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[bookmark: _Toc224421132][bookmark: _Toc224421436]Introduction and Definition
Type 2 diabetes mellitus (T2DM) is a long-term, progressive metabolic disorder characterised by insulin resistance and relative insulin deficiency that results in persistent hyperglycaemia (NICE, 2024). T2DM is a persistent, chronic medical condition with a need for routine and structured education and comprehensive self-management intervention, rather than episodic care. It is most widely treated in primary care in the UK (although its impacts are more far reaching, including on physical health and psychological wellbeing, levels of social participation and family life). The present understanding of T2DM is becoming more and more holistic, acknowledging it as a whole-person and systems-focused condition where outcomes are not just driven by pharmacological treatment and clinical involvement, but are also influenced by access to multidisciplinary care, culturally responsive services and the broader determinants of health (Bambra, Smith and Pearce, 2015). Current UK policy reflects this wider framing and has focused heavily on prevention, tailored care and integrated service provision along long-term condition pathways. The model of Comprehensive Personalised Care relies on shared decision making, supported self management and social prescribing as fundamental mechanisms for improving outcomes in the management of chronic disease (NHS England, 2019). However, evidence from recent audits and implementation demonstrates that care is still delivered inconsistently across Integrated Care Systems, with sustained variation in recommended care processes and target treatment attainment (NHS Digital, 2025; Tahir et al., 2025). Such variation that persists demonstrates the policy, practice gap inherent in long-term condition management in the UK.
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Figure 1: Pathophysiology of type 2mellitus showing the interaction between genetic and environmental factors, insulin resistance, pancreatic B-cell dysfunction and resulting hyperglycaemia (Zaidalkilani et al., 2024).

 Pathophysiologically, T2DM arises from an insufficient insulin yield to metabolic demand, and/or when peripheral tissues develop resistance to insulin action. Progressive dysfunction of pancreatic beta cells progressively undermines glycaemic regulation over time and heightens the risk of microvascular, as well as macrovascular, disease (NICE, 2024). Against this backdrop, this booklet systematically reviews the epidemiology, biopsychosocial impact, theoretical models, the implementation of policy and the person-centred approach to management of T2DM for health care practitioners working in UK primary, community and integrated care settings.
[bookmark: _Toc224421133][bookmark: _Toc224421437]Type 2 diabetes Mellitus prevalence 
Type 2 diabetes mellitus (T2DM) is among the most common long term diseases worldwide, and it is steadily increasing in size, resulting from the ageing of people, growing obesity and the way people live and work. Global estimates that in 2021, the worldwide prevalence of diabetes was approximately 537 million adults aged 20 to 79 years and could rise to 643 million by 2030 (Magliano and Boyko, 2021). T2DM makes up 90–95% of all diabetes cases and presently represents the most common form of the disease worldwide. Diabetes in the UK is an important public health challenge.
 Present estimates indicate that more than 4.3 million people are living with diabetes, with about 90% of them having type 2 diabetes (Diabetes UK, 2023). [image: ]
Figure 2. Diabetes prevalence in the UK Population (Hornstein, 2021).
However, these figures probably underestimate the actual burden of disease. Hundreds of thousands of adults remain undiagnosed and many are living with non-diabetic hyperglycaemia, putting them at a disproportionate risk of developing T2DM and the complications of cardiovascular disease that result from it (Diabetes UK, 2023). Prevalence differs widely by demographic group. Age is one of the most effective predictors, with rates rising sharply in adults aged 45 and over. However, an alarming increase in diabetes among younger adults has been newly reported, largely due to obesity and increased sedentary behaviour (Murtaza et al., 2024). However, men and women are in a similar situation, with a slightly greater prevalence observed earlier in development, and, after menopause, women seem to have the highest risk due to the metabolic and hormonal pathways at play (Public Health England, 2019). [image: ]
Figure 3. Estimates of the global prevalence of diabetes worldwide (Rebolledo-Perales et al., 2023) 
Disease distribution is also influenced by socioeconomic inequalities. Those living in impoverished communities and those from South Asian, Black African or Black Caribbean communities have higher rates of diabetes, and often onset at younger ages (Public Health England, 2019). These inequities are a testament to the effects of wider structural determinants of health and underline the importance of population-level prevention as well as clinical intervention at the population level.
