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EVIDENCE-BASED INFORMATION BOOKLET
Living Well with Type 2 Diabetes
Whole-person management, NHS pathways and support for long-term wellbeing
At a glance
Type 2 diabetes is a long-term progressive and heterogeneous condition, but not a foregone conclusion. Along with cardiovascular, kidney, and foot complications, good care must also be given to emotional wellbeing, autonomy, family relationships, and access to everyday life. This booklet reviews the evidence and what the NHS is doing in practice, with a whole-person approach (Davies et al., 2022).
	WORLDWIDE
	589 million adults aged 20–79 have diabetes (all types; 2024 estimate).

	UNITED KINGDOM
	4.6 million people have diagnosed diabetes; a further 1.3 million may have undiagnosed type 2 diabetes (2025 estimate).

	ENGLAND NHS AUDIT
	58.2% of people recorded with type 2 diabetes and other types completed all eight key annual care processes in 2024–25.


[bookmark: _ipsnqavmaykv]The age groups and data methods above are for diabetes as a whole, not just type 2 diabetes, and the figures are for the whole world and for the UK. These are not necessarily comparable type 2 prevalence rates, see International Diabetes Federation (2025), Diabetes UK (2025) and NHS England Digital (2026a).
1. Understanding the condition
1.1 Definition and burden
Type 2 diabetes develops when tissues are less sensitive to insulin, and/or the pancreas makes less insulin than is needed. The problems that can be caused by blood glucose levels that are not controlled are diseases of the blood vessels and nerves and the risks differ depending on age, other illnesses, income and access to health services. At diagnosis, insulin is typically not deficient, but may be later in the course of the disease (World Health Organization, 2024).
According to the International Diabetes Federation (IDF) 2025, the number of adults aged 20-79 who had diabetes in 2024 was estimated at 589 million, and this is projected to increase to 853 million by 2050. In comparison, the NCD Risk Factor Collaboration (Zhou et al., 2024) estimated approximately 828 million people over 18 years of age with diabetes in 2022. These are NOT interchangeable figures: diagnostic definitions, calendar years and population covered vary. However, both recognise a growing burden of health and disease in the world, and the GBD 2021 Diabetes Collaborators (Ong, 2023) attributed a significant portion of the burden of type 2 diabetes to modifiable risk factors and inequalities.
According to Diabetes UK (2025), there are 4.6 million people in the UK who are diagnosed with diabetes and around 1.3 million people with undiagnosed type 2 diabetes. A separate category in this National Diabetes Audit records 3,713,155 people as having type 2 diabetes or “other” diabetes in England in 2024–25. Prevention is not measured by the number of people with health conditions, but by the number of people who are in contact with the health service, and therefore if there are undiagnosed people, who are not in contact with the health service, this would underestimate the need for prevention (NHS England Digital, 2026a).

1.2 Causes, risk factors and health inequalities
Predisposition is an interplay of mechanisms and not simply bad individual decisions. Risk may be increased by increasing age, family history, previous gestational diabetes, ethnic background, central adiposity, sedentary lifestyles, poor sleep and some medicines. But genes function in social environments: Insecure work, food costs, unsafe neighbourhoods and limited access to culturally appropriate prevention impact opportunities to change behaviour (GBD 2021 Diabetes Collaborators, 2023).
Therefore, purely “eat less and move more” messages may be missing the point and risking the responsibility of individuals for structural obstacles. NICE (2026b) recommends conversations around weight and broader determinants of health in an approach that is sensitive and not stigmatising. NHS England (2025) reported that completion of NHS Healthier You pathway of prevention programme was linked to lower progression to type 2 diabetes for those at higher risk, who follow a course of personalised lifestyle care for 9 months. However, for those with flexible working hours, digital accessibility and stable income, participation and completion can be more easily attained.
Biologically, chronic overload of glucose increases endothelial damage and inflammation and insulin resistance is often associated with hypertension and dyslipidaemia. Thus, treatment only for glucose reduction does not address a large amount of the long-term damage that can be avoided. However, not all people with type 2 diabetes are obese and a healthy BMI does not rule out diabetes. Interventions should thus not be based on appearance or assumptions, but rather on the cardiometabolic risk of the person (Davies et al., 2022).

