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1. Purpose and scope
2. Definition, burden, and risk
Type 2 diabetes is a persistent metabolic disorder characterised by insulin resistance and a relative deficiency of insulin, resulting in sustained high blood sugar levels. This condition is prevalent, incurs significant economic burdens, and is markedly influenced by social disparities. Importantly, it is frequently preventable or can be partially reversed in its first stages through rigorous lifestyle modifications and weight management (World Health Organisation, 2024; Lean et al., 2018, NHS England, 2024).
Type 2 diabetes are typically identified using HbA1c measurements, fasting plasma glucose levels, or oral glucose tolerance tests, with added confirmation, as necessary. The management of this condition is tailored to the individual, the objective is not merely to achieve a specific numerical target but to alleviate symptoms, avert complications, maintain functional capacity, ensure safety from hypoglycemia, and align treatment with the individual's personal goals (NICE, 2026, Davies et al., 2018).
2.2 Worldwide and UK Burden and prevalence
Global estimates of type 2 diabetes prevalence vary depending on the method employed. The International Diabetes Federation (IDF) projected that in 2024, approximately 589 million adults aged 20 to 79 would be living with diabetes, with expectations to rise to 853 million by 2050; most of these individuals reside in low- and middle-income nations (International Diabetes Federation, 2025). A comprehensive analysis of population-representative studies indicated that there were about 828 million individuals with diabetes in 2022, along with a rising age-standardized prevalence, highlighting an increase in cases even when adjusting for population aging (Zhou et al., 2024).
In the United Kingdom, Diabetes UK estimates that 6 million individuals are affected by diabetes; over 4.7 million have received a formal diagnosis, while approximately 1.3 million may be living with undiagnosed type 2 diabetes (Diabetes UK, 2026). NHS Digital reported that as of the fiscal year 2024/25, there were 3,713,155 people diagnosed with type 2 diabetes in England (NHS Digital, 2026).
As of March 2024, the recorded prevalence of type 2 diabetes among adults by general practitioners in England was noted to be at 7.0%. Furthermore, it was estimated that the combined diagnosed and undiagnosed prevalence for those aged 16 and older reached approximately 7.8% in 2021 (Office for Health Improvement and Disparities, 2025).
2.3 Risk factors and etiology
Type 2 diabetes results from the interplay between genetic predisposition and environmental factors. Significant modifiable risk factors include overweight or obesity particularly central fat accumulation sedentary behavior, poor dietary habits, tobacco use, excessive alcohol consumption, inadequate sleep, and socio-environmental influences such as poverty, food insecurity, irregular work hours, and environments conducive to obesity (World Health Organisation, 2024; Marmot, 2010). Conversely, non-modifiable or less easily modified risk factors encompass age, family history of diabetes, ethnicity (with heightened risk observed in South Asian, Black African/Caribbean populations and certain other minority ethnic groups), a history of gestational diabetes, and low birth weight or early life conditions (Diabetes UK, 2026).
A crucial aspect to consider is that the terminology surrounding "lifestyle choices" may obscure underlying structural issues. Individuals do not opt for deprivation, unsafe neighborhoods, extensive working hours, targeted marketing of high-calorie foods, or unequal access to green spaces. Consequently, a person-centered approach to healthcare should integrate motivational support alongside initiatives that address broader determinants of health (Marmot, 2010; National Voices, 2013).
3. Impact: physical, psychological, social, and family
3.1 Physical impact
Chronic hyperglycemia adversely affects both small and large blood vessels. Individuals may suffer from a range of complications, including cardiovascular disease, stroke, chronic kidney disease, retinopathy, neuropathy, foot ulcers or amputations, sexual dysfunction, infections, cognitive decline, and a diminished life expectancy (NICE, 2026). The overall health burden is cumulative; many elderly individuals contend with diabetes alongside conditions such as hypertension, chronic kidney disease (CKD), heart failure, arthritis, depression, or dementia. This interconnection raises concerns about the safety of targeting single diseases in these patients (NICE, 2026; Dunning et al., 2018).
