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[bookmark: _bctctpchc520]1. Definition
Type 2 Diabetes is a long-term condition in which the body does not use insulin effectively and may not produce enough insulin to keep blood glucose within a healthy range. Symptoms can include increased thirst, frequent urination, tiredness, blurred vision, slow-healing wounds and recurrent infections, although some people have no noticeable symptoms. Persistent high blood glucose can damage blood vessels, nerves, eyes, kidneys and the heart. Type 2 diabetes accounts for approximately 90–95% of diabetes diagnoses (American Diabetes Association Professional Practice Committee, 2025, World Health Organization, 2024).
[bookmark: _hzm1ireg7ei1]2. Burden / Prevalence
Worldwide, the World Health Organization estimates that the number of adults living with diabetes rose from around 200 million in 1990 to 830 million in 2022. The estimated prevalence among adults increased from 7% to 14% over the same period. These figures include all types of diabetes, but they demonstrate the scale of the prevention and care challenge because Type 2 Diabetes accounts for most cases (World Health Organization, 2024).

Figure 1: Global diabetes burden and projected growth
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Source: International Diabetes Federation (2025), IDF Diabetes Atlas, 11th edition: Global factsheet.
In the United Kingdom, Diabetes UK reported that approximately 4.6 million people had a diabetes diagnosis in 2025, while around 1.3 million people were estimated to have undiagnosed Type 2 Diabetes and 6.3 million were living with non-diabetic hyperglycaemia or prediabetes. Around 90% of diagnosed diabetes cases are Type 2. These estimates underline the need for accessible risk assessment, earlier diagnosis and prevention support (Diabetes UK, 2025).
In England, the National Diabetes Audit recorded 3,713,155 people with Type 2 and other diabetes in 2024–2025. Only 58.2% of people with Type 2 Diabetes had records for all eight recommended care processes, and Integrated Care Board performance ranged from 38.6% to 73.5%. This variation suggests that national standards do not guarantee consistent local delivery. The audit also changed from 15-month to 12-month reporting periods, so comparisons with earlier reporting periods require caution (National Health Service England Digital, 2025).
[bookmark: _vtwi8uypttu3]3. Risk Factors
[bookmark: _ytj5t0eyasok]3.1 Modifiable risk factors
1. Overweight, obesity and central adiposity. Accumulation of excess weight, particularly around the waist region, is implicated in the reduced sensitivity of insulin. Weight management interventions can improve health outcomes and induce remission in some individuals (International Diabetes Federation, 2019).
2. Low physical activity and sedentary behaviour. Inactivity and prolonged sitting have adverse effects on blood glucose regulation and weight control. Physical activity advice must be individualized, taking into account the participant’s health and lifestyle (World Health Organization, 2024).
3. Unhealthy dietary patterns. The dietary patterns that individuals follow have an impact on their weight and metabolic profile. Physical activity and diet recommendations need to consider the cost and availability of food, as well as cultural and health literacy factors that can influence people’s food choices (Hill-Briggs and Fitzpatrick, 2023).
[bookmark: _vhwaab9ifuun]3.2 Non-modifiable risk factors
1. Increasing age. The likelihood of Type 2 Diabetes increases with age. A person’s assessment also considers other medical and social factors (American Diabetes Association Professional Practice Committee, 2025).
2. Family history and genetic susceptibility. Having a close family member with diabetes increases a person’s risk. However, it does not necessarily mean that one will develop the disease. Family history should be taken into account for assessment (American Diabetes Association Professional Practice Committee, 2024).
3. Ethnicity. The likelihood of developing Type 2 Diabetes varies among ethnic groups. Assessment and prevention should be based on the person’s needs and consider social factors and access to care services (Office for Health Improvement and Disparities, 2025).