2. Effects on the person and family
2.1 Physical health and daily functioning
An increased blood glucose level can lead to thirst, polyuria, tiredness, frequent infections and poor wound healing. Retinal disease can eventually impair vision, neuropathy can lead to loss of sensation and balance, and nephropathy can lead to kidney disease. Heart attack and stroke are serious issues. These effects do not work in isolation; visual impairment can make it hard to manage medicines, and neuropathy can impair any exercise and lead to loss of independence (World Health Organization, 2024).
Clinical results are unpredictable. Many harms can be reduced by early monitoring, cardiovascular risk reduction and timely treatment. However, screening, on its own, will not prevent complications if screening results are not taken action. NHS England Digital (2025) found significant variations in assessment times for new ulcers amongst foot-care providers, with delays contributing to avoidable deterioration of the ulcer. NICE (2023) thus recommends coordinated podiatry and specialist multidisciplinary foot services. Housebound and disabled persons need adaptations and not a uniform appointment system for all persons.

2.2 Psychological wellbeing
Diabetes management requires making many decisions on eating, taking medicines, monitoring and exercising. Diabetes distress is not the same as clinical depression, but fear of complications or hypoglycaemia, frustration with the variable outcomes and feeling like a failure can cause distress. Morales-Brown, Perez Algorta and Salifu (2024) demonstrate that distress is not just influenced by individual coping mechanisms but also by relationships, routines, and healthcare experiences.
Education is important but information alone can't solve distress. A meta-analysis by Zu et al. (2024) showed that psychological interventions, specifically tailored psychological interventions, can have a meaningful impact on reducing diabetes-related distress, but there were varying effects and differing quality of interventions. Healthcare providers should ask, never judge, about emotional burden and depression and provide appropriate NHS psychological and/or talking-therapy support, as well as clinical support; normalising distress cannot ignore a treatable mental-health condition.

2.3 Social participation, identity and family carers
The apparently straightforward treatment plan can be challenging due to work schedules, driving, religious fasting, cultural meals, travel, and financial insecurity. Stigma related to diabetes and weight may deter people from seeking services or disclosing their condition. It is not always more intensive education that is the solution, flexible appointments, interpreters and personalised meal planning may be more important to a person's quality of life (Davies et al., 2022).
Families can assist with food, medication, emotional support and presenting at review meetings. Suhamdani et al. (2024) link positive family support to better self-management, however, their evidence base is limited and from a scoping review is unable to define all household experiences of diabetes. Too much care can also lead to loss of independence and carers can experience time pressures, stress and less flexible working practices. Only involve relatives in care planning with the consent of the person concerned and check the carer's needs. Community support, using peers rather than professionals, can be an alternative approach: the findings of Verma et al. (2022) indicate that glycaemic outcomes were improved in some studies, but results varied for other health outcomes.
Being an unpaid carer, rewarding but demanding, to provide transport or prepare for foot checks or provide food for someone with diabetes can be onerous when caring for children or elderly family members. Don't assume family members exist or would be willing to perform clinical tasks. Rather, it is through consent-based discussions that these can be made clear, and inform practical responsibilities, respite needs, emergency plans and the boundaries of informal support. Engaging the carer should complement, rather than replace, secure professional follow-up (Suhamdani et al., 2024).