3.2 Psychological impact
Diabetes distress, which refers to the emotional strain associated with living with and managing diabetes, is a phenomenon that is separate from clinical depression, although there are notable areas of overlap. A meta-analysis showed that 36% of individuals with type 2 diabetes experience diabetes-specific emotional distress (Perrin et al., 2017). Furthermore, depression occurs more often among those with type 2 diabetes compared to individuals without the condition, and it correlates with suboptimal self-care practices, elevated HbA1c levels, and poorer health outcomes (Khaledi et al., 2019). Psychological interventions and collaborative approaches to managing distress have been shown to alleviate this emotional burden and enhance coping strategies (Sturt et al., 2015).
From a clinical perspective, it is important to routinely inquire without presuming pathology about patients' fears regarding hypoglycemia, concerns related to needles or injections, body image issues, their relationship with food, feelings of burnout, cognitive overload, and their expectations for the future. The choice of language is significant: terms such as “non-compliant” or “diabetic patient” should be avoided in favor of phrases like “person with diabetes” and “manage” instead of “control.” It is also beneficial to ask what is important to the individual on that day (National Voices, 2013; Diabetes UK, 2024).
3.3 Social, family, and wider implications
Diabetes has a significant impact on various aspects of family life, including daily routines, dietary practices, financial matters, employment, travel, sleep patterns, intimate relationships, and caregiving responsibilities. Caregivers often take on roles such as overseeing medication administration, recognising signs of hypoglycemia, conducting foot examinations, or managing medical appointments. Kings Fund, 2022). While families can provide both protection and support, they may also experience feelings of anxiety, exert control, or face exhaustion. The broader consequences of these dynamics encompass diminished productivity at work, presenteeism (being physically present but not fully engaged), challenges related to benefits and employment status, and an increased reliance on primary care services, community resources, and hospital care when support systems are disjointed (King’s Fund, 2022).
4. Evidence-based treatments available through the NHS
4.1 Foundations: education, food, movement, sleep, and weight
For individuals classified as overweight or obese who have received a recent diagnosis of type 2 diabetes, the NHS Type 2 Diabetes Path to Remission Program provides a structured intervention consisting of a 12-week low-calorie total diet replacement regimen (approximately 800–900 kcal per day), followed by a phase of food reintroduction and an additional year of support. To qualify for this program, participants typically must have been diagnosed within the last six years and meet specific Body Mass Index (BMI) criteria that take ethnicity into account; however, the methods for local delivery and referral through Integrated Care Boards (ICBs) may differ (NHS England, 2024). The program is supported by evidence from the Direct study, which showed that after one year, 46% of participants in the intervention group reached remission, with 86% of those losing at least 15 kg also achieving remission (Lean et al., 2018). Data collected over two years demonstrated sustained remission in certain individuals (Lean et al., 2019). Preliminary data from the NHS program indicated that among those who completed it, there was a remission rate of 32%, highlighting both its practical potential in real-world settings and the necessity for ongoing efforts to enhance participant engagement and completion rates (Diabetes UK, 2024).
4.2 Glucose-lowering medicines and cardiorenal protection
The updated NICE NG28 guidelines from 2026 advocate for personalized treatment approaches that consider various factors, including HbA1c levels, cardiovascular risk/status, heart failure, chronic kidney disease (CKD), obesity, frailty, early-onset type 2 diabetes, safety considerations, weight management, monitoring practices, patient adherence, individual preferences, and cost implications. Metformin continues to be a cornerstone of therapy, however, SGLT2 inhibitors are now employed earlier in the treatment process for glycemic control as well as for cardiovascular and renal protection when appropriate. Additionally, GLP-1 receptor agonists and tirzepatide have taken on expanded roles in managing conditions associated with obesity, atherosclerotic cardiovascular disease (ASCVD), CKD, or early-onset diabetes. Insulin is still crucial in instances of symptomatic hyperglycemia or when other treatments do not achieve adequate control (NICE, 2026, Davies et al., 2018).
