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ABSTRACT

This dissertation investigates the prevalence, risk factors and management strategies of type 2 diabetes mellitus (T2DM) among adults in the United Kingdom, addressing a growing public health concern with significant implications for health and social care systems.  The overall aim was to critically examine the scale of T2DM, identify key contributing factors, and evaluate the effectiveness of current prevention and management approaches, with a focus of informing evidence-based and equitable practice.  This research is important due to the increasing burden of T2DM on the NHS, its association with long-term complications, and its strong links to health inequalities, highlighting the need for improved prevention and care delivery.

A desk-based, literature-based methodology was adopted, drawing on contemporary academic, policy and public health sources.  A structured search strategy was implemented across multiple databases, supported by defined inclusion and exclusion criteria and quality appraisal using the CRAAP framework.  The research employed thematic analysis to systematically identify, code and synthesise patterns within the literature, focusing on prevalence, risk factors and management strategies.

Three key themes emerged.  First, the prevalence of T2DM in UK adults is rising, with evidence indicating increasing diagnosis and significant levels of undiagnosed cases.  Second, risk factors such as obesity, poor diet and physical inactivity are central, but are strongly shaped by socioeconomic deprivation and ethnicity, demonstrating that T2DM is a socially patterned condition.  Third, while management and prevention strategies, including NHS programmes and NICE guidelines, are evidence-based and increasingly comprehensive, their effectiveness is limited by issues of access, engagement and inequality.

Limitations of the study include reliance on secondary data and potential bias within existing literature, alongside challenges in capturing real-world variability in practice.  Capacity constraints and inequitable access to services were identified as key barriers impacting implementation.

Recommendations include strengthening early identification through targeted screening, delivering culturally tailored lifestyle interventions, and prioritising upstream policy action addressing obesity and deprivation.  Overall, the findings emphasise the need for integrated, person-centred and inequality-focused approaches to improve outcomes in T2DM care.
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CHAPTER 1

1.1 Introduction
Type 2 diabetes mellitus (T2DM) represents one of the most significant public health challenges affecting UK adults, with prevalence rising steadily over recent decades.  Characterised by insulin resistance and relative insulin deficiency, T2DM is strongly associated with lifestyle, socioeconomic, and genetic factors (Reed, Bain and Kanamarlapudi, 2021).  In the UK, approximately 4.3 million people are currently living with diabetes, of which around 90% have type 2 diabetes, placing considerable strain on health care systems and long-term patient outcomes (Diabetes UK, 2023).

Historically, T2DM was considered a disease of older age; however, contemporary trends demonstrate increasing diagnoses among younger adults, driven by rising obesity rates, physical inactivity, and health inequalities (He et al., 2024). Socioeconomic deprivation, ethnicity, diet, and sedentary lifestyles have been identified as key contributors to disease risk, highlighting the complex and multifactorial nature of T2DM (Kyrou et al., 2020). Alongside this, management strategies have evolved from a sole focus on pharmacological treatment to more holistic approaches incorporating lifestyle modification, patient education, and self-management support.

Despite national guidelines and structured programmes such as the NHS Diabetes
Prevention Programme, disparities in disease prevalence, access to care, and
management outcomes persist across UK populations (McManus et al., 2022).  This
underscores the need for continued research into both modified risk factors and the
effectiveness of current management strategies.

Aim of the Dissertation:
The primary aim of this dissertation is to investigate the prevalence, risk factors, and
management strategies of type 2 diabetes among UK adults.
This research seeks to enhance understanding of how biological, lifestyle, and social determinants contribute to T2DM development and progression, while critically evaluating findings aim to inform evidence-based practice and contribute to improving prevention strategies, clinical outcomes, and health equity within adult diabetes care.

1.2 DEFINITION AND TERMINOLOGY

Type 2 diabetes mellitus (T2DM) is a chronic metabolic disorder characterised by insulin resistance and a relative deficiency in insulin secretion, resulting in persistent hyperglycaemia (Goyal, Jialal and Singhal, 2023).  This condition forms the central focus of the dissertation, as it accounts for approximately 90% of diabetes cases in UK adults and represents a major public health concern (Au-Yeung et al., 2024).

Prevalence refers to the proportions of individuals within a population who have a specific condition at a given time (National Institute of Mental Health, 2020).  In this research, prevalence is used to quantify the burden of T2DM among UK adults and to identify population groups disproportionately affected by condition.

Risk factors are characteristics or exposures that increase an individual’s likelihood of developing a disease.  For T2DM, these include non-modifiable factors such as age, ethnicity, and genetic predisposition, as well as modifiable factors including obesity, physical inactivity, poor diet, and socioeconomic deprivation (Ismail, Materwala and Kaabi, 2021).  Understanding these risk factors is essential for informing prevention strategies and reducing disease incidence.

Management strategies encompass the approach used to prevent complications and control disease progression.  In the context of T2DM, management includes lifestyle modification, pharmacological treatment, blood glucose monitoring, and structured education programmes (Ofori and Unachukwu, 2014).  Effective management is critical to reducing morbidity, mortality, and healthcare costs associated with the condition.

Health inequalities describe systematic differences in health outcomes between population groups (NHS England, 2023).  This concept is particularly relevant to T2DM research, as prevalence and outcomes vary significantly according to socioeconomic status, ethnicity, and geographical location within the UK.

Clear definition of these terms ensures conceptual consistency throughout the dissertation and enables readers to critically engage with the analysis and findings presented.




	ACRONYMS
	ABBREVIATIONS

	T2DM
	Type 2 diabetes mellitus

	BMI
	Body mass index

	HbA1c
	Glycated haemoglobin

	NHS
	National Health Service

	WHO
	World Health Organisation

	PHE
	Public Health England


Table 1.

1.3 Rationale for Research
Type 2 diabetes mellitus (T2DM) was selected as the focus of this dissertation due to its escalating prevalence and substantial impact on adult health outcomes in the UK.  Current evidence indicates that T2DM accounts for the majority of diabetes diagnoses and represents a leading cause of cardiovascular disease, renal failure, and premature mortality (Gavina et al., 2022).  The growing burden of T2DM places increasing pressure on healthcare services, particularly the NHS England, making it a priority area for research and policy development.

Despite extensive literature examining T2DM, contemporary trends reveal persistent challenges in prevention and management (Reed, Bain and Kanamarlapudi, 2021).  Rising obesity rates, sedentary lifestyles, population ageing, and widening socioeconomic inequalities have contributed to increased incidence, particularly among disadvantaged and ethnically diverse communities (Anekwe et al., 2020).  While national strategies emphasise early intervention and lifestyle modification, evidence highlights that uptake and effectiveness of these programmes remain inconsistent across regions and population groups.

A key research gap lies in the limited integration of prevalence data with an in-depth exploration of modifiable risk factors and real-world management strategies within UK adult populations (Tulchinsky and Varavikova, 2014).  Much of the existing literature focuses either on epidemiological trends or clinical management in isolation, with insufficient attention to how social determinants influence both disease development and long-term outcomes.  Additionally, there is ongoing debate regarding the adequacy of current prevention programmes in addressing health inequalities (Holt‐Lunstad, 2024).

