge and confidence, while peer support may offer practical and emotional encouragement. NHS England identifies structured education as a key diabetes intervention as it supports people and families to develop skills for managing diabetes (Structured education for T2D, 2021).
Digital tools may provide reminders and educational information, but digital exclusion is a barrier to services. Self-management should be understood as a partnership between the person, healthcare professionals, and family resources.

[bookmark: _Toc243590764]End-of-life care

Although T2D can often be managed for many years, some people eventually develop advanced complications or other serious illnesses requiring palliative and end-of-life care (Dunning, 2020). Treatment priorities may change where the focus moves from preventing long-term complications towards comfort and quality of life. Strict glucose targets may no longer provide meaningful benefit and could create unnecessary treatment burden or hypoglycaemia.
Diabetes UK (2024) states that end-of-life diabetes care remains under-researched and requires individualised medication decisions and regular reviews. Advance care planning helps patients express preferences about treatment, place of care and family involvement. Diabetes management should align with palliative care goals rather than intensive targets.
[bookmark: _Toc243590765]Recommendations for improvement

To strengthen personalised care planning. People with T2D should have regular opportunities to discuss individual goals, treatment preferences and barriers. Care planning should address physical, psychological and social needs (Social Care Institute for Excellence, 2024). To expand culturally appropriate education. Structured diabetes education should be provided in accessible language and should reflect cultural dietary practices and health beliefs (Goff et al., 2020). To reduce health inequalities. Local services should identify population groups experiencing poorer outcomes. Prevention should address social determinants rather than focusing only on individual behaviour (WHO, 2025). Another recommendation is to improve supported self-management. Individuals should receive continuing education and practical support rather than only information at diagnosis (Mannan et al., 2024). Digital resources should be accompanied by non-digital alternatives. To strengthen family and carer support. With patient consent, families should receive information and education (Chamoun et al., 2024). To Improve early diagnosis and prevention. The NHS Diabetes Prevention Programme should continue to target people at high risk, particularly populations experiencing socioeconomic and ethnic inequalities (Chatzi et al., 2023). To enhance integration between services. Primary care, specialist diabetes services, social care and pharmacies should collaborate to reduce fragmentation (Sze et al., 2025). A final recommendation is to strengthen end-of-life planning. People with T2D should have opportunities to discuss changing treatment goals and advance care planning before a crisis occurs (Diabetes UK, 2024). 



[bookmark: _Toc243590766]Conclusion

T2D is a complex long-term condition with significant physical, psychological and social impacts. Its risk is influenced by lifestyle, genetics, ethnicity and social inequalities. NHS management includes lifestyle changes, education, medication, weight management and regular monitoring, guided by personalised care (NICE, 2015). The House of Care and Chronic Care Model support patient involvement and effective organisational care. However, successful implementation requires adequate resources and must address deprivation, unequal access and digital exclusion. National NHS priorities offer opportunities to improve prevention and outcomes.
Ultimately, effective T2D management should be person-centred and should support individuals to make informed choices. Greater emphasis on prevention, personalised care, integrated services, supported self-management, and appropriate end-of-life care could enhance equality of life while reducing complications and inequalities. 
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