3. Evidence-based NHS care
3.1 Assessment, shared goals and prevention
Management begins with a plan developed in conjunction with the person, which includes a plan for blood glucose, blood pressure, lipids, smoking, kidney function, eyes, feet, wellbeing and what matters to the person. NICE (2026a) suggests that targets for HbA1c should be individualised and monitoring should be every 3 to 6 months until a stable target is achieved and then every 6 months. Some people who do not take medicines that can cause low blood glucose may find an HbA1c level of about 48 mmol/mol is appropriate, but if there is considerable frailty, comorbidity or treatment burden, this may not be the case. Numbers are never a substitute for collective judgements.
In the 2024–25 National Diabetes Audit, 58.2% achieved all eight key care processes, with ranges across integrated care boards from 38.6% to 73.5%. The percentage of recording urine albumin testing was less than HbA1c monitoring (68.6% vs 91.9%). These gaps point to a disparity in quality of preventive care and whilst completion of these records may indicate that decisions have been made, it does not prove that these decisions are of good quality (NHS England Digital, 2026a).
Home glucose monitoring and continuous sensors might be useful in certain situations, including insulin treatment, hypoglycaemia or specific clinical situations, but the equipment alone does not ensure better outcomes. Offering universal screening for finger prick tests may lead to higher costs and increased anxiety without equal benefit. Monitoring should be discussed in simple terms and be appropriate according to NICE (2026a), personal preference and clinical risk.
[image: ]
Figure 1: Selected diabetes care-process measures in England, 2024–25 (source: NHS England Digital, 2026).
3.2 Lifestyle, education and the possibility of remission
Structured education, regular exercise, healthy diet, quitting smoking and maintaining a healthy weight should be provided, but not at the expense of stigmatising those who are unable to make quick changes. NICE (2026b) highlights the need for accessible behaviour services and cultural and economic sensitivity. Education to involve practical problem solving, teach back and not just leaflet provision.
The NHS Type 2 Diabetes Path to Remission Programme is a clinically supervised, time-limited total diet replacement and longer-term support available for eligible adults who have overweight/obesity and a relatively recent diagnosis of type 2 diabetes (NHS England, n.d.-a). The 5-year DiRECT follow-up demonstrated that remission can be sustained in some individuals, but it is not uncommon for some to experience a relapse when weight regain occurs and long-term support is necessary (Lean et al., 2024). It should not be interpreted as the success rate for all people referred, as completion and data availability will impact this percentage (Valabhji et al., 2024).
3.3 Medication and organ protection
For most adults without relevant comorbidities, the NICE update in February 2026 advises that the drugs should be modified-release metformin and an SGLT-2 inhibitor, as long as the person is able to tolerate them and they are clinically appropriate. The guidance also includes the use of subcutaneous semaglutide, as part of its licensed and recommended use, for established atherosclerotic cardiovascular disease. Consider using GLP-1 receptor agonist or tirzepatide in early onset disease. For chronic kidney disease, frailty and other conditions, the prescribing sequence will vary depending on the individual and fixed sequences are unsafe (NICE, 2026a).
In a large network meta-analysis, SGLT-2 inhibitors and GLP-1 receptor agonists have been shown to lower the risk of cardiovascular and renal events, with the extent of benefit varying significantly depending on the underlying risk; side effects include gastrointestinal symptoms and genital infections (Shi et al., 2023). In the FLOW randomised trial, semaglutide was seen to be effective in lowering such major kidney and cardiovascular outcomes in a selected group of individuals with type 2 diabetes and chronic kidney disease (Perkovic et al., 2024). These findings are supportive of prevention beyond blood sugar, but should be interpreted with caution in everyday multimorbidity for trial eligibility, and medicine costs.
If targets are not being met, then treatment may be reviewed, and other drugs may be required, such as extra oral drugs or insulin. Hypoglycaemia, renal function, treatment complexity and preference should be factors considered when choosing treatment. NICE (2021a) highlights the need for chronic kidney disease assessment and the need for appropriate referral, whilst NICE (2016) warns of treatment burden as a result of poorly co-ordinated prescriptions in multimorbidity. Shared medicine reviews can sometimes be more beneficial than just adding more medication.
The interpretation of evidence should also be critical. Selected patients are entered into a trial of randomisation to a medicine and the endpoints are strictly monitored in a trial, whereas in the NHS patients may be frail, may be taking multiple medications and may be receiving varying levels of support. In contrast, service evaluations reflect what is happening in the real world, but may overestimate effectiveness if only programme completers provide follow-up information. The positive results of Perkovic et al. (2024) and Valabhji et al. (2024) suggest that the treatment should be available for shared decision making only and not for automatic treatment in all cases.