A United Kingdom cohort study linked neighbourhood deprivation with higher Type 2 Diabetes incidence. The lowest occupational social class had more than twice the risk of the highest after adjustment. This suggests that inequality partly operates through modifiable pathways. Prevention should improve access to affordable healthy food, safe activity spaces and supportive services rather than relying on individual responsibility alone (Bush et al., 2023, Hill-Briggs and Fitzpatrick, 2023).
High blood pressure, smoking and unhealthy dietary patterns are additional modifiable risks. Age, family history and ethnicity cannot be changed, but they support earlier assessment. Obesity and central adiposity may contribute to insulin resistance, while inactivity can worsen metabolic health. Income, food access, housing, health literacy and safe places to exercise also shape risk. Prevention should therefore combine realistic individual support with action on social barriers (American Diabetes Association Professional Practice Committee, 2025, Hill-Briggs and Fitzpatrick, 2023).

Figure 2: Major risk factors associated with Type 2 Diabetes
[image: Type 2 Diabetes Risk Factors — International Diabetes Federation]
Source: International Diabetes Federation (2019).

[bookmark: _34fe0z3poc3t]4. Aim
This booklet evaluates the burden, biopsychosocial effects and long-term management of Type 2 Diabetes in the United Kingdom, focusing on evidence-based, person-centred care and health inequalities.
[bookmark: _gxczg1t3aqdn]5. Physical, Psychological and Social Implications
[bookmark: _ugfgnkwa6t53]5.1 Physical implications
The physical effects become cumulative. Hyperglycaemia is associated with damage to the eyes, kidneys and nervous system along with cardiovascular and cerebrovascular diseases (World Health Organization, 2024).
Nerve disorders, vascular disease and wound healing difficulties can cause foot problems. Complications can affect movement, autonomy and quality of life (American Diabetes Association Professional Practice Committee, 2024).
Treatment creates additional burden in the form of medication, management, nutrition, exercise and clinic visits. Comorbidity further complicates the process. Management should take into account the cardiovascular and kidney effects alongside the glycosylated hemoglobin level. For those with Type 2 Diabetes and chronic kidney disease, sodium-glucose cotransporter-2 inhibitors and glucagon-like peptide-1 receptor agonists may help mitigate cardiorenal risks. These decisions are based on renal function, side effects, availability and preference (Yamada et al., 2021; Giugliano et al., 2021).
Figure 3: Diabetes-related complications across body systems
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Source: Alqadi (2024), Figure 2, “Shows major clinical complications of DM on different organs”.
[bookmark: _ar3uqjnz6fba]5.2 Psychological implications
Psychological effects are also very important. In a study of 1,267 adults with Type 2 Diabetes, patient-centred communication was related to lower diabetes distress, especially when clinicians responded to concerns, explained medicines and were respectful in their decision-making (Peimani et al., 2022).
A meta-analysis from 2024 found that some e-health interventions could decrease diabetes-related distress and depressive symptoms. Effects of e-health interventions differ. Professionals should therefore not interpret poor self-management as lack of motivation (Fernández-Rodríguez et al., 2024).
Daily monitoring and self-management can affect quality of life. Web-based training may help some people, but effectiveness varies and it should not replace person-centred support (Elyeli et al., 2024).
[bookmark: _kt9bsfjf7q0m]5.3 Social implications
The social impact includes work, income, relationships and participation. Low income, unstable housing, food insecurity, transport barriers and limited health literacy can make clinical advice difficult to follow (Hill-Briggs and Fitzpatrick, 2023).
The same recommendation may be realistic for one person but impossible for another. Person-centred care must assess individual circumstances as well as clinical needs (Bush et al., 2023).
Family members and carers can offer practical and emotional support, but diabetes care can also add household tasks. Research suggests family involvement helps when roles are agreed and the person retains control. Professionals should ask whom the person wishes to involve and what support is useful (Zupa et al., 2022).
[bookmark: _5rzijaz0fkqv]6. Evidence-Based Treatment and Management Through the National Health Service
NHS management needs to consider glycaemic control, cardiovascular and kidney complications, treatment and social factors. The quality standards from the National Institute for Health and Care Excellence focus on structured education, risk management, glucose management and complication screening. The treatment needs to be individualised taking into consideration comorbidities, weight targets, adverse effects, accessibility and patient preference (National Institute for Health and Care Excellence, 2023, Davies et al., 2022).
Lifestyle management is vital. Healthy nutrition, physical activity, weight management, adequate sleep and smoking cessation should be available and feasible. In the UK DiRECT extension study, the five-year remission rate was 34% in participants with continuing support, and 12% in those without continuing support, with some weight regain. Therefore, remission is achievable in some patients but with continuing support and cannot be considered a guarantee (Lean et al., 2024).
Medication needs to be reviewed regularly and individualised. Metformin is still indicated in many adults, while the treatment options need to take into consideration heart failure, chronic kidney disease, cardiovascular risk, weight and risk of hypoglycaemia. Sodium-glucose cotransporter-2 inhibitors and glucagon-like peptide-1 receptor agonists may offer additional benefits in addition to blood glucose reduction for eligible patients. It is necessary to take into account the renal function, contraindications, adverse effects, costs and preference of the person (Davies et al., 2022, Yamada et al., 2021, Giugliano et al., 2021).
Structured Diabetes Self-Management Education and Support needs to be offered routinely and revisited at the time of diagnosis, change of treatment and other transitions. A network meta-analysis in 2024 of 108 studies involving 17,735 participants showed a benefit compared to usual care in terms of improvement of glycated haemoglobin, blood pressure and fasting glucose. Nonetheless, about 30% of included studies had quality issues, so services need to monitor quality, attendance and outcomes of programmes rather than assume that all the programs are effective (Romadlon et al., 2024).
Digital interventions can help expand the support, yet human support should not be replaced by digital one. Reviews show potential benefits for self-management and quality of life, although benefits may vary. Services need to consider digital literacy, language barriers, disabilities, connectivity and patient preferences and offer alternative modes including phone, printed and face-to-face consultations (Kerr et al., 2024, Elyeli et al., 2024).
A long-term care plan by the National Health Service should involve an agreement on the yearly review and additional reviews where necessary. The review should be inclusive of glycated haemoglobin, blood pressure, cholesterol, kidney functioning, foot examination, eye testing, medications, smoking status, nutrition and physical and emotional well-being. Goals need to be set that are realistic and any referrals made should be documented and people recalled for reviews. Complicated cases may need specialist help. Review the plan according to changes in health, medications and personal life and assess the clinical and patient outcome (National Institute for Health and Care Excellence, 2023; NHS England Digital, 2025).
Figure 4: National Institute for Health and Care Excellence-based treatment recommendations for adults with Type 2 Diabetes
[image: Figure 4: Choosing first-line medicines for type 2 diabetes in adults]
Source: Syed (2023).

