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[bookmark: _Toc243589161]Definition
Type 2 diabetes is a chronic illness whereby the body fails to utilize insulin properly. This may lead to excessively high blood glucose. It involves continuous management in terms of healthy lifestyle selection, treatment, frequent monitoring and self-management.
[bookmark: _Toc243589162]Aim
This booklet is intended to have a clear and practical information on Type 2 diabetes, its risk factors, effects and management. It also seeks to assist service users and healthcare professionals to comprehend long-term care and enhance health and quality of life.
[bookmark: _Toc243589163]1. Introduction
Type 2 diabetes mellitus (T2D) is a chronic metabolic disorder where the body develops insulin resistance and, with time, the pancreas is unable to produce sufficient insulin to keep the blood glucose levels normal. It leads to chronic elevated blood glucose and may harm the heart, blood vessels, eyes, kidneys and nerves when not treated (WHO, 2024). Long-term clinical care and day-to-day self-management are thus needed by the management.
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Figure 1. Definition and aim of the information booklet on Type 2 diabetes.
By 2024, the number of adults aged 2079 years with diabetes is estimated at 589 million, and 853 million cases are projected by 2050 (Genitsaridi et al., 2026). This aids in prevention, early diagnosis and long-term care in the community.
According to Diabetes UK, 4.6 million have been diagnosed with diabetes, 1.3 million with undiagnosed T2D and 6.3 million with non-diabetic hyperglycaemia (Diabetes UK, 2025). The latter is not comparable to the 5.7 million estimate of OHID since Diabetes UK presents an estimate of the UK as a whole, whereas OHID presents an estimate of England alone and in a different year and by a different method of estimation. The numbers cannot be considered as directly comparable.
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Figure 2. Type 2 diabetes: prevention and long-term management pathway.
[bookmark: _Toc243589164]2. Burden, Prevalence, Aetiology and Risk Factors
The risk factors are age, excess weight, lack of exercise, family history and past hyperglycaemia. Social conditions determine food access, housing, employment, stress and opportunities to be active (WHO, 2024). Prevention must thus not focus on making T2D a personal matter.
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Figure 3. Key risk factors and social factors associated with Type 2 diabetes.
Aetiology is multifactorial. Insulin resistance is a burden on the pancreatic beta cells and the progressive beta-cell dysfunction decreases insulin secretion. Genetic predisposition and interaction with adiposity, inactivity, ageing and social factors. Prevention should thus be supported by an individual as well as intervention on broader determinants.
In England, 5.7 million adults were estimated to have non-diabetic hyperglycaemia in 2021, which represents 12.7% of adults (OHID, 2026). Such a big population at risk exerts strain on prevention services.
Another thing to consider is ethnicity. European experience illustrates that the ethnic minority population with T2D can have lower overall mortality and more risks of nephropathy and retinopathy. On the majority of the macrovascular outcomes, South Asian populations had the same risks, and on some of the major cardiovascular outcomes, a slightly increased risk (Beulens et al., 2024).
In a meta-analysis of 2025, South Asian, Black and Chinese groups had a lower all-cause mortality than White groups with T2D. This is not to be construed as reduced disease burden since age, access to healthcare and risk factors might vary (Chaudhry et al., 2025).
[bookmark: _Toc243589165]3. Physical, Psychological and Social Impact
[bookmark: _Toc243589166]3.1 Physical impact
T2D can affect the cardiovascular, renal, neurological, visual and foot systems. Long-term high blood glucose is associated with these complications (WHO, 2024). A reduction in kidney functioning may signify increased risks of complication in the long term (Sartore et al., 2024). Prevention thus necessitates frequent check up and prompt treatment.
In England, 3,713,155 individuals with T2D were registered in the National Diabetes Audit 202425. The proportion of 58.2% recorded all eight recommended care processes, with the achievement between 38.6% and 73.5% across ICBs (NHS England, 2025a). This difference indicates that guidance does not necessarily result in fair delivery.
[bookmark: _Toc243589167]3.2 Psychological impact
Diabetes poses an ongoing burden of work in terms of medication, diet choices, activity, monitoring and appointments. This may lead to diabetes distress and impaired quality of life. Evaluation of depression and diabetes distress is not widely used (McMorrow et al., 2022). The psychological needs should be measured in conjunction with physical outcomes.
Disease factors, self-management requirements, family support and circumstances affect quality of life (Teli et al., 2023). Poor quality of life is also linked to sleep problems (Laverty et al., 2023). The management should hence take into account daily functioning and wellbeing and not blood glucose alone.
[bookmark: _Toc243589168]3.3 Social and family impact
T2D may influence work, family life, social activities and domestic habits. Autonomy can be diminished by excessive involvement of a family, whereas adherence can be enhanced through family support. Effects of family-based interventions are not consistent, but glycated haemoglobin, a blood test that presents average glucose levels, can be improved (Teli et al., 2024). Carers can also be subjected to emotional and practical pressure. According to Carers UK, 44% of working carers worked fewer hours and 25% took a lower-paying or less senior position (Carers UK, 2024). Person-centred care must thus be about the person and the people who back him or her.
