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1. Definition
Type 2 diabetes mellitus is a chronic condition characterised by high blood glucose levels as a result of poor response of the cells to insulin and low insulin production by the pancreas. Glucose is normally taken from the blood by insulin to give energy to the body. Insulin resistance and low insulin production lead to constant hyperglycemia (WHO, 2024; American Diabetes Association Professional Practice Committee, 2025a).
The disease can develop slowly without clear symptoms. Symptoms of the disease include increased thirst, increased urination, feeling tired, blurred vision, slow healing and recurrent infections. Diagnosis is done through HbA1c test or plasma glucose test as per clinical interpretation. The HbA1c shows the average glucose level over the past two to three months (NHS, n.d.-a; WHO, 2024).
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Figure 1. Mechanism of Type 2 Diabetes Mellitus
Source: Depositphotos (2020), ‘Types of Diabetes Mellitus: Comparison of Cell Work in Diabetes and in a Healthy Body’. Available at: https://depositphotos.com/vector/types-diabetes-mellitus-comparison-cell-work-diabetes-healthy-body-insulin-357122548.html

Type 2 diabetes is different from type 1 and gestational diabetes despite the fact that both can lead to elevated levels of blood glucose. The objective of treatment is to control glucose levels, minimize risks related to heart disease and kidney diseases, and ensure quality of life. Remission occurs in some patients due to significant weight loss but it is not a cure as ongoing monitoring is necessary (Riddle et al., 2021; American Diabetes Association Professional Practice Committee, 2025b).
[bookmark: _Toc243735981]2. Burden / Prevalence
Diabetes is a serious public health problem worldwide. According to the International Diabetes Federation (IDF), there were 588.7 million adults aged 20-79 with diabetes in 2024, one out of nine adults. In the IDF 11th Atlas, 852.5 million are projected by 2050 (+45%). This estimate also says that 81% live in developing nations. Estimates include all types of diabetes, however, type 2 accounts for the majority of them (IDF, 2025a; GBD 2021 Diabetes Collaborators, 2023).
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Figure 2. Diabetes around the world in 2024: estimated number of adults aged 20–79 years with diabetes by IDF region and projections to 2050
Source: International Diabetes Federation (IDF, 2025b), IDF Diabetes Atlas, 11th edition, Global Factsheet. Available at: https://diabetesatlas.org/resources/factsheets/
Regional estimates reveal different growth. The Western Pacific was the region with the highest 2024 estimate: 215.4 million, reaching 253.8 million by 2050 (+18%). In South-East Asia, the number grows from 106.9 million to 184.5 million (+73%), in the Middle East and North Africa – from 84.7 million to 162.6 million (+92%), and in Africa – from 24.6 million to 59.5 million (+142%). Europe grows from 65.6 million to 72.4 million (+10%), North America and the Caribbean from 56.2 million to 68.1 million (+21%), and South and Central America – from 35.4 million to 51.5 million (+45%) (IDF, 2025b).
Figure 3 shows an historical England estimate of the prevalence rather than the current one. The 2016 model indicated that there were 3.8 million people with diabetes, with 940,000 being undiagnosed diabetes cases. It mentioned that about 90% of the diabetes cases were Type 2, the annual cost of care for the disease in the NHS at £8.8 billion, and 4.9 million of diabetes cases in 2035. These numbers relate to the model's period and should not be used as current numbers and compared with the 2024 global adult estimates of IDF as the geography, year, and methodologies differ (IDDT, 2022, reproducing the 2016 National Cardiovascular Intelligence Network model). There are newer statistics for the whole of the UK, but they refer to a different period and geography and should not be substituted into this historic England chart (Diabetes UK, n.d.).