This dissertation aims to address these gaps by synthesising evidence on prevalence, risk factors, and management strategies, offering a holistic understanding of T2DM in UK adults.  By doing so, the research seeks to inform more targeted, equitable, and effective approaches to prevention and management within adult diabetes care.  However, there remains a need to critically evaluate how current prevention and management strategies address inequalities in outcomes across different population groups within the UK.

1.4 AIM and Objectives

The overarching aim of this dissertation is to explore the prevalence, risk factors, and management strategies of type 2 diabetes mellitus (T2DM) among adults in the United Kingdom, with a critical evaluation of current health and social care responses.  T2DM continues to represent a major public health challenge, accounting for the majority of diabetes cases and contributing significantly to morbidity, mortality, and healthcare expenditure within the NHS England (England, 2025). 

This research seeks to examine the distribution and scale of T2DM within UK adult populations, while identifying key modifiable and non-modifiable risk factors that influence disease development and progression.  In addition, the dissertation aims to critically assess existing management strategies, including lifestyle interventions, pharmacological treatments, and structured education programmes, to determine their effectiveness in supporting long-term glycaemic control and reducing complications.

A further objective is to evaluate how social determinants of health, such as socioeconomic status, ethnicity, and access to healthcare services, shape both prevalence and management outcomes.  By synthesising current evidence, this research aims to identify gaps in existing approaches and highlight opportunities for improvement in prevention and care delivery.  Ultimately, the findings seek to contribute to evidence-based practice and inform more equitable, person-centred strategies to enhance long-term health outcomes for adults living with type 2 diabetes in the UK.

Objectives
· Analyse the prevalence, causes, and risk factors associated with type 2 diabetes in UK adults.

· Evaluate current policies, interventions, and healthcare practices aimed at prevention and management.

· Assess the effectiveness of health promotion and community-based strategies targeting lifestyle factors.

· Recommend evidence-based improvements to healthcare delivery, education, and policy to reduce disease burden.

1.5 Conclusion
This introductory chapter has established type 2 diabetes mellitus as a critical and escalating public health issue affecting UK adults.  It has outlined the rising prevalence of T2DM, identified key modifiable risk factors, and highlighted persistent health inequalities influencing disease outcomes.  Definitions and terminology were clarified to ensure conceptual consistency, while the rationale for the research emphasised gaps in prevention and management approaches within current health and social care systems.  Collectively, this chapter reinforces the importance of the research aim and objectives in advancing understanding, informing evidence-based practice, and supporting more equitable, effective strategies for the prevention and management of T2DM in the UK.

The following chapter builds upon this foundation by examining the epidemiological background of type 2 diabetes in UK adults.  It critically analyses prevalence data, explores biological, lifestyle, and social risk factors, and evaluates current management strategies to contextualise the scale, complexity, and challenges of T2DM within contemporary health and social care practice.

Chapter 2

BACKGROUND INFORMATION AND ANALYSIS

2.1 INTRODUCTION
The purpose of the background chapter is to establish a comprehensive foundation for investigating the prevalence, risk factors, and management strategies of type 2 diabetes mellitus (T2DM) in UK adults.  This chapter situates the research topic within its broader historical, theoretical, and contextual framework, enabling a clear understanding of how T2DM has evolved into a major public health concern.  By outlining the historical development of the condition, the chapter demonstrates how shifts in lifestyle, population demographics, and healthcare systems have shaped contemporary disease pattern.  Theoretical perspectives relevant to chronic disease development and management are introduced to underpin the analytical lens of the study.  Additionally, the chapter explores international and national contexts to highlight how T2DM is addressed globally and within the UK, acknowledging policy, socioeconomic, and health system influences.  Collectively, this chapter provides essential contextual grounding, justifying the research focus and informing subsequent methodological decisions without introducing analytical themes.

2.2 Historical Background
Type 2 diabetes mellitus has undergone a significant transformation in both understanding and prevalence over time (Hossain, Al‐Mamun and Islam, 2024).  Early descriptions of diabetes date back to ancient Egyptian and Indian medical texts, where the condition was recognised through symptoms such as excessive urination and sweet-tasting urine.  However, for centuries, diabetes was perceived as a rare and fatal disease with limited therapeutic options.  It was not until the late nineteenth and early twentieth centuries that distinctions between type 1 and type2 diabetes began to emerge, driven by advances in physiology and endocrinology (Karamanou, 2016).

A pivotal milestone occurred in 1921 with the discovery of insulin by Frederick Banting and Charles Best, revolutionising diabetes management and dramatically improving survival rates (Vecchio et al., 2018).  While insulin was initially used for all forms of diabetes, subsequent research revealed that many adults with diabetes exhibited insulin resistance rather than absolute insulin resistance rather than absolute insulin deficiency, leading to the classification of type 2 diabetes.  Throughout the mid-twentieth century, T2DM increasingly became associated with ageing, obesity, and sedentary lifestyles, particularly in industrialised nations (American Diabetes Association, 2010).

The latter half of the twentieth century marked a critical shift as globalisation, urbanisation, and dietary changes contributed to rising obesity rates and, consequently, increased T2DM prevalence (Hu, 2011).  Epidemiological studies in 1980s and 1990s highlighted strong associations between socioeconomic deprivation, ethnicity, and disease risk, reframing T2DM as a condition influenced by social determinants of health rather than solely individual behaviour (Au-Yeung et al., 2024).  Organisations such as World Health Organisation played a central role in recognising T2DM as a global epidemic, promoting international surveillance and prevention strategies.

In the UK, the increasing burden of T2DM became evident 	in the early 2000s, coinciding with rising healthcare costs and long-term complications such as cardiovascular disease and renal failure.  These developments shifted policy priorities towards prevention, early diagnosis, and long-term management (Sattar, 2019).  As a result, T2DM is now understood as a complex, multifactorial chronic condition shaped by biological, behavioural, and structural factors, setting the stage for contemporary research into its prevalence, risk factors, and management strategies (Wu et al., 2014).

THEORETICAL BACKGROUND
Several key theories and conceptual frameworks underpin the understanding of type 2 diabetes mellitus.  Central to this research area is the biomedical model, which explains T2DM through physiological mechanisms such as insulins resistance, pancreatic B-cell dysfunction, and glucose metabolism dysregulation (Galicia-Garcia et al., 2020).  This model has been fundamental in guiding pharmacological interventions and clinical management strategies, including the use of oral hypoglycaemic agents and insulin therapy.  While the biomedical model supports accurate diagnosis and treatment, it may overlook wider social, behavioural and environmental factors that significantly influence the development and management of type 2 diabetes (Khalil et al., 2025).

Completing this approach is biopsychosocial model, which recognises that T2DM development and management are influenced by psychological factors, social environments, and behavioural patterns alongside biological processes (Abdullah et al., 2020).  This model has informed research exploring lifestyle medication, health beliefs, and patient adherence, emphasising the role of education and self-management in long-term outcomes.  Closely related is the social determinants of health framework, which highlights how factors such as income, education, ethnicity, and access to healthcare shape disease risk and progression.  This perspective is particularly relevant in the UK context, where health inequalities significantly influence T2DM prevalence.