[bookmark: _ppvzm2bqetel]7. Theoretical Perspectives and Models for Improving Outcomes
[bookmark: _bse00bz5ly6]7.1 UK model: The House of Care
The House of Care model facilitates person-centred care and support planning in relation to adults living with Type 2 Diabetes. At the center of this model is a shared discussion that enables the practitioner and person to set realistic goals concerning their management of glucose levels, medications, nutrition, activity, and psychological wellbeing. The left wall is comprised of an active and informed person and selected carer who is backed up by accurate testing and structured education. The right wall is made up of health and care professionals, including GPs, diabetes nurses, pharmacists, dietitians, and podiatrists. The roof indicates dependable organizational systems such as shared records, recalls, planned reviews, and trained workforce. The foundation is made up of commissioned health, social and community services that are able to remove barriers.
Figure 5: House of Care model applied to Type 2 Diabetes
[image: House of Care diagram showing the engaged person and carers, partnership working by health and care professionals, organisational processes, commissioning and collaborative care planning for Type 2 Diabetes.]
Source: Adapted from British Heart Foundation (n.d.), The House of Care framework.

[bookmark: _9uzfuh6zfyzx]7.2 International model: Chronic Care Model
The international Chronic Care Model has six connected elements: health-system organisation, delivery-system design, decision support, clinical information systems, self-management support and community resources. A review of 17 studies involving 16,485 adults with Type 2 Diabetes found that model-based interventions reduced glycated haemoglobin by an average of 0.21 percentage points. Results were stronger when four or more components were used, although local resources and implementation quality remain important (Goh et al., 2022).