[bookmark: _Toc243589169]4. Evidence-Based Treatment and Management
NICE published guidance in 2026 focuses on the use of medicines that lower the risk of cardiovascular and kidney disease as well as glucose regulation. In adults without any comorbidities, modified-release metformin and an SGLT2 inhibitor should be considered as initial treatment but only when suitable (NICE, 2026). SGLT2 refers to sodium-glucose cotransporter-2; the medications enhance the amount of glucose that is excreted in the urine.
The treatment should not be based on the HbA1c, the blood test that indicates the average glucose level during a period of approximately two to three months. SGLT 2 has shown kidney benefits (Siddique et al., 2025). GLP-1 receptor agonists have also been linked to a reduced number of major kidney events in T2D in chronic kidney disease (Felix et al., 2025). These advantages promote cardiorenal protection, i.e., the preservation of the health of the heart and kidneys.
The choice of medicine should be individualised. Factors include cost, adverse effects, contraindications, treatment burden, preferences and self-management ability. Shared decision making is thus a necessity.
Management of lifestyle is key. A meta-analysis identified benefits of energy limitation and a number of dietary patterns, with 77 percent of reviews of low or very low quality. This restricts the trust in the superiority of a single diet (Szczerba et al., 2023).
The NHS Type 2 Diabetes Path to Remission programme involves a low-calorie total diet replacement phase and support. Initial NHS statistics indicate remission in those who complete, but remission is not assured and maintenance is still significant (NHS England, 2025b).
It is suggested that structured education should be used at diagnosis and the family or carers should be involved where necessary (NICE, 2021a). Self-management can also be facilitated by digital interventions in case of the availability of personalised professional coaching (Kerr et al., 2024).
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Figure 4. Key components of evidence-based treatment and management for Type 2 diabetes.
[bookmark: _Toc243589170]4.1 Critical appraisal of treatment choices
The best thing about existing NICE guidance is a more expansive definition of treatment success. Glycaemic control is still relevant, yet cardiovascular and renal protection now plays a role in the choice of medicine (NICE, 2026). Nevertheless, poverty, food insecurity, inactivity or treatment burden cannot be eliminated with medicines and choices must be comprehensive.
This broader strategy is exemplified by SGLT2 inhibitors. There is evidence of kidney benefits, and GLP-1 receptor agonists have benefits in T2D in the presence of chronic kidney disease (Siddique et al., 2025; Felix et al., 2025). Effectiveness, however, can be diminished by adherence, adverse effects, access and follow-up.
Energy restriction and various dietary patterns are supported by dietary evidence, although some are not certain (Szczerba et al., 2023). Trial diet is not easy to keep as culture and family meals, cost and work patterns affect compliance. Services are supposed to focus on sustainable changes as opposed to hard and fast rules.
Online interventions are able to enhance HbA1c, especially those that incorporate personalised coaching (Kerr et al., 2024). Technology can only be applied effectively in cases where it enhances relationships and not merely passing information. Human assistance must be there.
[bookmark: _Toc243589171]5. Models of Long-Term Condition Management
[bookmark: _Toc243589172]5.1 UK Model: Comprehensive Model of Personalised Care
There are six interrelated components of the NHS Comprehensive Model of Personalised Care. They are shared decision making, personalised care and support planning, enabling choice, social prescribing, supported self-management and personal health budgets (NHS England, 2019).
Its key strength lies in its person-centered approach as opposed to diagnosis. It acknowledges objectives, connections, community resources and real world conditions. It is applicable since everyday decisions on diabetes are made outside the clinical context.
Implementation may be disproportionate. Personalised care needs the time of the staff, training and coordination and may turn into a paperwork exercise unless followed up. The model must consequently have quantifiable results and sustainability.
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Figure 5. NHS Comprehensive Model of Personalised Care.
[bookmark: _Toc243589173]5.2 International Model: Chronic Care Model
Chronic Care Model (CCM) is a global disease management model. It connects the design of the delivery system, self-management support, decision support, clinical information systems, community resources and constructive interaction between the patient and the professionals (Wagner, 1998).
A systematic review of 17 studies (16,485 participants) in 2022, identified CCM interventions to lower HbA1c by 0.21 percentage points relative to usual care. More significant effects were observed in cases where there were four or more elements (Goh et al., 2022).
The CCM helps in understanding the impact of the organisational design on results, yet complexity may be a constraint. Services can implement single aspects without the integrated system as provided by the model.
[bookmark: _Toc243589174]5.3 Critical Comparison
	Area
	NHS Personalised Care
	Chronic Care Model