Behavioural change theories, including the Health Belief Model and Social Cognitive Theory, have also been widely applied in diabetes research (Alyafei and Carr, 2024).  These theories explain how perceptions of risk, self-efficacy, and social support affect lifestyle behaviours such as diet and physical activity.  Previous studies have utilised these frameworks to design and evaluate interventions aimed at improving glycaemic control and reducing complications (Hamidi et al., 2022).

Despite their contributions, these theories have limitations.  The biomedical model had been criticised for its narrow focus on physiological mechanisms, often overlooking social and environmental constraints faced by individuals (Wade and Halligan, 2004), (Pianese and Bordoni, 2025).  Behavioural models, while useful for intervention design, may overemphasise personal responsibility and fail to account for structural barriers such as food insecurity or limited access to healthcare (Beyera, O’Brien and Campbell, 2021).  The biopsychosocial model offers a more holistic perspective but can be challenging to operationalise consistently in research and practice.

Ongoing debates centre on balancing individual-level interventions with populations with population-level strategies.  Critics argue that without addressing wider socioeconomic inequalities, theoretical models risk oversimplifying the complexity of T2DM (Barry et al., 2023).  Therefore, integrating multiple theoretical perspectives is increasingly advocated to provide a more comprehensive understanding of disease development and management, strengthening the conceptual foundation of this research.

INTERNATIONAL CONTEXT
Globally, type 2 diabetes mellitus is recognised as a major public health challenge, with prevalence increasing across both high-income and low-to middle income countries.  Internationally, T2DM is closely linked to urbanisation, dietary transitions, and reduced physical activity (Hossain, Al‐Mamun and Islam, 2024).  The World Health Organisation has identified diabetes as one of the fastest-growing non-communicable diseases, promoting coordinated global action plans focused on prevention and early intervention (World Health Organization, 2024).

Approaches to T2DM management vary internationally.  High-income countries often prioritise structured screening programmes, pharmacological treatment, and multidisciplinary care.  In contrast, lower-income regions may face challenges related to limited healthcare infrastructure, delayed diagnosis, and restricted access to medication (Sugandh et al., 2023).  Despite these differences, global initiatives emphasise lifestyle modification and community-based prevention strategies.

Comparative analysis reveals that countries such as Finland and Japan have achieved notable success through population-level interventions promoting healthy diets and physical activity.  Conversely, rapidly developing nations, including India and China, report escalating T2DM rates due to urban lifestyles and nutritional changes.  International collaborations, such as global diabetes surveillance programmes, aim to standardise data collection and inform policy responses (Galaviz et al., 2019).  In contrast to the UK, countries such as Finland adopt a more prevention-focused, population-level approach, highlighting potential gaps in consistency and reach of UK diabetes prevention strategies.

Case studies illustrate both successes and challenges.  For example, large-scale prevention programmes in Scandinavia have reduced incidence rates through early lifestyle interventions, while resource-limited settings continue to struggle with late presentation and complications (Fritzell and Fors, 2025).  These international perspectives highlight the importance of adaptable, context specific strategies and provide valuable insights fir evaluating UK-based approaches.

NATIONAL AND LOCAL UK CONTEXT
Within the UK, type 2 diabetes mellitus represents a significant and growing public health concern (Au-Yeung et al., 2024).  Rising prevalence is strongly associated with ageing populations, obesity, and socioeconomic deprivation.  Nationally, T2DM places substantial pressure on healthcare services, particularly due to its long-term complications.  NHS England has prioritised diabetes prevention and management through structured care pathway and early intervention initiatives (NHS England, 2019).

Key national policies include the NHS Long Term Plan and the Diabetes Prevention Programme, which focus on reducing incidence through lifestyle modification and early identification of high-risk individuals (NHS England, 2023).  These policies emphasis integrated care, patient education, and multidisciplinary working.  However, implementation may vary across regions, which can lead to differences un access, engagement and health outcomes. Legislative frameworks addressing public health, such as obesity and sugar reduction strategies, further influence national responses to T2DM (Dailah, 2024).

At a local level, implementation varies across regions, reflecting differences in population demographics and resource allocation.  Integrated Care Systems (ICSs) play a central role in coordinating diabetes services, tailoring interventions to local needs (Bliss, Williamson and Alayo, 2023).  Areas with higher deprivation and greater ethnic diversity often experience disproportionately higher prevalence rates, promoting targeted community-based initiatives (Bansal et al., 2022).  For example, the Healthier You: NHS Diabetes Prevention Programme has been delivered locally across ICS regions, including the Black Country and West Birmingham ICS, where interventions are adapted to address higher-risk South Asian populations through culturally appropriate dietary advice and community engagement strategies (England, 2023).  Similarly, in London, the Diabetes Transformation Programme has supported borough-level initiatives such as enhanced primary care screening and structured education programmes (e.g., DESMOND), aimed at early detection and self-management (DESMOND, 2023).

Local programmes may include culturally tailored education, primary care-led screening, and partnerships with voluntary organisations. For instance, regional initiatives such as the ‘Living Well Taking Control’ programme-commissioned in several area including the Midlands-provide behavioural interventions focusing on weight management and physical activity, while community-led schemes delivered through organisations such as Diabetes UK local groups offer peer support and education tailored to specific populations (Smith et al., 2019).  However, regional variation persists in service accessibility and outcomes.  Understanding these national and local contexts is essential for evaluating current management strategies and identifying areas for improvement within the UK healthcare system (Hayes et al., 2012). 

CONCLUSION AND TRANSITION TO METHODOLOGY
This background chapter has provided a comprehensive overview of type 2 diabetes mellitus, examining its historical development, theoretical foundations, and international, national, and local contexts.  The discussion has demonstrated how T2DM has evolved from a relatively rare condition to a major global and UK public health challenge shaped by biological, behavioural, and socioeconomic factors.  By exploring key theories and policy frameworks, the chapter has established a robust conceptual and contextual basis for the study.

This foundational knowledge directly informs the next chapter on methodology.  Understanding the complexity and multifactorial nature of T2DM supports the selection of appropriate research methods, data sources, and analytical approaches.  The subsequent methodology chapter will build on this background to justify the research design and methods used to investigate prevalence, risk factors, and management strategies in UK adults.

CHAPTER 3
3.1 – Introduction 

Purpose of the Chapter:
This chapter outlines the methodological approach used to conduct the research for this dissertation.  The study adopted a desk-based, literature-based methodology, drawing upon existing academic and policy literature to investigate the prevalence, risk factors, and management strategies of type 2 diabetes mellitus (T2DM) among adults in the United Kingdom.  As no primary data collection was undertaken, the research relied on systematic identification, selection, and analysis of relevant secondary sources.
An academic methodology poster was produced as part of this project, providing a visual overview of the research process, including search strategy, validation techniques, and analytical methods.  This chapter expands on the key components presented within that poster, offering a detailed explanation of how the literature was located, evaluated and analysed.
Connection to the Dissertation:
The methodological approach described in this chapter is essential in identifying credible sources that form the basis of the thematic findings presented in Chapter 4, where patterns and insights from the literature are critically examined.
3.2 – Search Strategy  

Developing Keywords:

The search strategy was developed using key terms derived directly from the dissertation title and research aim.  Core keywords included “type 2 diabetes,” “prevalence,” “risk factors,” “management strategies,” and “UK adults.”  To ensure comprehensive coverage of the literature, these terms were expanded to include professional and technical synonyms such as “T2DM,” “epidemiology,” “glycaemic control,” “lifestyle intervention,” and “diabetes prevention.”