Figure 6: Expanded Chronic Care Model (international model)
[image: ]

Source: Agency for Healthcare Research and Quality (2013), Figure 3-2, based on Barr et al. (2003). Available at: https://www.ahrq.gov/prevention/resources/chronic-care/clinical-community-relationships-measures-atlas/ccrm-atlas3.html

[bookmark: _2wzzildo6dex]7.3 Critical comparison of the models
The House of Care and the international Chronic Care Model serve different but related purposes. The House of Care model emphasises people's goals, shared decisions, and coordination of health, social and community services. The Chronic Care Model focuses more on coordination, evidence-informed decision support, information systems, and proactive follow-up. At a practical level, a diabetes pathway can adopt collaborative care planning to establish goals with each person while making use of clinical registers and recalls to identify missed review and screening. This will involve balancing between individual agency and reliable service delivery (Davies et al., 2022; Goh et al., 2022).
Neither of the models is effective alone. The House of Care can be hindered by lack of adequate consultation time, staffing and community capacity. Chronic Care Model can be too much focused on processes and not people's needs due to target setting and reliance on electronic records. Therefore, services must evaluate both clinical and patient-reported experience and adjust implementation to suit the particular context as opposed to using findings in another place to inform practices elsewhere (Goh et al., 2022).
Regarding UK diabetes pathways, the House of Care is most useful during consultations where professionals and patients agree about priorities, treatment options and support. The Chronic Care Model is important at a population planning level where registers, multidisciplinary work, prompts and follow-up are promoted. Both approaches should be applied in primary care and Integrated Care Board pathways with assessment based on care process completion, clinical outcome, patient-reported experience and inequalities (British Heart Foundation, n.d.; Goh et al., 2022).
[bookmark: _u1ujmsvu6c4f]8. Political, Health and Social Care Agendas
National policy links Type 2 Diabetes with prevention, person-centred care, health inequalities and integration. Integrated Care Systems bring the National Health Service, local authorities and partners together. Diabetes care may involve primary, community and specialist services, pharmacies, podiatry, retinal screening, dietitians, social care and voluntary organisations (NHS England, 2021, Care Quality Commission, 2025).
Core20PLUS5 prioritises the most deprived 20% and locally identified groups facing disadvantage, including ethnic minorities and people with multiple conditions. Its strength is that local data can guide targeted action, although the framework alone does not guarantee improved access or outcomes (NHS England, 2021, Hill-Briggs and Fitzpatrick, 2023).
Implementation is the key issue. Local and Integrated Care Board data can identify gaps in care-process completion, referral pathways and outcomes by deprivation or ethnicity. Teams should use these findings to test service changes and check whether access improves (Office for Health Improvement and Disparities, 2025, NHS England Digital, 2025, Care Quality Commission, 2025).
Implementation is to be assessed by whether patients could use the service and not just whether processes have been done. The service might provide an annual review but still fail to tackle issues of distress, language barriers, medications and so on. Therefore, a better improvement cycle would involve combining audit data with patient feedback, review of health inequalities and discussions within teams. It reflects the Level 7 requirement of linking evidence to practice and making recommendations that are feasible in real life (National Health Service England, 2021a, Care Quality Commission, 2025).

Figure 7: Diabetic eye screening in practice
[image: Figure 7: A patient undergoing diabetic eye screening using a retinal camera]
Source: Healthwatch Bury (2022).

The National Health Service Type 2 Diabetes Path to Remission Programme is an example of policy into practice. This involves total diet replacement, food reintroduction, and support beyond this period. It has been rolled out since April 2024 in England and is not available to everyone. The importance of this programme is its combination of eligibility criteria, clinical oversight, and behavioural support through general practice. The broader point is that evidence requires a safe service pathway rather than an isolated intervention (National Health Service England, 2024b).
[bookmark: _cwlaqmukx11v]9. Recommendations for Person-Centred Care, Self-Management and End-of-Life Care
[bookmark: _yeo2vsl75y34]9.1 Person-centred care and shared decision-making
Person-centred care should begin by identifying what is important to the person and translating it into realistic goals. Shared decision-making is essential in view of differences in the burden, side effects, impact on weight and cardiorenal benefits of treatments. The consensus approach considers the person’s lifestyle, comorbidities, social determinants, and preferences prior to choosing treatment, while National Health Service personalised care emphasises choice and control (Davies et al., 2022, National Health Service England, 2020).
[bookmark: _j9toz9wz4nhk]9.2 Self-management and health literacy
Self-management support should continue throughout the condition. Useful approaches include structured education, health coaching, written action plans, medication review, problem-solving and follow-up. Digital contact may improve reach, but people who lack confidence, connectivity or accessible technology need telephone, printed and face-to-face options (Romadlon et al., 2024, Kerr et al., 2024).
Health literacy should be managed as a care issue rather than a patient deficit. Healthcare professionals may use clear language, teach-back technique, accessible written material and ample time for patients’ questions. It may help to make treatment plans easier to implement and to close the gap between recommendations and the actual behaviour. Patient-centred communication is particularly relevant due to the fact that improved communication has been linked to lower diabetes distress (Peimani et al., 2022).