 
4.3 Complication prevention and multidisciplinary care
Effective diabetes management encompasses a comprehensive approach that includes an annual review and nine relevant care processes, such as retinal screening, foot risk assessment, evaluation of urine albumin-to-creatinine ratio and estimated glomerular filtration rate (eGFR), monitoring of blood pressure and lipid levels, assessment of smoking status, provision of structured education, optimisation of medications, and ensuring prompt access for issues related to infections or foot changes. The NHS Long Term Plan emphasizes the importance of structured education, the achievement of treatment targets, the establishment of multidisciplinary foot-care teams, and the involvement of diabetes inpatient specialist nurses (NHS England, 2019). Despite improvements in the completion rates for care processes as written by national audits, there are still significant disparities and inconsistencies in care delivery. Therefore, local quality improvement initiatives must aim to address these inequities rather than merely elevate average performance metrics (NHS Digital, 2026).
5. Theoretical models: House of Care (UK) and Chronic Care Model (international)
5.1 UK model: House of Care apply the model
The House of Care stands for a comprehensive framework tailored to long-term conditions within the UK. At its core lies a dialogue centered on collaborative care and support planning. The left boundary is defined by an engaged and informed individual or caregiver, while the right boundary consists of professionals collaborating in partnership. The overarching structure encompasses both organizational and clinical processes, with the foundation including responsive commissioning alongside support from statutory, voluntary, community, and peer resources (Coulter et al., 2013; Coulter, 2016).


Using the House of Care model for type 2 diabetes involves making each part of the "house" into a clear and helpful task.[image: ]
Using the House of Care model for type 2 diabetes involves making each part of the "house" into a clear and helpful task.
In the context of type 2 diabetes, the House of Care centers focus on having a conversation that asks, "What matters to you?" During this talk, the person with diabetes and their healthcare team set goals, agree on treatment changes, and plan follow-ups together. This is different from just giving instructions during an annual check-up (Coulter et al., 2013; NHS England, 2016). The shared plan relies on the patient being well-informed and confident, support from a team of different specialists working together, community resources like structured education and peer support, and organizational systems such as lists for patients, reminders, and audits that make sure these conversations happen regularly and not by chance. In practice, after each review, a person with type 2 diabetes leaves with a written plan they helped create, necessary referrals, and a follow-up date based on how well they are managing their condition.

In real life, a T2D "house" includes: an annual review where results are shared in simple terms; a 15 to 30-minute discussion about care that focuses on what the patient wants; a written action plan; referrals for education and community support; team-based follow-up led by nurses or pharmacists between doctor visits; and a reminder system that brings the patient back in 3 to 12 months based on their health status. This whole setup makes sure that the main conversation between the patient and the team happens regularly rather than by chance (Coulter et al., 2013; NHS England, 2016).
5.2 International model: Chronic Care Model
The Chronic Care Model (CCM), conceptualised by Wagner and associates, aims to shift the focus from reactive, acute care to proactive, planned, and population-centered care. This model makes up six key components: healthcare organisation, community resources and policies, support for self-management, design of the delivery system, decision support mechanisms, and clinical information systems. Collectively, these elements foster "productive interactions" between an informed and engaged patient and a well-prepared, proactive healthcare team (Wagner, Austin, & Von Korff, 1996; Wagner, 1998; Wagner et al., 2001).
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A practical approach uses the Chronic Care Model (CCM) to reshape the system, placing the House of Care at the heart of personal interactions. When applied to type 2 diabetes, the CCM provides essential tools like a diabetes register, a way to recall patients based on their risk levels, clear team roles, established protocols, community referral options, and support for self-management. Meanwhile, the House of Care guides each interaction by asking "what matters to you?" This leads to a jointly created action plan that is realistic and can be followed up on as needs change (Coulter et al., 2013, NHS England, 2016). This approach helps prevent services from being reorganised in a way that feels cold and impersonal while also ensuring that meaningful conversations have the necessary support systems in place to happen consistently.