Boolean Operators:

Boolean operators were used to refine the search process and improve the relevance of results.  For example, searches such as “type 2 diabetes AND prevalence AND UK,” and “T2DM AND risk factors OR lifestyle behaviours” were conducted.  The NOT operator was occasionally used to exclude unrelated studies.

Structured Search Plan:

A structured search plan was implemented to organise the search process, enabling the researcher to record useful keyword combinations and ensure consistence across databases.

3.3 – Searching for Information 
Databases and Platforms:

Academic literature was primarily sourced through reputable academic databases including Google Scholar, PubMed, ScienceDirect and UWTSD library.  These platforms were selected due to their accessibility and extensive coverage or peer-reviewed medical, public health, and social science research relevant to diabetes.  Google Scholar provided broad access to multidisciplinary literature, while PubMed was particularly useful for identifying biomedical and epidemiological studies relating to diabetes prevalence and clinical management.  ScienceDirect and UWTSD library offered access to high-quality academic journals covering public health, healthcare policy, and chronic disease management.

Using Filters:

To improve the relevance and quality of search results, several filters were applied during the search process.  These included limiting results to peer-reviewed journals articles, publications within the last ten years, and studies written in English.  Where possible, research focusing specifically on UK adult populations was prioritised to ensure relevance to the research context.

Search Process:

The search process was iterative, meaning that search terms and combinations were adjusted as literature review progressed.  For example, additional terms such as “health inequalities,” “obesity,” and “diabetes prevention programme” were incorporated when these concepts repeatedly appeared within relevant studies.
To maintain organisation throughout the research process, a source tracking table was developed to systematically record key study details, including author, publication year, research focus, and key findings. This helped ensure transparency in the selection process and supported the subsequent analysis of literature.  A total of 10 studies were initially identified through database searching.  Following the application of inclusion and exclusion criteria 10 sources were retained for final analysis.  These comprised peer-reviewed journal articles, policy documents, government reports and public health sources relevant to the prevalence, risk factors and management of type 2 diabetes in UK adults.


3.4 – Research Validation 
Skimming Techniques:
Once potential sources were identified, a validation process was undertaken to determine their relevance and reliability.  Initially, skimming techniques were used to quickly assess whether an article was suitable for inclusion.  This involved reviewing key sections such as the title, abstract, introduction, and conclusion, enabling the researcher to determine whether the study addressed topics relevant to type 2 diabetes prevalence, risk factors, or management strategies within adult populations.

CRAAP Test Application:

To further assess the quality of sources, the CRAPP test was applied.  This framework evaluates sources based on Currency, Relevance, Authority, Accuracy, and Purpose.  Currency ensured that information reflected current knowledge and practices, while relevance confirmed alignment with the research question.  Authority considered the credibility of authors and publication journals, and accuracy assessed whether claims were supported by evidence.

Decision-Making:

For example, a peer-reviewed study published in a recognised medical journal discussing UK diabetes prevalence was prioritised over non-academic sources.  While not every article fulfilled all CRAPP criteria equally, sources demonstrating strong currency, relevance, and authority were prioritised for inclusion in the review.

3.5 - Inclusion and Exclusion Criteria 

Clear inclusion and exclusion criteria were established to ensure that the literature selected for this dissertation remained relevant, credible, and focused on the research objectives.

Inclusion Criteria:
Inclusion criteria consisted of peer-reviewed journal articles, government reports, and reputable public health publications related to type 2 diabetes in adult populations related to type 2 diabetes in adult populations.  Studies published within the last ten years were prioritised to ensure contemporary relevance.  Research focusing on UK populations, as well international studies providing comparative insights into diabetes prevalence and management, were also included.

Exclusion Criteria:

Exclusion criteria included opinion blogs, non-academic websites, outdated studies with limited contemporary relevance, and articles not written in English.  Research focusing exclusively on type 1 diabetes or paediatric populations was also excluded.

Justification:

These criteria ensured that the research maintained both academic quality and topical focus.

3.6 – Analysing Research  
Thematic Coding Approach:

The selected literature was analysed using a thematic coding approach, which allowed patterns and recurring ideas within the research to be systematically identified.  Each article was reviewed in detail, and key points relating to prevalence, risk factors, and management strategies were highlighted.  From this process, initial codes were generated to represent commonly occurring concepts within the literature.

Developing Themes:

These codes were then grouped into broader themes, enabling the researcher to identify significant patterns across multiple studies.  For example, repeated references to obesity, physical inactivity, and dietary habits were grouped under lifestyle risk factors, while discussions around socioeconomic status and ethnicity informed themes related to health inequalities.

Organisation:

To support organisation and clarity, the analysis process was recorded using tables and colour-coding techniques, which categorise findings from each study.  This structured approach allowed the researcher to systematically track themes and prepare the analytical framework used in Chapter 4, where the findings are discussed in greater depth.

3.7 – Ethical Considerations 
Secondary Research Ethics:

This research was conducted using secondary data sources, meaning that no primary data collection involving human participants was undertaken.  As a result, formal ethical approval was not required.  However, ethical principles were still carefully considered throughout the research process.

Academic Integrity:

Academic integrity was maintained by ensuring that all sources were accurately cited using Harvard referencing style, and that ideas and findings from previous research were clearly acknowledged.  Care was taken to avoid plagiarism and to represent the original authors’ findings accurately without misinterpretation.

Transparency and Credibility:

Transparency was also prioritised when selecting and presenting literature.  The researcher aimed to provide a balanced overview of the available evidence, ensuring that sources were included based on relevance and quality rather than personal bias.

3.8 – Chapter Conclusion 

Summary:

This chapter has outlined the methodological approach used to conduct the research for this dissertation.  It explained how a structured search strategy was developed to locate relevant academic literature, and how databases, filters, and keyword combinations were used to identify appropriate sources.  The chapter also described how the CRAPP framework was applied to validate research quality, alongside clearly defined inclusion and exclusion criteria to maintain relevance and credibility.

Furthermore, the chapter detailed the use of thematic coding techniques to analyse the selected literature and identify recurring patterns within the research.

Link to Next Chapter:

The following chapter will present the findings of this analysis, organised into key themes relating to the prevalence, risk factors, and management strategies of type 2 diabetes in UK adults.

CHAPTER 4 – Findings and Discussion 

4.1 – Introduction 

This chapter presents and critically discusses the findings identified through the thematic analysis of selected secondary literature.  Drawing on the coding process outlined in Chapter 3, three major themes emerged across the reviewed evidence: the rising prevalence of type 2 diabetes mellitus (T2DM) in UK adults, the influence of lifestyle and socioeconomic risk factors, and the effectiveness of current management and prevention strategies.  These themes are examined in relation to the dissertation aim in order to evaluate how the literature explains the scale, causes and responses to T2DM in the United Kingdom.  Statistical evidence, policy guidance and examples from key studies are integrated throughout to support critical discussion rather than simple description.