Figure 8: National Health Service Healthy Living campaign for people with Type 2 Diabetes
[image: Figure 8: NHS Healthy Living campaign poster showing a man jogging with the message “Take control of type 2 diabetes”]
Source: National Health Service Greater Manchester / My Way Diabetes (2022), Healthy Living for people with type 2 diabetes.

[bookmark: _53hvuem9a6ar]9.3 End-of-life care
End-of-life care is important in the case when Type 2 Diabetes coexists with frailty, organ failure, advanced cancer or any other life-limiting illness. Diabetes UK highlights the paucity of evidence in this area and states that treatment goals may shift from risk reduction in the long-term to comfort and quality of life. Care should be simple, priorities discussed and family involved after obtaining consent. Care should minimise burden and avoid unpleasant glucose symptoms (Diabetes UK, 2024, American Diabetes Association Professional Practice Committee, 2024).
The following recommendations translate the evidence into practical actions for United Kingdom services. Each recommendation includes an implementation approach and an outcome that services can monitor.
First, services should close gaps in routine diabetes care through Integrated Care Board dashboards and proactive recall. Prioritise missing foot assessments, kidney checks and retinal screening. Measure progress through completion of all eight care processes and differences between deprivation groups (NHS England Digital, 2025).
Second, care planning should be person-centred. Agree goals with the individual, explain treatment options clearly, check understanding and involve family only with consent. Evaluate progress through patient-reported experience and documented goals (NHS England, 2020, Davies et al., 2022).
Third, offer structured Diabetes Self-Management Education and Support at diagnosis and when needs change, using digital and non-digital options. Monitor attendance, completion and glycated haemoglobin, and assess whether access differs by language, disability or deprivation (Romadlon et al., 2024, Kerr et al., 2024).
Fourth, use Core20PLUS5 and local data to tailor outreach to underserved groups. Support may include interpretation, culturally appropriate education, food and activity support, and community referrals. Review uptake and outcomes by deprivation and ethnicity (NHS England, 2021, Hill-Briggs and Fitzpatrick, 2023).
Fifth, develop safe weight-management and remission pathways for eligible people, alongside early conversations about advanced illness. Remission requires clinical oversight and follow-up. End-of-life care should prioritise comfort, reduce treatment burden and reflect the person's wishes. Monitor remission status where appropriate, treatment burden and documented care goals (Lean et al., 2024, Diabetes UK, 2024).
Taken together, these recommendations combine the relational strengths of personalised care with the service-design strengths of the Chronic Care Model. Local teams should review clinical outcomes alongside patient experience and inequalities, because a national policy may be strong while implementation remains inconsistent (Goh et al., 2022, National Health Service England Digital, 2025).
[bookmark: _bs8ptoolc26q]10. Conclusion
Type 2 diabetes imposes heavy burden on the health sector because of its physical, psychological, and social effects that can even impact the family. There is evidence for an integrated care approach involving lifestyle and weight management, medications, education, screening for complications, and psychological services. The House of Care and the Chronic Care Model are two models which complement each other; one model focuses on shared decision making and partnerships while the other on organizational improvement of services. Adopting both these models together, while considering local disparities and measuring the performance, makes it more likely to deliver holistic care rather than glycemic control (Davies et al., 2022; National Health Service England, 2021a; Goh et al., 2022).
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Figure l. Choosing first-line medicines for type 2 diabetes in adults
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