5.3 Using both models
A pragmatic synthesis employs the Chronic Care Model (CCM) to reconfigure the system, while positioning the House of Care as central to relational dialogue. The CCM inquires whether there exists a registry, mechanisms for recall, clearly defined team roles, decision-making support, community connections, and aid for self-management. Conversely, the House of Care questions whether individuals leave with a collaboratively developed plan, whether they can implement this plan at home, and if the system is equipped to recognize changes in their needs. This combined perspective guards against technical redesign efforts that overlook relational aspects and ensures that compassionate dialogues are supported by adequate infrastructure.
Political and implementation agendas in England
On a national level, the NHS Long Term Plan (2019) highlighted the significance of prevention, specific targets for diabetes treatment, structured educational programs, foot-care services, specialist nursing in inpatient settings, personalised care, and digital support for self-management (NHS England, 2019). This comprehensive model of personalised care integrates shared decision-making, individualised care planning and support, patient choice, social prescribing, helped self-management, and personal health budgets (NHS England, 2019).
The Health and Care Act 2022 set up integrated care systems as a statutory requirement, fostering collaboration between NHS organisations and local government to enhance population health outcomes, address inequalities, and integrate services effectively (UK Parliament, 2022. King’s Fund, 2022). In the context of diabetes management, implementation typically occurs through place-based partnerships within Integrated Care Boards (ICBs), primary care networks, general practitioner practices, community diabetes teams, podiatry services, retinal screening initiatives, pharmacies, social care sectors, and voluntary organisations.
A critical analysis reveals underlying tension. While national policies advocate for personalisation in care delivery, existing payment and performance frameworks often prioritise activity levels and compliance with thresholds over the continuity of relational care. The establishment of integrated structures does not inherently result in behavioral change, such transformations cause trust-building measures, shared data access, aligned incentives among stakeholders, and adequate time for adaptation (King’s Fund, 2022). Although digital solutions can enhance access to healthcare services, they may inadvertently worsen exclusion when barriers related to data accessibility, technological devices availability, language ability issues, disabilities, or lack of trust are present. Furthermore, while prevention programs can be highly effective in theory their impact may be limited among marginalised communities if referrals depend on conventional appointment systems and patient confidence rather than proactive outreach strategies (Marmot 2010; NHS England 2019).
Consequently, a localised developmental initiative should delineate the population's needs based on deprivation levels/ethnic backgrounds/age demographics; baseline metrics concerning the completion of care processes and achievement of treatment targets, accessibility to structured educational resources and pathways toward remission; risk stratification for foot complications as well as chronic kidney disease/cardiovascular disease, provisions for interpreters along with culturally sensitive dietary recommendations and materials designed for individuals with low literacy levels, screenings for diabetes-related distress coupled with psychological support services; caregiver resources, and clearly defined protocols for addressing acute deterioration in patient conditions.

Recommendations for person-centered improvement, self-management, and end-of-life care
The next recommendations transform the evidence into a practical cycle for service improvement. They are intentionally designed to be measurable, yet they must be collaboratively developed with individuals living with diabetes and their caregivers (National Voices, 2013; Coulter, 2016).

Commence with "what matters" Utilise pre-review questionnaires, teach-back methods, and a unified care plan that encompasses clinical risks, personal life goals, nutrition, physical activity, employment, caregiving responsibilities, management of hypoglycemia, sick days, and emergency contacts.
Design to mitigate inequality.  Analyse participation and outcomes according to factors such as socio-economic deprivation, ethnicity, age, disability status, and language ability, implement outreach initiatives through community venues and link workers while providing translated resources and adaptable digital/non-digital options.