4.2 – Thematic Analysis 

Definition of Thematic Analysis:

Thematic analysis is a method used to identify, organise and interpret patterns of meaning across a dataset.  Braun and Clarke define it as a method for “identifying, analysing and reporting patterns (themes) within data”, making it particularly useful in secondary research where the aim is to synthesise findings from multiple sources into coherent analytical categories (Purssell and Gould, 2021).  In literature-based research, thematic analysis allows the researcher to move beyond summarising individual studies and instead examine recurring concepts, areas of agreement, contradiction and wider implications for the research question (Thomas and Harden, 2008).

Link to Coding/Results Table:

In this dissertation, thematic analysis was applied to the selected journal articles, government reports and policy documents identified through the search strategy described in Chapter 3.  Each source was reviewed in detail and coded according to recurring concepts linked to the dissertation aim, including prevalence, obesity, ethnicity, deprivation, self-management and treatment pathways.  These codes were organised within the coding or results summary table referred to in Chapter 3 and the appendices, providing an audit trail for how the themes were developed.  Through this process, three dominant themes were identified: first, the increasing prevalence of T2DM in UK adults; second, the role of lifestyle and socioeconomic risk factors; and prevention strategies used to reduce disease burden and improve outcomes.  These themes are discussed in the following section

4.3 – Theme 1: Rising Prevalence of Type 2 Diabetes in UK Adults
Definition:
Prevalence refers to the proportion of a population living with a disease at a given point in time (National Institute of Mental Health, 2020).  Within this dissertation, the theme of prevalence is significant because it establishes the scale of T2DM in the UK and justifies why it remains a major public health priority.  T2DM is a chronic metabolic condition characterised by insulin resistance and progressive dysfunction of insulin secretion (Gieroba, Kryska and Sroka-Bartnicka, 2025).  Reed, Bain and Kanamarlapudi describe the condition as highly multifactorial, involving biological, behavioural and environmental pathways, which helps explain why rising prevalence is difficult to reverse through isolated interventions alone (Reed, Bain and Kanamarlapudi, 2021).  Whilst most studies agree that prevalence is increasing, some emphasise biological drivers such as obesity, whereas others highlight socioeconomic inequality as the primary influence, indicating variation in how the causes of rising prevalence are interpreted.
Historical/Contextual Background:
Historically, type 2 diabetes was often associated with older adulthood, but the literature reviewed suggests that this framing is increasingly outdated (Kirkman, 2012).  Contemporary evidence shows that the condition is affecting larger numbers of UK adults and, in some groups, is appearing at younger ages than previously expected.  This trend is especially important because earlier onset increases lifetime exposure to hyperglycaemia and therefore the risk of complications such as cardiovascular disease, nephropathy, retinopathy and neuropathy (Zakir et al., 2023).  The significance of rising prevalence is therefore not purely epidemiological; it also reflects growing long-term demand on health services, medication prescribing, complication monitoring and social care systems (Avery et al., 2013).
Data and Statistics:
Current UK data strongly support the argument that T2DM prevalence is increasing.  Government statistical commentary published in March 2025 reported that GP-recorded type 2 diabetes prevalence in adults aged 17 years and over in England was 7.0% in March 2024, compared with 6.8% in March 2023 (Office for Health Improvement & Disparities, 2025).  The same report estimated total diagnosed and undiagnosed type 2 diabetes prevalence in England at 7.8% among adults aged 16 years and over in 2021.  Diabetes UK also states that more than 5.8 million people in the UK are currently living with diabetes, including diagnosed and estimated undiagnosed cases, and around 90% of those diagnoses are type 2 (Diabetes UK, 2023).  These figures show that T2DM represents by far the largest share of the diabetes burden and that recorded prevalence almost certainly understates the true scale of disease.
Theoretical Framework:
This theme directly addresses the dissertation title because any investigation into risk factors and management strategies must first acknowledge the size of the problem.  If T2DM prevalence continues to rise despite national guidance, prevention schemes and decades of public health messaging, then the condition cannot be understood simply as a matter of individual responsibility or clinical mismanagement.  Rather, prevalence becomes a marker of wider public health failure, indicating that upstream drivers of metabolic disease remain insufficient addressed.  In that sense, prevalence is not only an outcome to measure but also an indicator of how well health systems and broader society are responding to avoidable chronic illness
A major point emerging from the literature is the prevalence is not evenly distributed across the population.  It varies by age, deprivation and ethnicity, indicating that the burden of disease is socially patterned.  The social determinants of health framework is particularly useful here because it explains health outcomes in relation to the conditions in which people live, work and age.  Marmot’s work argues that inequalities in power, resources, income and opportunity shape unequal exposure to poor health (Marmot, 2017).  Applied to T2DM, this helps explain why prevalence is higher in communities where healthy food is less affordable, physical activity is less preventive healthcare is harder to navigate.

Statistical evidence also shows that prevalence intersects with obesity and ethnicity.  The 2024 Health Survey for England reported that 30% of adults were living with obesity and 66% were either overweight or living with obesity (NHS England, 2019). This matters because obesity is one of the strongest modifiable risk factors for T2DM and is a major driver of national prevalence.  In addition, official UK evidence reports that type 2 diabetes prevalence is up to three to six times higher in South Asian and Black ethnic groups than in White populations, while Diabetes UK states that risk is two to four times higher in people of South Asian, African-Caribbean and Black African descent (Goff, 2019).  These figures are not just clinically important; they raise serious questions about inequality, early identification and whether current prevention strategies are sufficiently targeted.

Policy responses show that the scale of T2DM id formally recognised.  Nice guideline NG28 continues to provide national recommendations on the management of type 2 diabetes in adults and was updated in February 2026, confirming its ongoing policy relevance (NICE, 2022).  At system level, the Healthier You NHS Diabetes Prevention Programme identifies people at high risk and refers them to a nine-month lifestyle intervention.  NHS England states that the programme reduces new diagnoses and cuts the risk of developing type 2 diabetes by more than a third for those who complete it (NHS England, 2023).  These policies show that prevalence is being addressed through structured national action, but they also invite critical scrutiny about reach, retention and equity of access.

The studies reviewed in Chapter 3 broadly support this theme.  Reed, Bain and Kanamarlapudi present T2DM as a global and increasingly prevalent metabolic disease shaped by multiple interacting drivers, which supports the argument that prevalence cannot be reduced to a single casual pathway.  Studies focusing on UK ethnic inequalities show that some minority ethnic communities experience not only higher prevalence, but earlier onset, often by 10 to 12 years, compared with White British populations.  Birmingham focused evidence also shows that local deprivation and ethnicity interact to elevate diabetes risk beyond national averages (Raleigh, 2023).  These studies largely agree that prevalence is increasing and that it is being intensified by broader inequality rather than purely individual behaviour.
Implications:
The implications of this theme are mixed.  On the negative side, growing prevalence increases NHS expenditure, complication burden and long-term service demand.  It also means more adults are living with a condition that may affect quality of life, employment and mental wellbeing.  On the positive side, increasing prevalence has led to stronger policy visibility, better screening pathways and more explicit prevention strategies.  However, this positive development remains limited if prevalence continues to rise faster than prevention efforts can offset it.  A critical reading of the literature therefore highlights that current action is necessary but not yet sufficient (McKee et al., 2021).