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Figure 3. Diabetes in England: figures from the 2016 diabetes prevalence model
IDDT (2022) Professor Alan Sinclair: Diabetes and ageing [presentation]. Available at: https://www.iddt.org/wp-content/uploads/2022/11/Prof-Alan-Sinclair-Diabetes-and-Ageing.pdf
Collectively, the images demonstrate the recent estimate of a global figure as well as the older estimate for England. The disease requires the use of general practitioners, retinal screening, kidney tests, foot protection, and cardiovascular disease prevention. Early diagnosis can limit unnecessary damage, but access to care is determined by the following factors: availability of services, money, food, housing, education, and language access (WHO, 2024; DHSC, 2025).
[bookmark: _Toc243735982]3. Risk Factors
Type 2 diabetes has an interplay between biological, behavioural and social determinants. The risk factors include family history, age, previous gestational diabetes, polycystic ovary syndrome, high blood pressure, abnormal blood lipids, excessive body fat and reduced physical activity. It may also develop in people who do not suffer from obesity. Risk factor assessment should consider an individual holistically rather than only their weight (GBD 2021 Diabetes Collaborators, 2023; GBD 2021 Risk Factors Collaborators, 2024).
[bookmark: _Toc243735983]3.1 Modifiable risk factors
Diet, physical activity and body composition. Energy-dense food, sugary beverages and reduced physical activity may contribute to weight gain and insulin resistance. Sustainable changes in diet and physical activity are able to reduce risks of developing type 2 diabetes, but recommendations should take into account cultural, disabling, economic and personal circumstances. General advice to 'eat better' is not sufficient without practical support and affordability (American Diabetes Association Professional Practice Committee, 2025a; GBD 2021 Risk Factors Collaborators, 2024).
Smoking, sleeping and other health factors. Smoking poses cardiovascular risk, whereas poor sleeping, additional diseases and medications influence metabolic health. Clinicians should address these factors and set realistic expectations instead of suggesting that all risks are modifiable by an individual (American Diabetes Association Professional Practice Committee, 2025a; Davies et al., 2022).
Social and environmental conditions. Lack of nutritious food, safe routes for travel, transport, shift work, psychological stresses and health illiteracy can prevent people from managing their conditions and taking preventive measures. Action should involve not only individual efforts but also community and political actions as focusing solely on personal responsibility leads to health inequality as nutritious food, physical exercise opportunities and health-related services become even less accessible (DHSC, 2025; WHO, 2024).
[bookmark: _Toc243735984]3.2 Non-modifiable or difficult-to-modify risk factors
Older age and family history of diabetes increase the risk, whereas biological differences determine insulin resistance and pancreatic beta-cell dysfunction. Type 2 diabetes develops earlier or at lower BMI in some ethnicities including South Asian and Black African or African-Caribbean populations. This trend results from genetic, social and environmental factors rather than ethnicity alone. Previous gestational diabetes and polycystic ovary syndrome should be considered separately (GBD 2021 Diabetes Collaborators, 2023; American Diabetes Association Professional Practice Committee, 2025a).
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The aim of this booklet is to explain Type 2 diabetes, evaluate its physical, psychological and social effects, review evidence-based NHS management, apply the UK House of Care and international Chronic Care Model, examine relevant policy, and recommend practical improvements in person-centred care, self-management and support for families and carers.
[bookmark: _Toc243735986]5. Physical, Psychological and Social Implications
[bookmark: _Toc243735987]5.1 Physical implications
Elevated glucose levels continuously can damage blood vessels and nerves, leading to cardiovascular disease, stroke, kidney disease, retinopathy, neuropathy, foot ulcers and amputation. The risk also depends on blood pressure, cholesterol, smoking, kidney function and duration of diabetes. Care needs to focus not only on glucose but also on cardiovascular risk factors and kidney health (American Diabetes Association Professional Practice Committee, 2025b; NICE, 2021b; NICE, 2023a).