	Main focus
	Person’s goals and choices
	System design and planned interactions

	Main strength
	Supports autonomy and whole-life needs
	Strong organisational and clinical structure

	Main limitation
	Implementation can vary
	Complex to implement fully

	Relevance to T2D
	Supports daily self-management
	Improves coordinated long-term care



The models complement each other. The NHS model is superior in terms of autonomy and whole-person planning whereas the Chronic Care Model is superior in terms of service design and coordination. Their combination associates individual objectives with dependable systems.
[bookmark: _Toc243589175]6. UK Policy and Health and Social Care Agenda
The 10 Year Health Plan of England focuses on three changes: hospital to community, analogue to digital and sickness to prevention (Department of Health and Social Care, 2025). In the case of T2D, this aids in earlier intervention, neighbourhood services and self-management but requires workforce, digital access and funding to implement.
The NHS Diabetes Prevention Programme has recorded massive coverage. Independent assessment revealed a 37-percent relative decrease in cases of diabetes among completers and a 7-percent population-level decrease (McManus et al., 2022). This assists in prevention investment, yet access and completion are significant in equity..
Nevertheless, the ambition of policy does not ensure fair results. There is local system variation in national audit data. As of 202425, integrated care boards had an all-eight-process achievement of between 38.6 and 73.5 (NHS England, 2025a).
This difference is a vital implementation concern. The national standards require local capacity, workforce stability, data systems and available services. Equity and experience must be the measure of policy, not just volumes of activity.
[bookmark: _Toc243589176]6.1 Local commissioning and devolved policy context
ICBs have a strategic commissioning role and work with integrated care systems, local authorities and providers. Presently, the current practice is being reformed, and more commissioning duties will be shifted to ICBs since April 2027 (NHS England, 2026a; NHS England, 2026b).
An example is the Wandsworth Health and Care Plan 202527. T2D is one of its 19 “Live Well” priorities. It reports 15,257 residents with diabetes; 45.4% had gone through all eight care processes and 49.3% had achieved three treatment targets. The plan also recognizes those who are at high risk and proposes NHS Health Checks, community-specific engagement, health and wellbeing workers, social prescribers and enhanced prevention and treatment assistance (NHS South West London Integrated Care Board, 2025). This demonstrates the way in which national priorities may turn into local acting when it comes to dealing with inequalities.
Readers in Wales are also provided with a devolved context. Health boards are the structure adopted by NHS Wales instead of the English structure on ICB. Wales has an All-Wales Diabetes Prevention Programme and its Healthy Weight: Healthy Wales delivery plan is one where obesity prevention is linked to diabetes prevention. This demonstrates that governance influences policy and delivery remains reliant on local needs and capacity (Welsh Government, 2026).
[bookmark: _Toc243589177]7. Person-Centred Care and Self-Management
The self-management is necessary since the majority of the diabetes care is between appointments. Knowledge, confidence and practical skills should be established through effective support and treatment workload should be identified.
Shared decision making integrates evidence with patient preferences, values and circumstances (NICE, 2021b). When the person agrees, family members or carers can be involved.
Realistic goals that should be included in self-management plans are medication adherence, activity, food choices, foot care and monitoring. Goals ought to be revisited with change of circumstances.
Culturally responsive communication is also needed in person-centred care. Dietary advice should reflect cultural food practices and affordability because generic advice may be difficult to follow.
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Figure 6. Person-centred self-management cycle for type 2 diabetes.
[bookmark: _Toc243589178]7.1 Implementation, equity and continuity
Long-term condition management is based on the gap between evidence and practice. According to national audit data, the full coverage of the care processes is not yet universal (NHS England, 2025a). Services must have the ability to provide evidence.
Continuity is important for people with complex needs. Fragmentation can be minimized by a named professional or coordinated team. The Chronic Care Model facilitates scheduled interactions and coordinated delivery, whereas personalised care involves better emphasis on individual goals (Goh et al., 2022).
Routine diabetes care should include psychological support since depression and diabetes distress can impact motivation, self-care and quality of life. The routine assessment is indicated to be inconsistent (McMorrow et al., 2022).
[bookmark: _Toc243589179]7.2 Multidisciplinary and carer support
Multidisciplinary working is a key to long-term management of diabetes. It can be contributed by primary care clinicians, nurses, pharmacists, dietitians, podiatrists, retinal services and community professionals. Due to a common plan, duplication and conflicting advice may be minimized.
Carers may be able to offer both practical and emotional support, although this must be in agreement with the person. NICE encourages the involvement of families or advocates where appropriate and agreed (NICE, 2021b).
The impact of carers should be taken into consideration as well. Drug regimes, visits, food alterations and tracking may be time and emotionally taxing. The qualitative research conducted in the UK revealed that caregivers talked of commitment and pressure (Newson, Brown and Dugdale, 2025).
Unpaid care may have an impact on employment, money and health. Carers UK discovered that 44 percent of employed carers decreased their working hours and 25 percent shifted to a lower-paid or lower-level position (Carers UK, 2024). Careers should be asked about their needs and signpost support by services (Welsh Government, 2025).
[bookmark: _Toc243589180]8. End-of-Life Care
The end-of-life care can also be reached in case diabetes is complexified with advanced disease, weakness or comorbidity. There should be a change in intensive targets to comfort, dignity and the priorities of the person when clinically appropriate.
NICE suggests early detection and advance care planning, such as treatment and place of care preferences (NICE, 2019). The guidance by the American Diabetes Association is not UK policy but supplementary, and the diabetes-specific guidance should be applied to UK palliative and prescribing arrangements.
There may be a need to simplify diabetes treatment. Hypoglycaemia risk, burden of treatment, prognosis and the wishes of the person should be taken into consideration. With consent, family and carers can be engaged.
Benefit and burden vary at the end of life. Close glycaemic objectives can be of little use whereas hypoglycaemia can be dangerous. Guidance helps streamline the treatment, minimize unwarranted monitoring, and prioritize comfort and dignity (American Diabetes Association Professional Practice Committee, 2026).
In an individual with extremely short life expectancy, clinicians can taper or discontinue treatment in cases where the risk and burden of treatment are greater than the potential benefit. Oral intake, hypoglycaemia risks and goals, and symptoms should be taken into account when making insulin decisions. The process of deprescribing is not to be considered withdrawal of care and must be planned and reviewed (Hickman et al., 2024).
[bookmark: _Toc243589181]9. Recommendations
Enhance systematic learning at diagnosis. Incorporate follow up since single session education might not be able to maintain behaviour change.
Engage in individualised care plans that have quantifiable objectives. Review objectives during usual diabetes contacts and following significant changes.
Enhance the accomplishment of all eight care processes. Local systems need to recognize gaps and apply focused outreach.
Integrate non-digital and digital support. Provide telephone, face-to-face and accessible media as well as apps.
Embed psychological assessment. Identify depression and diabetes distress and link people to appropriate support.
Give culturally sensitive nutrition. Modify recommendations to cultural foods, domestic practices, cost and taste.
Choose cardiorenal evidence in the choice of medicines. Benefit, safety and treatment burden should be taken into account in shared decisions.
Enhance family and carer engagement. Engage other people at the request of the individual and respect his/her autonomy.
Improve end-of-life planning. Talk about advance care planning at an early stage when the decision-making is difficult due to severe complications or frailty.
[bookmark: _Toc243589182]9.1 Implementation measures
	Priority
	Action
	Suggested measure