Connections to Other Themes:
This theme also connects directly with the other two themes in the chapter.  Rising prevalence cannot be properly understood without analysing the lifestyle and socioeconomic factors that drive it, and it cannot be reduced without effective management and prevention strategies.  In that sense, prevalence functions as the overarching problem to which the later themes provide explanation and response.
4.4 – Theme 2 (Lifestyle and Socioeconomic Risk Factors)
Definition:
The second major theme identified in the reviewed literature concerns the role of lifestyle and socioeconomic risk factors in the development of T2DM.  A risk factor may be defined as any attribute, behaviour or condition associated with increased likelihood of disease (Kyrou et al., 2020).  In the context of T2DM, repeated factors across the literature include obesity, poor diet, physical inactivity, family history, age and ethnicity.  However, a stronger reading of the evidence shows that these risks are not merely personal characteristics; they are shaped and distributed by wider social and economic circumstances.  This distinction matters because it prevents the discussion from becoming overly individualised (Kriznik et al., 2018).

Background Information:
Obesity emerged as the most consistent modifiable risk factor across the literature.  The Health Survey for England reported that in 2024, 30% of adults were living with obesity and 66% were overweight or living with obesity (NHS England, 2019).  The persistence of these figures indicates that obesity is not a marginal problem but a mainstream feature of the UK risk environment.  Excess adiposity is closely linked to insulin resistance, chronic inflammation and impaired glucose regulation, making the association with T2DM both statistically and biologically credible.  Public Health guidance has explicitly stated that being overweight or obese is the major modifiable risk factor for type 2 diabetes (Ahmed and Mohammed, 2025).

Diet and physical inactivity are closely connected to this obesity pathway.  Diets high in energy-dense, nutrient-poor foods contribute to excess weight gain and poor glycaemic control, while low physical activity reduces insulin sensitivity and overall metabolic health (Romieu et al., 2017).  Yet the literature also makes clear that describing these as “lifestyle choices” can be misleading if choice is discussed without context.  The ability to eat well and remain active is heavily shaped by food affordability, built environments, working conditions, transport access, family responsibilities and local opportunities for exercise.  As a result, behaviour-based risk factors are better understood as socially patterned behaviours rather than purely free choices (Hill-Briggs, 2020).

This is where socioeconomic status becomes central.  Diabetes UK identifies income, education, housing, access to healthy food and poorer access to healthcare as factors strongly linked to obesity and type 2 diabetes risk (Diabetes UK, 2023).  Marmot’s health equity work likewise argues that avoidable health inequalities stem from unequal social and economic conditions.  In relation to T2DM, people living in more deprived areas may face multiple barriers at once: higher food insecurity, reduced access to preventative care, lower health literacy opportunities, greater financial stress and more obesogenic neighbourhoods.  The result is that risk is clustered where disadvantage is greatest (Marmot, 2017).

Recent evidence also supports the view that deprivation affects not only disease development but also early identification.  A 2024 study on inequalities in non-diabetic hyperglycaemia identification concluded that people living in more deprived areas, particularly younger adults, were less likely to have non-diabetic hyperglycaemia identified before later diagnosis of T2DM (Watkinson et al., 2024).  This is an important point because it suggests inequality operates twice: first in shaping risk, and second in limiting timely preventive intervention.  Deprivation therefore should not be treated as a background variable; it is an active part of the pathway through which diabetes burden is reproduced.

Ethnicity was another clear subtheme.  UK evidence indicates that type 2 diabetes prevalence is substantially higher in South Africa and Black ethnic groups than in White populations.  Diabetes UK notes that people from Black African, African Caribbean and South Asian backgrounds are at increased risk from age 25, while risk in the White population increases from around age 40 (Diabetes UK, 2020).  Official government evidence also reports that both South Asian and Black groups experience greater diabetes risk at lower BMI thresholds than White groups.  This is highly relevant because it challenges uniform risk models and suggests that screening and prevention thresholds may need to be more nuanced and culturally informed.

The literature does not suggest that ethnic inequality is purely genetic.  That would be far too simplistic.  Instead, the better studies position ethnic risk within an interaction between biological susceptibility, earlier metabolic vulnerability and structural inequality.  For example, Birmingham-based research published in 2024 found that socioeconomic deprivation and ethnicity together increased diabetes risk in an urban UK population with prevalence above the national average (Au-Yeung et al., 2024).  This kind of evidence is useful because it moves the debate away from either/or thinking.  Risk is not either social or biological; it is both, and these dimensions compound one another.
 
Theories, Policies, and Legislation:

Theoretical perspectives help sharpen this analysis.  Behavioural health models focus on individual motivation, knowledge and change, which is useful when discussing diet, exercise and self-care.  However, on their own they can become reductionist, because they imply that better decisions are always available and equally achievable (Koulouvari et al., 2025).  Social determinants theory provides a more critical lens by showing that opportunities for healthy behaviour are unequally distributed.  For a dissertation at this level, that distinction matters.  It allows the discussion to critique public health approaches that rely too heavily on personal responsibility while underestimating the material realities of daily life in deprived communities (Wilderink et al., 2022).

Policy Implication:
Policy implications flow directly from this theme.  If risk factors are socially patterned, then generic lifestyle advice may be insufficient.  Advising adults to lose weight, exercise more and eat better is not wrong, but it may be inadequate where health food is expensive, safe exercise space is limited, work is insecure, and services are not culturally responsive (Ahmed and Mohammed, 2025).  A major weakness in some interventions is that they assume the problem is lack of information when the actual problem may be lack of feasible options.  This helps explain why uptake and adherence to prevention support can be lower in some higher-risk groups.

Examples from Articles:
Examples from the reviewed studies reinforce these points.  Reed, Bain and Kanamarlapudi identify T2DM as a multifactorial disease involving both modifiable and non-modifiable risks.  Goff’s UK-focused work on ethnicity and type 2 diabetes highlights the much higher prevalence and earlier onset seen in minority ethnic communities.  More recent UK evidence from Birmingham shows the combined effect of deprivation and ethnicity on local diabetes risk (Au-Yeung et al., 2024).  Together, these studies agree that obesity, inactivity and ethnicity matter, but they differ in emphasis: biomedical work tends to foreground mechanism, while public health studies focus more directly on inequality and access.  That contrast is useful rather than problematic because it shows that T2DM risk needs to be interpreted across multiple levels. 
Implications:
The implications are again both positive and negative.  Positively, many risk factors are modifiable in theory, meaning prevention remains genuinely possible.  Negatively, modifiability does not equal ease.   Without accounting for deprivation, cultural context and access barriers, prevention strategies may disproportionately benefit those who already have greater resources and flexibility, thereby widening rather than narrowing inequalities.  This theme therefore links strongly to Theme 1, because unequal exposure to risk helps explain growing prevalence, and to Theme 3, because management and prevention strategies are only likely to succeed if they are realistic within people’s lived circumstances.
4.5 – Theme 3 (Management and Prevention Strategies) 
Definition:
The third theme identified through the literature concerns current management and prevention strategies for T2DM in UK adults.  Management refers to the interventions used after diagnosis to control blood glucose, reduce complications and support long-term self-care.  Prevention refers to measures used to reduce progression from risk states, such as obesity or non-diabetic hyperglycaemia, into diagnosed T2DM (Woodward et al., 2024).  This theme is crucial to the dissertation because investigating prevalence and risk factors alone would be incomplete without considering how effectively the condition is being addressed in policy and practice.