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Figure 4. Major microvascular and macrovascular complications associated with diabetes
Source: https://www.tldrpharmacy.com/content/the-pharmacists-guide-to-oral-diabetes-drugs 
Complications may have no symptoms and, therefore, require regular assessments despite patients' feeling well. The 2023 standard of NICE includes nine annual review procedures: HbA1c, blood pressure, BMI, cholesterol, kidney assessment, foot assessment, smoking status and retinal screening. Their effectiveness depends on follow up and treatment of abnormal results (NICE, 2023b; NHS, n.d.-c).
[bookmark: _Toc243735988]5.2 Psychological implications
Regular self-management may lead to psychological problems. The patient may feel frustrated due to food choices, medication intake, consultations or the fear of complications. Diabetes distress, anxiety and depression may affect sleep, self-confidence and adherence. These issues should not be attributed to lack of motivation. They may appear due to treatment burden, stigmatization, financial problems or other events (American Diabetes Association Professional Practice Committee, 2025a; Powers et al., 2020).
The review should include questions about psychological state, stress, self-confidence and treatment burden. Healthcare professionals need to identify the diabetes distress and refer patients to the appropriate services. The screening procedure would be useless without further assistance. Thus, the pathway has to be timely and culturally appropriate. The psychological support has to be integrated with diabetes support (American Diabetes Association Professional Practice Committee, 2025a; Powers et al., 2020).
[bookmark: _Toc243735989]5.3 Social implications
Diabetes may affect work and earning capacity, relationships, routines and social activities. The need to attend appointments and costs associated with travelling, food, medication or monitoring may cause additional stress. The relatives may assist with food, appointment making or care during illness. However, their involvement has to be discussed with patients first. The carers may need information. The patient retains autonomy in all situations (NHS England, n.d.-c; American Diabetes Association Professional Practice Committee, 2025a).
Stigma can prevent individuals from seeking help because of how diabetes is portrayed as a disease caused only through self-negligence. Other factors such as biology and social factors such as poverty and dietary environment can cause an increased risk of developing the condition. Telemedicine can be inaccessible to people without access to internet, security, devices and confidence. Services should ensure there are alternatives, translators and culturally sensitive information (DHSC, 2025; OHID, 2025).
[bookmark: _Toc243735990]6. Evidence-based Treatment and Management in the NHS
Care should be agreed with the patient and reviewed according to their changing needs. This often includes diet and physical activity advice, appropriate weight management, smoking cessation, education, and cardiovascular risk management. Targets for HbA1c should depend on treatment, hypoglycaemia risk, presence of comorbidities, and the quality of life. According to NICE, one should test the blood sugar level every three to six months until it becomes stable, after that – every six months; these targets need to be individualized (NICE, 2022; American Diabetes Association Professional Practice Committee, 2025b).
Medications will be chosen based on blood sugar levels, cardiovascular and kidney risks, other diseases and treatments, possible side effects, costs, and personal preferences. Metformin is an option for many people; SGLT2 inhibitors or GLP-1 receptor agonists might be chosen according to cardiovascular, renal, or weight-related needs. Other medications or insulin might be used. Discussions of the advantages, risks, and burden of medications should be held; no changes should be done without a doctor's approval (Davies et al., 2022; American Diabetes Association Professional Practice Committee, 2025b).
It is recommended to offer structured self-management education at the moment of diagnosis and with changes of the patient's needs. Educational programmes like DESMOND help with knowledge, setting goals and problem-solving, but education cannot solve all barriers. It should be accessible, culturally sensitive, tailored to health literacy, and linked to follow-up (Powers et al., 2020; NICE, 2023b).
NHS Healthier You program helps people who are eligible and have high risk of developing Type 2 diabetes. Path to Remission program provides supervised total-diet replacement to those eligible adults who were recently diagnosed and have overweight or obesity. According to NHS England's 2023/24 report, there are positive results among those participating, but not all referrals achieve remission. Remission is not a cure, and monitoring will be needed (NHS England, 2022; NHS England, 2024; NHS England, n.d.-a; Riddle et al., 2021).