	Care processes
	Target people missing annual checks.
	Increase all-eight-process completion and reduce local variation.

	Self-management
	Offer structured education with follow-up.
	Measure attendance, confidence and HbA1c change.

	Equity
	Use outreach and accessible formats.
	Compare uptake and outcomes across deprived and minority groups.

	Digital care
	Provide digital and non-digital routes.
	Monitor engagement and identify digital exclusion.

	Psychological care
	Screen for distress and depression.
	Record assessment, referral and follow-up.

	End-of-life care
	Introduce timely advance care planning.
	Record documented preferences and review them.


[bookmark: _Toc243589183]10. Conclusion
T2D is a complicated chronic illness, which has significant clinical, psychological and social outcomes. The UK data indicate that there is a high burden and incomplete provision of recommended care processes.
Integrated treatment using a combination of medicines, lifestyle support, education and person-centred care is supported. The cardiorenal benefits can be offered by newer medicines, yet treatment remains to be individually assessed.
The two care models are complementary: personalised care enhances autonomy and whole-life planning whereas the Chronic Care Model enhances coordination, information systems and reliable delivery. It should be improved with the emphasis on prevention, equity, continuity and self-management, and quantifying both the feeling of people being supported and the process of care being completed. This will enhance results, decrease disparities and make care more sustainable.
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Figure 3. Key components of evidence-based treatment and management for Type 2 diabetes.
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