Background Information:
A major strength of the UK response is that guidance is relatively well developed.  NICE guidelines NG28 covers care and management for adults with type 2 diabetes, including structured education, dietary advice, blood glucose management, cardiovascular risk reduction and monitoring for complications (NICE, 2025).  The guideline was updated 18 February 2026, showing that it remains active and responsive to evolving evidence.  NICE’s recent surveillance also identified evidence relating to dietary interventions, including low-calorie approaches and time-restricted eating, and indicated further guideline updating in connection with obesity guidance.  This indicates that T2DM management is no longer viewed only through a medicine lens but increasingly through broader metabolic and behavioural approaches (NICE, 2025).

Impact on Research Question:
At prevention level, the Healthier You NHS Diabetes Prevention Programme is central.  NHS England states that it identifies people at risk of developing T2DM and refers them to a nine-month evidence-based lifestyle change programme, available in face-to-face and digital formats.  The same source reports that the programme reduces new diagnoses and cuts the risk of developing T2DM by more than one third for people who completed it.  However, its effectiveness may be limited by unequal access and engagement across different socioeconomic and ethnic groups, potentially reducing its overall population impact.  In December 2025, NHS England also reported that nearly one million people in England had started the prevention scheme.  These figures suggest that the programme has achieved substantial reach and is one of the most visible national prevention responses currently in place (NHS England, 2023).

Lifestyle intervention emerged across the literature as the cornerstone of both prevention and management.  Weight reduction, healthier diet and increased physical activity are consistently associated with improved glycaemic control and lower risk of progression from pre-diabetes to T2DM (Syeda et al., 2023).  This is not just policy rhetoric; it is evidence-based.  NHS England’s type 2 Diabetes Path to Remission Programme, which is based on trials such as DiRECT, reflects growing recognition that substantial weight loss can produce remission in some adults, especially in the earlier years after diagnosis.  NHS England states that in the DiRECT trial, almost half of participants on a low-calorie diet achieved remission after one year, and 86% of those who lost 15kg or more achieved remission.

Statistical Information:
This is a genuinely important shift in the literature because it challenges the older assumption that T2DM is always inevitably progressive.  The 2024 five-year follow-up of DiRECT further suggested that long-term remission is possible when sufficient weight loss is achieved and maintained.  However, this evidence also needs careful interpretation.  Remission programmes are promising, but they are demanding, may not be sustainable for everyone, and can be harder to complete for people facing deprivation, unstable routines or competing life pressures. So, while remission evidence is exciting, it should not be oversold as a simple fix. The better critical position is that remission is possible for some patients under some conditions, not guaranteed for all. 

Theories, Policies and Legislation:
Pharmacological management remains another essential component.  NICE guidance continues to support structured medicine pathways, including first line and further-line treatments, with emphasis on reviewing benefits, harms, adverse effects and patient preferences through shared decision-making.  The updated NICE visual summary specifically emphasises optimising treatment regimens and making decisions with the person rather than simply for them.  This person-centred approach matters because T2DM management is heavily dependent on everyday self-management outside the clinic, including medication adherence, diet, physical activity and follow-up attendance.

This is where self-management theory becomes especially relevant.  T2DM is one of those conditions where the bulk of care happens at home, not in hospital.  A patient may receive clinically sound advice, but outcomes still depend on whether that advice is practical, affordable and sustainable (Lee et al., 2025).  Recent literature on self-management barriers shows that people experiencing socioeconomic deprivation face particular difficulties related to finances, healthy food costs and service accessibility (Woodward et al., 2024).  That matters because it means treatment success is not determined solely by clinical quality; it is also shaped by whether patients are supported to implement recommendations in real life.  This brings the discussion back to the wider inequality issues raised in Theme 2.

Early identification is another major part of prevention.  ONS analysis published in 2024 estimated that 7% of adults in England showed evidence of type 2 diabetes and that around 30% of those cases were undiagnosed, equating to roughly one million adults (Diabetes UK, 2024).  Younger adults with type 2 diabetes were more likely to be undiagnosed than older adults.  This is a serious finding, because prevention pathways only work if at risk individuals are actually identified and engaged before significant metabolic damage accumulates.  It also highlights that better case finding may be especially important in younger and more deprived populations where risk is more likely to go unnoticed.

Examples from Articles:
Examples from the reviewed studies support both optimism and caution.  Intervention oriented evidence broadly agrees that structured lifestyle support can reduce incidence and improve metabolic outcomes.  Remission focused evidence suggests that for selected patients, substantial weight loss can even reverse disease markers for meaningful periods.  Yet qualitative and inequality focused work shows that uptake and adherence are not evenly distributed, particularly in some minority ethnic communities and socioeconomically deprived groups.  These differing findings do not contradict each other; they show that interventions can be effective while still being inequitably experienced.  That distinction is key for answering the research question properly.

Implications:
The implications of this theme are therefore complex.  Positively, the UK has credible national frameworks for diabetes prevention, management and remission support.  Negatively, structural barriers still limit who benefits most from them.  A scheme can be evidence based and still fail to reach the people with the highest need.  That is probably one of the strongest conclusions from the literature: the issue is not the total absence of management strategies, but the uneven translation of those strategies into equitable long-term outcomes.  This theme links directly back to Theme 1, because rising prevalence sustains pressure on management services, and to Theme 2, because prevention will always be constrained when the environments generating risk remain unchanged.
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4.6 – Chapter Conclusion 

This chapter has presented and critically discussed the findings generated through thematic analysis of the selected literature on T2DM in UK adults.  Three interconnected themes emerged.  First, the literature showed that the prevalence of T2DM continues to rise, confirming that the condition remains a major and expanding public health concern.  Second, the findings demonstrated that lifestyle risk factors such as obesity, diet and physical inactivity are central to disease development, but that these risks are strongly shaped by wider socioeconomic and ethnic inequalities.  Third, the chapter showed that current prevention and management strategies are evidence-based and increasingly sophisticated, yet their impact is constrained by issues of access, engagement and social context.

Overall, the chapter has shown that T2DM in the UK should not be understood solely as a biomedical disorder requiring clinical treatment, but as a socially patterned long-term condition requiring action across prevention, early identification, ongoing management and inequality reduction.  The following chapter draws these findings together in the overall conclusion and presents recommendations for future practice.
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CHAPTER 5 – Conclusion and Recommendations 

5.1 – Overall Conclusion 

This dissertation investigated the prevalence, risk factors and management strategies associated with type 2 diabetes mellitus in UK adults through a desk-based review of secondary literature.  Across the dissertation, the evidence showed that T2DM remains one of the most significant long-term public health challenges in the United Kingdom.  The research demonstrated that prevalence is rising, that risk is shaped by both behavioural and structural factors, and that while evidence-based prevention and treatment pathways exist, their impact is affected by inequality, uptake and access.  The dissertation aim was therefore met by examining the scale of disease, the major factors contributing to its development, and the strengths and limitations of current responses.  No new analysis is introduced here; rather, the dissertation concludes that T2DM is best understood not only as a chronic metabolic disorder, but also as a health inequality issue that demands both strong clinical management and broader upstream prevention. This reinforces the need for integrated, preventative and inequality-focused approaches to improve long-term outcomes in UK diabetes care.