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T2DM is a multifactorial interplay of genetic predisposition, including behavioural and environmental factors. Unlike autoimmunity, T2DM evolves in a long-term progressive fashion, characterised by progressive promotion of insulin resistance and, in turn, reduced pancreatic β-cell function, which are heavily influenced by lifestyle and metabolic risk factors (NICE, 2024). Overweight and obesity are the principal factors that can contribute to the development of the condition among modifiable interventions. An elevated level of body fat, particularly visceral adiposity, drives insulin resistance via inflammatory mechanisms and changes in lipid metabolism (Hill, Wyatt, 2012). Sedentary living and consumption of energy-dense foods and refined carbohydrates have also increased the risk of metabolic dysregulation, therefore adding to the increasing incidence of T2DM in many populations.
 Nevertheless, T2DM risk cannot be based purely on lifestyle behaviours. A range of non-modifiable factors can be another determinant contributing to susceptibility, including age, genetics and family history. Ageing is linked with diminished β-cell function and metabolic flexibility, which could partly account for the higher prevalence among the elderly. 
Ethnicity is a second major risk factor in Britain. South Asians, Black Africans, Black Caribbeans, and Caribbean people are at higher risk of T2DM, and many have the onset of disease earlier than white European people (Public Health England, 2019). Crucially, these disparities encapsulate the interaction between biological vulnerability and social determinants that include deprivation, access to healthy food and means for physical activity. Thus, knowledge on the aetiology of T2DM is optimal when viewed through a biopsychosocial perspective, where biological susceptibility intersects with behavioural and environmental variables. Understanding this is crucial for designing effective prevention strategies and intervention programs addressing both individual risk factors and the wider structural determinants of disease.

[bookmark: _Toc224421135][bookmark: _Toc224421439]Evaluation of Type 2 Diabetes Mellitus
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 Physical effects of type 2 diabetes mellitus (T2DM) are not limited to impaired glucose metabolism. Whereas early symptoms may include fatigue, polyuria, and recurrent infections, the most serious burden results from long-term vascular complications. Chronic hyperglycaemia is associated with endothelial dysfunction, oxidative stress and chronic inflammation, mechanisms that accelerate atherosclerosis and predispose to macrovascular disease (Zakir et al., 2023). Consequently, individuals with T2DM have much higher risks of coronary heart disease, stroke, and cardiovascular mortality compared to the general population (Rao et al., 2011). Cardiovascular disease complications continue to be the leading cause of death for those living with diabetes. 
[image: ]Figure 4. Microvascular and macrovascular complications associated with chronic hyperglycaemia in Type 2 diabetes(Sergey Shityakov et al., 2022).
 Microvascular complications are also one of the major contributors to disease burden. Diabetic retinopathy is one of the leading causes of preventable vision loss, while diabetic nephropathy can lead to chronic kidney disease and eventual renal failure. Peripheral neuropathy is responsible for pain, sensory loss, foot ulceration and lower-limb amputation that affect mobility and independence severely. This complicates an individual's quality of life and reduces it by limiting the ability to work or participate socially. 

[bookmark: _Toc224421137][bookmark: _Toc224421441]Socioeconomic Impact  
T2DM is seldom diagnosed alone and is often accompanied by multiple chronic diseases. Epidemiological studies demonstrate that multimorbidity increases with age and socioeconomic deprivation, and common comorbidities include hypertension, obesity, cardiovascular disease, and chronic kidney disease (Barnett et al., 2012). 
Multimorbidity complicates clinical management and frequently leads to polypharmacy, increasing the risk of medication interactions and treatment burden. According to NICE guidance, a comprehensive approach to multimorbidity should include the role of personalised care, as treatment must focus on patient goals and seek a simplification of medication regimens with minimal complexity (NICE, 2016). Therefore, multidisciplinary care, coordinated with treatment, is imperative to avoid fragmented treatment and improve long-term outcomes.
[bookmark: _Toc224421138][bookmark: _Toc224421442]Psychological impact
The psychological distress caused by T2DM is increasingly recognised as an important component of disease management. Diabetes distress, marked by worry about complications, frustration with everyday care and worries about maintaining glycaemic control, affects people a great number. Increased levels of distress have, for example, been linked to poorer self-management behaviours and worse metabolic outcomes (Fisher et al., 2012). Diabetes is also associated with higher levels of depression and anxiety, and studies show people with diabetes experience depression at a rate around two to three times higher than populations without the condition (Roy and Lloyd, 2012). Such a relationship is bidirectional since psychological distress can undermine self-management motivation while compromising glycaemic control and complications may further burden patients with emotional distress. So psychological wellbeing is a significant part of holistic diabetes care.