4. Models for whole-person care
4.1 UK framework: the House of Care
The UK House of Care framework is centred around the collaborative care and support planning and supported by engaged people, partnership committed professionals, organisational processes and community resources. NHS England (2016) encouraged the idea of a conversation around personalised care planning where individuals plan, talk about, record and review. Coulter et al. (2016) make a strong case for the need for system-wide commissioning and workforce arrangements – a consultation that is done with empathy is not enough to fix fragmented services.
In relation to diabetes, the model is for one accessible plan that is agreed with the individual, GP, diabetes nurse, pharmacist and community professionals involved. It's its ability to tie up day-to-day priorities with clinical outcomes. But the system is more difficult to provide if appointments are short, staff turnover is high, or there are no interoperable records. Implementation should be based, therefore, on continuity, prevention of complications and the patient's perception of involvement, rather than on the number of plans developed.

4.2 International framework: the Chronic Care Model
The international Chronic Care Model (CCM) integrates six key components of systems: self-management support, decision support, service-delivery design, clinical information systems, healthcare organisation and community resources. It looks for constructive interactions between informed service users and prepared teams, instead of assigning blame to the service user. Goh et al. (2022) meta-analysed 17 RCTs comprised of 16,485 adults with T2D, which demonstrated a small decrease in HbA1c (mean difference −0.21 percentage points), and an even greater effect when the higher number of CCM components were included. Improvements in lipid and body-mass outcomes were not consistent.
The CCM provides a quantifiable service-redesign framework, whilst the House of Care clearly places negotiated goals and commissioning relationships in the UK at the front of the house. Both can fail to provide equitable access, as some groups may not be included in digital registries and personalised plans may turn out to be paper exercises. Combined with the CCM's population follow-up systems, the House of Care conversations are thus more convincing than either model is alone.

5. Health policy: national direction and local implementation
5.1 England-wide priorities
The 10 Year Health Plan for England aims to make three changes – hospital to community, analogue to digital, sickness to prevention (DHSC, 2025). Diabetes is a valid and valid test of these aspirations since effective prevention and regular review will usually rely on primary care. But the danger of a digital-first provision is that it could be exclusionary to those who lack the appropriate device, connectivity, language support or confidence. Success of the policy has to be judged by the absence of complications and by fair access and not by online use alone.
The Core20PLUS5 strategy of NHS England is focused on the fifth most deprived communities and locally identified groups who are underserved (NHS England n.d.-b). This is relevant in diabetes because ethnicity and deprivation and comorbidities affect disease burden and the access to services. Implementation of the national remission programme as described by NHS England (2024) should be complemented with completion, sustained remission and outcomes by deprivation and ethnicity.
Shared decision making is required in clinical services (NICE, 2021b). In diabetes, this would involve talking about the pros and cons of medications, having an interpreter and letting the individual know that they have options like preventing low blood sugar or keeping a job. Whilst the policy is ethically significant, the repeated giving of information is not a shared decision making process unless there is the potential to influence treatment.