Ensure safe treatment optimisation.  Follow NICE NG28 guidelines for individualized treatment; evaluate medication adherence and obstacles before introducing new pharmacological agents, focus on cardiorenal protection; consider deprescribing if benefits diminish or if there are changes in life expectancy or frailty.
Expand prevention and remission efforts. Refer qualifying individuals to structured educational programs and NHS pathways aimed at prevention and remission when available; foster realistic expectations alongside strategies for long-term maintenance.
Screen for and address emotional distress. Regularly inquire about diabetes-related distress and emotional well-being, direct individuals toward psychological therapies, peer support groups, and specialized interventions for diabetes-related distress while avoiding any form of blame.
Prove the House of Care/Chronic Care Model (CCM) framework. Develop registries, implement recall systems, ease multidisciplinary team (MDT) discussions, assign care coordinators for complex cases, provide decision-making support tools, set up foot/eye/renal care pathways, leverage community resources, and create feedback mechanisms for commissioning processes.
Involve families and caregivers actively. With appropriate consent, engage caregivers in educational efforts as well as during emergencies; assess the strain experienced by caregivers; deliver clear action plans regarding hypoglycemia, hyperglycemia, and foot infections.

Prepare for deterioration and end-of-life considerations. Implement advance care planning early in the course of treatment for older or frail patients; ease targets when the burden exceeds potential benefits; avoid using sliding-scale insulin regimens; prioritise comfort measures along with safety protocols while ensuring symptom control and respecting preferred places of care (NICE, 2017, Diabetes UK, 202, Dunning et al., 2018).
Evaluate what is significant. Monitor patient-reported outcomes related to distress levels, quality of life metrics, medication burdens, hospital admissions statistics, foot health results, remission status where applicable, disparities in equity of care delivery, as well as overall patient/caregiver experiences beyond merely tracking HbA1c levels.
Commit to continuous learning. Employ Plan-Do-Study-Act cycles alongside peer reviews and case conferencing audits; integrate anonymised findings into Integrated Care Board (ICB) population health planning initiatives.
End-of-life care where appropriate
In cases of frailty, dementia, advanced chronic kidney disease (CKD), heart failure, cancer, or recurrent health crises, the focus of care should transition from stringent glycemic control to prioritising comfort, safety, dignity, and minimising treatment burdens. It is essential to address various considerations such as the limitations of treatment options, management plans for hypoglycemia and hyperglycemia, steroid-induced hyperglycemia, hydration needs, nutritional intake, driving capabilities, infection risks, and preferred locations for receiving care. For individuals with type 2 diabetes, it is critical that insulin therapy is not stopped prior to death due to the risk of diabetic ketoacidosis (DKA). Conversely, in type 2 diabetes cases, glucose lowering medications may be appropriately adjusted or ceased in response to changes in dietary habits. The National Institute for Health and Care Excellence (NICE) quality standards for end-of-life care and Diabetes UK's guidance on end-of-life matters advocate for proactive planning and effective communication (NICE, 2017, Diabetes UK, 2024, Dunning et al., 2018).
Conclusion
Type 2 diabetes stands for a significant long-term health challenge influenced by biological, behavioral, relational, and socioeconomic factors. An effective approach integrates evidence-based treatments with relational care and systemic reform: the Chronic Care Model provides essential infrastructure; the House of Care prioritises the individual’s needs, and NHS policies offer mechanisms for integration, prevention, and personalization. Success should be evaluated not only through reduced HbA1c levels but also through fewer health crises, diminished distress, supported functionality, fair access to care, and support systems that families can sustain.
In terms of implementation, the primary assessment is practical rather than theoretical: can individuals leave each interaction with a personalised plan they co-created, comprehend it, and afford it? Are caregivers able to articulate emergency protocols? Does the healthcare team show missed reviews, signs of distress, foot complications, and declining functionality? Can commissioners address disparities in service use through outreach initiatives, translation services, community resources, and prompt expert aid? If any of these criteria are unmet, the model risks being still merely a conceptual framework rather than an effective healthcare solution.
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