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The influence of Type 2 diabetes mellitus (T2DM) cannot be placed entirely on the individual but rather has much broader social, family and informal caregiving implications. To control a long-standing health condition, long-term monitoring the impact of chronic disease, for example, is a constant monitoring and medication management and lifestyle changes and affects working opportunities, social activities and home life also. At the individual level, T2DM could affect productivity (to a large extent) and economic well-being. Fatigue, treatment demands and complications are associated with greater sickness absence and reduced work capacity, particularly among those with long-term complications, e.g., neuropathy or cardiovascular disease (Diabetes UK, 2023; NHS Digital, 2023). Indeed, the effects are likely to result in decreased earnings and lower social participation, particularly in low income communities. Hence, diabetes can both mirror and perpetuate such existing health disparities. 
The family may often be instrumental in facilitating adherence to diabetes self-management. Informal carers might support medication adherence, food planning, scheduling of appointments and emotional support. It is well established that family environments that are supportive can have a positive impact on diabetes outcomes, especially when family members participate in collaborative problem addressing and adopt healthy lifestyle behaviours (Baig et al., 2015; Mayberry and Osborn, 2021). For instance, when diet or physical exercise are jointly managed, it is more likely that behavioural changes can be maintained in the context of lifelong disease management. There is the emotional and practical cost involved in caregiving responsibilities, however. 
Family members may fear for potential complications or hypoglycaemic events, especially in cases of complex treatment regimens or multimorbidity. Unpaid carers are a major part of the UK health and social care system, and are reported to receive no effective support and experience psychological turmoil (The King’s Fund, 2023). Being able to identify and assist carers is thus an extremely important aspect of the holistic management of diabetes. From a holistic care point of view, successful diabetes management must consider the social context in which they live. If appropriate, promoting the engagement of family members in education and care planning can help to help enhance self-management and lead to improved life outcomes (NICE, 2023).
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The NHS Treatment for Type 2 Diabetes: Review of Evidence. 
Although the clinical management of Type 2 diabetes mellitus (T2DM) in the UK is mostly led by NICE guideline NG28 that provides evidence-based recommendations regarding lifestyle management, pharmacological therapy and complication monitoring (NICE, 2024). Scotland too adheres to national guidance e.g. SIGN 154 which integrates recent evidence for decreasing cardiovascular risk in diabetes care (SIGN, 2017). They provide a framework to inform the systematic management of diabetes through the integration of lifestyle modification, pharmacotherapy and adherence to complication monitoring. The cornerstone of treatment is lifestyle optimisation. 
Weight management, dietary modification, and increased physical activity are recommended by NICE in an effort to better manage glycaemic control and reduce cardiovascular risk. Structured education programs such as Diabetes Education and Self-Management for Ongoing and Newly Diagnosed (DESMOND) help patients to acquire knowledge and skills for self-management, although long-term behavioural change often requires continued education and individualised support (Davies et al., 2008). Medication therapy in general starts with metformin, and the therapy might be escalated according to HbA1c, comorbidities and patient need (NICE, 2024). Modern diabetes is increasingly treated with an emphasis on cardiovascular and renal risk reduction in addition to glycaemic control. Survey evidence demonstrates that SGLT2 inhibitors minimize the hospitalisation rate of heart failure and attenuate the progression of chronic kidney disease and that GLP-1 receptor agonists promote weight loss and reduce cardiovascular risk in appropriately sized populations (Zelniker et al., 2019; ADA, 2024). Since T2DM may be accompanied by multimorbidity, routine medication evaluation is key. Data used for multimorbidity patients recommended by NICE advice (2016) are treated according to treatment objectives, and the overall burden of treatment. Hence, the work of multidisciplinary teams and clinical pharmacists is crucial for medicines optimisation and adherence support. Self-management support needs to be a continuous partnership between health professionals and patients rather than as a singular intervention (Hessler et al., 2022).
In this way, multidisciplinary teams, which consist of clinical pharmacists, contribute to medicines optimisation and adherence support. Self-management support should also be viewed as an ongoing partnership between healthcare professionals and patients rather than a single intervention (Hessler et al., 2022). Nevertheless, the disparities in education, specialist care and newer pharmacological interventions can dictate treatment effects in varying healthcare settings, despite sound clinical guidance.
[bookmark: _Toc224421141][bookmark: _Toc224421445]Theoretical Frameworks for Improving Type 2 Diabetes Outcomes
Theoretically-informed models of care are crucial to facilitating better outcomes in Type 2 diabetes treatment. Given the complex biopsychosocial nature of the condition, single-component interventions are often insufficient to sustain improvement (Ingul et al., 2025). Models like the House of Care, the Comprehensive Personalised Care framework and the Chronic Care Model promote integrated care and engagement of patients but, their effectiveness relies on their implementation in local health systems (NHS England, 2019b; Stellefson et al., 2013; Tahir et al., 2025).