5.2.1 – Recommendation 1: Strengthen earlier identification and targeted screening in high-risk groups

A key recommendation is to strengthen earlier identification of people at high risk of T2DM, especially those living in deprived areas, individuals from higher risk ethnic groups, adults with obesity, and people with family history or previous gestational diabetes.  Earlier identification matters because delayed diagnosis increases the likelihood that hyperglycaemia remains untreated for longer, raising the risk of avoidable complications (Zhang et al., 2023).  ONS analysis has shown that a sizeable proportion of adults with type 2 diabetes in England remain undiagnosed, while more deprived and younger groups may be less likely to have pre-diabetes identified in time for prevention (Office for national statistics, 2024).

In practice, this recommendation could be implemented through more proactive HbA1c screening in primary care, more systematic use of diabetes risk assessment tools, and stronger opportunistic case-finding during routine NHS contacts. For example, through targeted GP outreach, community-based screening programmes and data-driven identification of high-risk populations.  Community based screening in pharmacies, local outreach clinics and faith or community venues could also improve reach beyond those routinely attend GP appointments.  This is realistic because it builds on existing NHS infrastructure rather than requiring a completely new service model.

The principal advantage of earlier identification lies in the expansion of the prevention window. Individuals identified at the stage of non-diabetic hyperglycaemia can be referred to targeted prevention programmes prior to disease progression, while those with previously undiagnosed T2DM are able to initiate structured management at an earlier stage, thereby reducing the risk of complications (Bergman et al., 2012). However, a key limitation relates to healthcare system capacity.  Primary care services are already operating under significant pressure, and the introduction of additional screening initiatives may further increase workload and resource demands.  Moreover, there is a risk that screening programmes may perpetuate existing health inequalities if they rely predominantly on patient-initiated engagement.  

To address these challenges, high-risk case-finding strategies should incorporate proactive outreach approaches and targeted interventions based on local population health data, rather than relying solely on passive invitation systems.  This may enhance accessibility and improve uptake among underserved or high-risk groups.

5.2.2 – Recommendation 2: Deliver culturally and socially tailored lifestyle support rather than one-size-fits-all advice

A second recommendation is that prevention and self-management support should be more culturally responsive and socially realistic.  The dissertation findings suggest that generic advice on diet, exercise and weight loss is often clinically sound but may not be sufficiently tailored to the realities of people’s lives.  This is especially relevant for adults experiencing financial pressure, insecure work patterns, poor access to healthy food, or cultural disconnect between health advice and everyday eating practices.  Recent UK evidence also suggests that uptake and adherence to current support can be lower in some minority ethnic groups, even where risk is higher (Raleigh, 2023).

In practice, this recommendation means adapting interventions to the communities they are meant to serve.  Dietary advice should reflect culturally relevant foods.  Physical activity support should consider affordability, local safety and time constraints.  Education should use accessible language and offer flexible delivery formats, including community groups and digital options where appropriate.  This is not about diluting evidence-based care; it is about making it usable in real life.

The advantage is improved engagement, better retention and potentially more equitable outcomes. People are far more likely to follow advice that feels realistic, respectful and relevant.  
The barrier is that tailored intervention takes more design effort, workforce training and local engagement than standardised messaging.  There is also a risk of tokenism, where services claim to be person-centred without making meaningful adaption.  This can be addressed through co-production with service users and local communities, ensuring programmes are shaped by the people most affected rather than imposed on them (Conquer et al., 2024). 

5.2.3 – Recommendation 3: Shift policy further upstream by addressing obesity and deprivation as drivers of diabetes risk

The final recommendation is that future practice should place stronger emphasis on upstream prevention. The dissertation findings repeatedly show that T2DM is not driven only by personal behaviour but by obesogenic and unequal environments.  National obesity data remain high, and the literature shows clear links between deprivation, poor access to healthy food, lower preventive care uptake and increased diabetes risk.  If prevention remains focused only on individual advice after risk has already accumulated, then long-term reduction in prevalence is likely to remain limited (Ahmed and Mohammed, 2025).

In practice, this means greater alignment between diabetes strategy and wider public health action on poverty, local food environments, integrated care systems and NHS organisations should use population data to identify areas of greatest metabolic risk and prioritise them for preventive investment.  This could include improved access to affordable healthy food, more local weight management support, and environmental planning that makes physical activity more feasible.

The strength of this recommendation is that it targets root causes rather than relying entirely on downstream treatment.  It may also produce wider benefits beyond diabetes, including lower cardiovascular risk and improved general health.  The barrier is that upstream action is politically harder and often slower to show results than clinical interventions.  It requires cross-sector cooperation, long-term funding and a willingness to tackle inequality directly.  These challenges can be partly overcome by linking local diabetes data to commissioning priorities and by evaluating prevention not only in terms of short-term output, but in relation to long-term reductions in inequality and disease burden.  Bluntly, the NHS cannot treat its way out a preventable epidemic if the conditions generating that epidemic are left untouched
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Authority – Produced by NHS England, a key healthcare authority
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	https://www.england.nhs.uk/diabetes/diabetes-prevention/
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	Self-Management Barriers
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Accuracy – Based on qualitative research involving real-world patient experiences
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	https://pubmed.ncbi.nlm.nih.gov/38623837/

	Watkinson et al. (2024)
	Age and deprivation related inequalities in identification of people at high risk of type 2 diabetes in England
	This study examines how deprivation and age impact early identification of individuals at risk of type 2 diabetes, highlighting inequalities in detection and prevention pathways.
	Currency – Published in 2024
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Authority – Peer-reviewed
Accuracy – Based on robust population-level data and statistical analysis 
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	https://pubmed.ncbi.nlm.nih.gov/
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	Detailed,
generalised
	Obesity key risk
	Obesity, lifestyle
	Links to Theme 2

	Woodward et al. (2024)
	Self-management barriers
	Qualitative
	Deprived populations
	Real world,
Small sample
	Inequality impacts management
	Inequality, access
	Strong Theme 3 link

	Watkinson et al. (2024)
	Inequalities in identification of high-risk T2DM populations
	Quantitative population-based study
	Large scale national data analysis (England population dataset)
	Large dataset, strong statistical validity, does not explore patient experiences
	Deprivation and younger age groups are less likely to have pre-diabetes identified early
	Inequality, screening, early identification
	Strong link to Theme 2 and supports need for targeted screening strategies


Table 4.
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Appendices
Appendix 1: Search Strategy Table
. Keywords: “Type 2 diabetes”, “prevalence”, “risk factors”, “management”, “UK adults”
. Databases: Google Scholar, PubMed, ScienceDirect, UWTSD Library
. Filters: Last 10 years, English, peer-reviewed
Appendix 2: Inclusion and Exclusion Criteria
Inclusion:
. Peer-reviewed articles
. UK-focused studies
. Published within the last 10 years
Exclusion:
. Non-academic sources
. Type 1 diabetes studies
. Paediatric populations
Appendix 3: CRAAP Framework
. Currency
. Relevance 
. Authority
. Accuracy
. Purpose 
Appendix 4: Thematic Coding Framework
Themes identified:
. Prevalence
. Risk factors
. Management Strategies
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