Annual check-ups should include blood glucose, blood pressure, cholesterol, kidneys' functioning and urine albumin, feet, eyes, smoking, and body mass index. Screening allows identifying issues before symptoms start occurring. Care might be provided by GPs, specialists, pharmacists, dietitians, podiatrists, eye screening, kidney, and mental health services. Records of missed appointments should be kept for proper follow-up of care (NICE, 2021b; NICE, 2023b; NHS England, 2024).
[bookmark: _Toc243735991]7. Theoretical Models and Frameworks for Improved Outcomes
[bookmark: _Toc243735992]7.1 UK model: House of Care framework for Type 2 Diabetes
The House of Care is a UK model for personalised care to manage long-term conditions. It consists of an informed individual, care team collaboration, community and informal support, and organisational processes that facilitate care planning. A collaborative discussion establishes priorities, achieves agreement on goals and documents actions. This is the basis of how care is delivered and not the provision of one treatment (Roberts et al., 2019; NICE, 2021a).
[image: The Year of Care approach: developing a model and delivery programme for care and support planning in long term conditions within general practice | BMC Primary Care | Springer Nature Link]
Figure 5. House of Care framework for person-centred long-term condition management
Source: British Journal of General Practice article hosted by Springer Nature (2019). Available at: https://link.springer.com/article/10.1186/s12875-019-1042-4
In diabetes, planning may include food, activity, medication, glucose management, psychological care and avoidance of complications. While one individual may want to focus on being healthy enough to work, another may require guidance tailored to shift work, culturally-specific foods, or caregiving roles. Family members may attend if invited, but confidentiality and autonomy continue to be critical considerations (NICE, 2021a; NHS England, n.d.-c).
The House of Care connects individual goals to team behavior and services provided. However, discussion cannot serve as a substitute for medication, interpreter services, referral, screening and community resources. Lack of staffing and fragmented documentation may affect delivery. The team must ensure that agreed upon actions were taken and that underserved communities have equal access (Roberts et al., 2019; DHSC, 2025).
[bookmark: _Toc243735993]7.2 Application of the internationally developed Chronic Care Model to Type 2 Diabetes Management
Chronic Care Model (CCM) is an international model aimed at optimizing care for individuals with chronic conditions. CCM comprises six dimensions including health system, community, organization resources and policies, self-management, delivery system design, decision support and clinical information systems. Collectively they aim at facilitating an informed patient and proactive team rather than sporadic reactive consultations (ACT Center, n.d.; American Diabetes Association Professional Practice Committee, 2025a).
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Figure 6. Chronic Care Model applied to Type 2 Diabetes management
Source: ACT Center for Excellence in Primary Care (n.d.). Chronic Illness Care. Available at: https://www.act-center.org/our-work/primary-care-transformation/chronic-illness-care
Self-management support for diabetes comprises education and goal setting; delivery-system design includes planned reviews and roles; decision support involves bringing evidence into consultations; and clinical systems identify overdue patients. Community partners may help with activity, food availability, or social aspects. Leadership needs to provide staff, data, and time for coordination (ACT Center, n.d.; NHS England, n.d.-c).
The CCM stresses the impact of service design, but the wide range of its components can be difficult to implement consistently. A register or digital reminder does not necessarily lead to personalized care. The services need to measure clinical outcomes, along with experience, shared decisions, and inequalities. The CCM organizes proactive services; House of Care centers on the personal conversation (ACT Center, n.d.; NICE, 2021a).
[bookmark: _Toc243735994]8. Health and Social Care Policies and Agendas
NICE quality standard QS209, which came out in 2023, focuses on priority areas that include structured education and nine annual care processes. Shared decision-making and kidney disease guidance can assist in making informed choices and preventing complications. Standards will work only if people attend, understand the information provided and get follow-ups (NICE, 2021a; NICE, 2021b; NICE, 2023b).