[bookmark: _Toc224421142][bookmark: _Toc224421446]Person-Centred Care and House of Care Framework (UK Model)
In the UK, enhanced outcomes for people with Type 2 diabetes mellitus (T2DM) have a positive association with person-centred care strategies, which focus on collaborative relationships between patients and healthcare professionals and the use of shared decision-making and a view of an individual’s social and psychological context (NHS England, 2019b). This is indicative of an emerging movement in long-term disease management away from biomedical models of the disease to holistic mechanisms for managing chronic disease in everyday life.
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Figure 5: House of Care model (The Scottish Government, 2016)
The House of Care, a structured organisational model designed to drive the transformation of long-term condition management in the NHS, exemplifies these principles. The model conceptualises effective care as the interaction between engaged and informed patients, prepared multidisciplinary teams, supportive organisational systems and enabling commissioning structures (Coulter, Roberts and Dixon, 2013). At the heart of the framework is personalised care planning, which places people as stakeholders in decision-making rather than passive subjects of treatment.
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The House of Care model focuses largely on structured education and care, coordinated patient care and personalised goal setting. It is also the basis of the Comprehensive Personalised Care framework, established with the NHS Long Term Plan, which encourages social prescribing, self-guided management and personalised care planning to tackle broader health drivers (NHS England, 2019b). Behaviour-change measures embedded in these paradigms are derived from concepts of self-regulation and behaviour change research, which have informed the NHS Diabetes Prevention Programme (Hawkes et al., 2021). 
Although personalised care approaches can drive personal patient engagement and self-management, improvements in biomedical outcomes on HbA1c, for example, vary between Integrated Care Systems (ICS), indicating ongoing implementation difficulties (Tahir et al., 2025).
[bookmark: _Toc224421144][bookmark: _Toc224421448]The Chronic Care Model is an International Model
At the global level, Wagner’s Chronic Care Model (CCM) has been identified as one of the most internationally recognised frameworks to enhance long-term condition care. CCM developed in the USA suggested that better outcomes occur when patients with education and activation connect to proactive healthcare teams that are facilitated by effective organisational systems (Bodenheimer, Wagner and Grumbach, 2002).
[image: ]Figure 6 Chronic Care Model supporting diabetes self-management and coordinated care (Ansari et al., 2021)
Six components identified in the model were required for effective chronic disease care: community resources, healthcare organisation, self-management support, decision support, delivery system design and clinical information systems. They help promote structured multidisciplinary care and systematic monitoring through patient registries and clinical information systems within T2DM management. Such systems help clinicians monitor outcomes, identify patients needing intensification of treatment, and make certain procedures, such as the completion of recommended care tasks, such as HbA1c and retinal screening, as well as patient monitoring, have been done. It has been reported that interventions consistent with the CCM can benefit diabetes care processes and can lead to modest improvements in glycaemic control and cardiovascular risk reduction (Stellefson et al., 2013).
While both systems focus on enhanced outcomes in long-term outcomes related to the management of the disease, they highlight disparate aspects of care provision. The House of Care model focuses primarily on person-centred care and collaborative decision making, while considering the social context within NHS services, while the Chronic Care Model focuses much more on system design, information systems and active multidisciplinary care (Coulter et al., 2013; Bodenheimer, Wagner and Grumbach, 2002). Such a comprehensive framework may provide the most effective solution for diabetes management via system reliability and personalised care, as well as engaging the patients (Stellefson et al., 2013).
[image: ]
Figure 7 (Longwoods.com, 2026)

[bookmark: _Toc224421145][bookmark: _Toc224421449]National and Local Policy Frameworks Challenges. 
In the United Kingdom, Type 2 diabetes mellitus (T2DM) is managed under national policy guidelines, which prioritise prevention, integrated care to manage chronic conditions holistically and person-centred care to manage and prevent long-term conditions for patients. Preemptive diagnoses, disease-management improvement and population health approaches to narrowing the gap in health inequalities are key in the NHS Long Term Plan (NHS England, 2019a). NICE guideline Usman (2026), with evidence-based recommendations for glycaemic management, pharmacotherapy, and complication recognition among adults with T2DM, also supports clinical practice. 