5.2 Local example: Wandsworth
In the example of place-based implementation, the Wandsworth Health and Care Plan 2025-27 documents the strategy of the borough's health and care plan. It calls for increasing the number of referrals to the NHS Diabetes Prevention Programme by 10% per year, starting at a baseline of 885 referrals in 2023–24; and improving the percentage of NHS patients on the non-diabetic hyperglycaemia register having an HbA1c test each year to at least 80% by 2027 – up from 74% in 2023–24. It also identifies as an improvement priority uptake in structured education (NHS South West London Integrated Care Board, 2025).
Targets help to make accountability more visible, but referral counts are only a measure of access to services, not change in health. Uptake, completion, remission and complications should be broken down by ethnicity, disability and deprivation and Wandsworth should ask service users whether they are happy with appointments and materials. The large national audit variation between ICBs highlights the importance of disseminating good local programmes without assuming that a programme is effective simply because it has been commissioned (NHS England Digital, 2026a).
Implementation is also dependent on workforce and incentives for local commissioners. With very few podiatry, dietetic or interpreter appointments to receive patients, a recall system is ineffective, and a digital application cannot replace a relationship with a clinician for patients with complex needs. However, all of these factors should be included in a local realistic assessment alongside HbA1c and vascular outcomes (NHS England, 2016).

6. Recommendations for practice and service improvement
1. Co-produce 1 Living Care Plan. Determine priority outcomes, medicines, psychological needs, cultural preferences, support network and warning signs at time of diagnosis and review. Provide paper and online versions and discuss plan with teams, GP, community, hospital and social-care with consent. Shared decisions based on NICE (2021b) and a single joined-up record based on the NHS personalised care-plan standard (NHS England, n.d.-c).
2. Fill in monitoring gaps by being proactive. Primary-care networks should implement risk-stratified recall, community nursing, and mobilised appointments and invitations in languages other than English for those who have not had kidney, foot, or eye checks. Local dashboards should show both completion, and follow-up action (by population group). This touches on the NHS England Digital (2025) data, which shows inequities in access to timely assessment of diabetic-foot problems and any additional capacity for screening must be accompanied by treatment slots.
3. Information alone was not sufficient to support self-management. Provide structured education, culturally appropriate dietetic input, community activity connections and peer support; reinforce understanding in practice areas and review goals after failures. Verma et al (2022) echo the use of peer coaching to help with glycaemic control and explain why other benefits cannot be taken for granted. Staff should take the time to enquire about diet insecurity, transport, work and financial stress before assuming that a person is “non-adherent”.
4. Integrate Emotional and Family Care. Test for diabetes distress and/or depression symptoms as part of routine as needed with proper referral pathways to mental-health providers. Include family carers as appropriate and encourage but not devolve clinical responsibility to family carers and signpost family carers assessments as appropriate. Morales-Brown, Perez Algorta and Salifu (2024) emphasise the need to explore lived experiences and not consider distress as an add-on.
5. Audit Results and Equity Enhancements. Integrated care boards should assess and compare completion of care processes, renal and foot complications, patient-reported experience and uptake of remission support across neighbourhoods. The measurable starting points are provided in the Wandsworth plan, but the transparent review and adaptation are vital to evidence improvement instead of simply counting activity (NHS South West London Integrated Care Board, 2025).

6.1 Compassionate end-of-life care
Type 2 diabetes is not synonymous with imminent death but advanced frailty, life limiting co-morbidity or the end of life may result in a re-prioritisation of long-term vascular prevention to comfort, safety and avoidance of symptomatic glucose extremes. Diabetes UK (2024) end-of-life guidance allows for individualised medicine simplification and sensible relaxation of targets. Clinicians should discuss preferences, engage in palliative-care teams as appropriate, and support relatives, and avoid excessive monitoring and potentially preventable symptomatic hyperglycaemia.

Conclusion
Good type 2 diabetes treatment is more than just glycaemic control. The most successful strategies integrate evidence-based cardiometabolic care and prevention of complications, self-management strategies, and emotional support and consideration of the person's life circumstances. The House of Care and Chronic Care Model provide different pathways of structuring this work; both require local level implementation to be equitable and well-evaluated in order to bring national ambitions to fruition in terms of improved individual and family outcomes.
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