In England, NHS prevention and remission programs help people who have high risks and eligible adults with recent diagnoses. The 10-Year Health Plan for 2025 calls for delivering care to communities, digital and prevention services. These goals can benefit continuity, but digital services require non-digital alternatives for those who have access problems (NHS England, 2022; NHS England, 2024; NHS England, n.d.-b; DHSC, 2025).
Policy should be evaluated by both implementation and intention. There is a variation in the prevalence of diabetes and services available geographically; deprivation, language, disability, transport, and capacity all play a role. Commissioners need to check how often care processes were used, what visits and referrals were missed, and the results achieved by each group of population. The England infographic is based on a 2016 model and cannot be a substitute for local data (OHID, 2025; DHSC, 2025).
[bookmark: _Toc243735995]9. Recommendations for Improvement
First, improve identification and follow-up. Primary care must undertake risk assessment, testing and referral pathways. Those who fail their review need flexible appointments and available information, not chastisement. Monitor the nine care processes and address any gaps that arise within eye screening, foot checks, and kidney function testing (NICE, 2023b; OHID, 2025).
Second, individualise care plans. Clinicians must engage with the patient, discuss treatment benefits and costs, assess health literacy and overall wellbeing, and provide language and communication preferences. The care plan must contain actions, monitoring, complication assessments, and a nominated contact person. Digital solutions should go hand-in-hand with face-to-face and phone consultations (NICE, 2021a; NHS England, n.d.-c).
Third, maintain education and lifestyle support. Evidence-based education on diabetes should be provided at the time of diagnosis and then again if needs change. Information should be affordable, culturally appropriate, and suitable for those with disabilities, employment, and caring responsibilities. Those who meet certain criteria should be referred to prevention or remission schemes with benefits, harms, and follow-up explained. Overall wellbeing and management must be assessed rather than just attendance (Powers et al., 2020; NHS England, 2022; NHS England, 2024).
Fourth, integrate physical and mental aspects of care. Reviews should assess cardiovascular risk, kidneys, eyes, feet, psychological distress, depression, and treatment burden. Primary care, specialist clinics, pharmacies, podiatry, retinal screening, dietitians, and psychological services require referral pathways. Carers can be engaged in consultations with consent. For patients with advanced complications or severe disease, comfort, quality of life, and proportional therapy are key considerations (American Diabetes Association Professional Practice Committee, 2025a; Powers et al., 2020).
Finally, address inequalities via community and service-level interventions. Collaboration between the local authorities, voluntary organizations, and people living with the disease is required to minimize barriers to diabetes care associated with food, transport, language, access and digital solutions. Appoint a lead person, devise actions to be measured, and monitor clinical and patient experience outcomes. Employ the House of Care to plan conversations and the CCM to organize services (DHSC, 2025; ACT Center, n.d.).
[bookmark: _Toc243735996]10. Conclusion
Type 2 diabetes affects the heart, kidneys, eyes and nerves, as well as emotions, family and society. IDF figures indicate an increasing burden; the England infographic is an old example from 2016 and needs to be dated as such. A combination of individualised lifestyle help, medication, information, monitoring and tackling of social barriers constitutes good management.
House of Care focuses on individuals' interests; the Chronic Care Model promotes proactively planned provision. Together they have the potential to improve care if the team has available resources, effective follow-ups and an equity perspective. Some important priorities are early detection, patient education, integrated psychological treatment and equal completion of standard tests. 
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(252 million people) are undiagnosed. Almost
90% live in low and middle-income countries.

O Diabetes was responsible for an estimated
USD 1.015 trillion in global health expenditure
in 2024. This represents a 338% increase over
the past 17 years.

O 635 million adults worldwide (1 in 8) have impaired
glucose tolerance and 488 million have impaired
fasting glucose (1 in 11) placing them at high risk
of type 2 diabetes.

O 1in5live births are affected by hyperglycaemia
in pregnancy.

North America and Caribbean (NAC) South and Central America (SACA) South-East Asia (SEA) Western Pacific (WP)
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