Despite these strategic frameworks, this translated national policy into clinically consistent practice proves challenging. The data available in the National Diabetes Audit indicate ongoing variation across Integrated Care Systems (ICSs) in the completion of recommended care processes and the attainment of treatment objectives (NHS Digital, 2025; Tahir et al., 2025). This variation underscores an enduring policy–practice divide in the management of diabetes.
 Integrated Care Systems were set up to help coordinate coordination between NHS organisations, local authorities and community services to improve long-term condition care (NHS England, 2019a). However, research indicates that decentralised governance can contribute to regional diversity, and with differential deployment, workforce capacity, commissioning priorities, and local resources differ between areas (Sreeramareddy and Sathyanarayana, 2019; Bednarska, 2022). 
Prevention programmes are an integral part of UK diabetes policy. Programmes like the NHS Diabetes Prevention Programme are focused on identifying at-risk individuals and changing the behaviours of those at risk to potentially delay the onset of the disease. Evaluation early on show positive results in weight and HbA1c amongst participants, although not all programmes reach or can be reached across populations (Valabhji et al., 2020). As a result, effective diabetes policy must involve more than just national strategies, but also sustained organisational leadership, care coordination and collaboration between healthcare and community services (Fitzgerald et al., 2017; Brunton, Soiland-Reyes and Wilson, 2022).

[bookmark: _Toc224421146][bookmark: _Toc224421450]Person-centred Improvement. 
Positively impacting the lives of those with Type 2 diabetes mellitus (T2DM) involves the maintenance and delivery of person-centred care, provision of integrated services and interventions addressing the broader social determinants of health. While UK clinical practices do contribute evidence in the management of diabetes, national audit data highlight that this information continues to vary widely from one healthcare service to another with respect to delivery, and adherence to targeted treatments (NHS Digital, 2025; Tahir et al., 2025). 
[bookmark: _Toc224421147][bookmark: _Toc224421451]Improve structured Management
Structured education is the backbone of the management of diabetes. Intervention programs, like Diabetes Education and Self-Management for Ongoing and Newly Diagnosed (DESMOND), provide the patients with enhanced understanding, lifestyle behaviours and self-management capability (Davies et al., 2008). However, participation is still unequal across services. Culturally sensitive education, and integrating community or digital delivery in model provision may lead to improved accessibility. As a result, self-management support should be embedded as a continuing partnership between patients and medical practitioners, not a standalone intervention (Hessler et al., 2022). 
Optimization of Evidence-Based Pharmacotherapy.
 Pharmacological therapy should align according to comorbidities, cardiovascular risk and patient preference. Treatment should be adapted (Usman, 2026), Modern diabetes care is emphasising cardiovascular and renal protection more than ever. 
Furthermore, SGLT2 inhibitors decrease hospitalisation in patients with heart failure and kidney disease progression, and GLP-1 receptor agonists are associated with weight loss and cardiovascular risk reduction (Zelniker et al., 2019; ADA, 2024). Social and Psychological Determinants Psychological well-being must be considered regularly in diabetes management. Screening for clinical signs of diabetes distress and depression and enhancing access to psychological support can enhance adherence to long standing of self-management behaviour (Fisher et al., 2012; Roy and Lloyd, 2012). Family support for social prescribing and participation of family members or carers could additionally augment compliance and patient outcome (Baig et al., 2015; NICE, 2023). 
End of Life, Frailty Care. For older patients with multimorbidity or frailty, diabetes care should emphasise quality of life and reduce treatment need. Accordingly, NICE advises on lowered glycaemic targets, shorter treatment regimes and early advance care planning when feasible (NICE, 2016).

Conclusion.
 Type 2 diabetes mellitus (T2DM) is a leading long-term condition with implications on health of the population in the UK and worldwide. Increasing prevalence rates, worsening multimorbidity and worsening socioeconomic disparities present formidable challenges for individuals, families and healthcare systems. These consequences of T2DM go beyond metabolic dysfunction, and also involve physical, psychological and social consequences that impede an individual’s ability to effectively self-manage (Arnold et al., 2022; Fisher et al., 2012). The NHS provides systematic clinical guidance, such as the NICE NG28 guidelines, however evidence of continued variation in the quality of care delivered and treatment goal achievement is available from the National Diabetes Audit across geographic and population groups (NHS Digital, 2025; Tahir et al., 2025). 
Both the House of Care framework and the Chronic Care Model emphasise that better outcomes are premised on system-level collaboration and patient connection (Coulter, Roberts and Dixon, 2013; Bodenheimer, Wagner and Grumbach, 2002). Promisingly, sustainable improvements in diabetes outcomes need integrated, person-centred care; addressing clinical management while also addressing determinants of health across the continuum of care.
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