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[bookmark: _Toc242870109]1. Introduction 
[bookmark: _Toc242870110]1.1 Background and Significance of Type 2 Diabetes Mellitus (100 Words)
Type 2 diabetes mellitus (T2DM) is a chronic metabolic condition in which insulin resistance, gradual decline in pancreatic beta cell function, and high blood sugar levels are present. It is becoming more common and is a significant public health problem worldwide that is associated with high levels of premature deaths, disability and escalating costs of healthcare. Diabetes is a significant cause of cardiovascular disease, renal failure and vision impairment according to the World Health Organisation (WHO, 2024). In the UK, T2DM places significant demands on National Health Service (NHS) resources, in terms of multimorbidity, preventable complications and the need for continuous treatment. In summary, coordinated, evidence-based interventions utilising clinical outcomes along with consideration of patients' psychological and social needs are required for effective management (NICE, 2026).
[bookmark: _Toc242870111]1.2 Aim, Scope and Purpose of the Information Booklet (100 Words)
This information booklet critically reviews the burden and management of T2DM in health and social care in the UK, and will give healthcare and social care practitioners an evidence-informed resource for T2DM. It reviews the prevalence of disease, associated risk factors and the physical, psychological and social impacts that individuals and families are likely to experience as a result of the disease. Moreover, it explores the NHS treatment strategies, chronic care models in the UK and internationally, and policies that impact the delivery of care. There is particular focus on person-centred care, multi-disciplinary working and ongoing self-management support, which is in line with NICE (2026) recommendations. The booklet ends with recommendations for practical, actionable enhancements to care coordination, health equity and patient outcomes over time.
[bookmark: _Toc242870112]2. Epidemiology, Aetiology and Risk Factors of Type 2 Diabetes Mellitus 
[bookmark: _Toc242870113]2.1 Definition and Underlying Pathophysiology 
Type 2 diabetes mellitus (T2DM) is a chronic metabolic dysfunction with insulin resistance and progressive pancreatic beta-cell dysfunction, leading to hyperglycaemia. Insulin resistance leads to a lower uptake of glucose in peripheral tissues, and lower function of the beta cells makes it more difficult to secrete insulin, thereby setting the stage for the occurrence of glucose homeostasis (Ke et al., 2022). These mechanisms act in concert with other genetic, metabolic and environmental factors, which contribute to wide disease variability. Chronic hyperglycaemia leads to microvascular and macrovascular damage, leading to complications and premature death (WHO, 2024). Therefore, proper clinical surveillance, personalised treatment and ongoing self-management of T2DM are necessary to keep metabolism stable and to prevent long-term complications. 
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Fig 1: Pathophysiology of Type 2 Diabetes Mellitus
Pathophysiological mechanisms contributing to hyperglycaemia in Type 2 diabetes mellitus. Adapted from Ke et al. (2022).
[bookmark: _Toc242870114]2.2 Global and UK Prevalence and Disease Burden 
In 2024, the International Diabetes Federation (IDF, 2025) estimates there were 589 million adults, aged 20-79, with diabetes globally; that figure is expected to increase to 853 million by 2050. Around 43% were undiagnosed, indicating significant under-diagnosis. Diabetes UK (2026) estimates that in the UK almost six million people have diabetes; of this, over 4.7 million are diagnosed, and around 1.3 million may be undiagnosed T2DM. Approximately 90% of diagnosed diabetes is Type 2 diabetes. 
Healthcare demands due to ageing, obesity and socioeconomic disadvantage continue to increase. Comparisons should be made with care, however, as the estimates for the IDF are for adults aged 20-79, while for the UK their estimates are based on different population coverage and surveillance methods. This is further complicated by diagnostic variation and unrecognised cases. It therefore is important that public health planning focuses on enabling targeted screening, prevention and allocation of NHS resources to tackle growing burden of disease in an equitable manner.
[image: ]
Fig 2: Global and UK Diabetes Prevalence
Global and UK diabetes prevalence estimates. Data sources: International Diabetes Federation (2025) and Diabetes UK
[bookmark: _Toc242870115]2.3 Aetiology, Risk Factors and Social Determinants of Health 
T2DM is a complex interplay of genetic susceptibility, metabolic dysfunction, behavioural factors and wider socio-economic factors. Non-modifiable determinants are age, family history and genetic risk; and the risk is different for different ethnic groups. Adjustable factors are excess adiposity, low physical activity and abnormal eating habits that promote metabolic risk. But these factors can be viewed as individual lifestyle choices without considering their structural determinants. 
The authors Hill-Briggs and Fitzpatrick (2023) state that income, education, neighbourhood characteristics and health care access all affect diabetes development in ways that are interrelated. Likewise, Chan et al. (2023) pinpoint ongoing disparities in the research and treatment of diabetes. Low income and other socio-economic disadvantages may limit access to good nutrition, safe recreational areas and preventive health services, heightening the vulnerability of disadvantaged groups. Hence, a holistic approach to prevention is needed by addressing individual behaviours and social inequalities. Thus, individual behavioural interventions are not enough for effective prevention – it also needs to address social inequalities. 
[bookmark: _Toc242870116]3. Critical Evaluation of the Biopsychosocial Impact of Type 2 Diabetes Mellitus 
[bookmark: _Toc242870117]3.1 Physical Consequences and Functional Limitations 
T2DM results in significant physical morbidity due to microvascular and macrovascular complications. Ongoing hyperglycaemia is a risk factor for diabetic nephropathy, diabetic retinopathy, and diabetic peripheral neuropathy, which can lead to renal impairment, vision loss, chronic pain and reduced function. Disability and premature death are also caused by cardiovascular complications such as coronary heart disease and stroke (WHO, 2024). 
In a systematic review and meta-analysis, Redenz et al. (2023) found a significant decrease in health-related quality of life related to diabetes complications. However, pooled estimates are not easily generalisable due to variations in studies and assessment tools. Physical impacts often limit these aspects of their mobility, employment and independence, especially if they are also affected by multimorbidity. Furthermore, medication management, regular clinic visits and glucose monitoring can be a significant treatment burden. The results indicate that glycaemic control is not sufficient to reflect the impact of the disease, and the assessment needs to include indicators of functional ability, treatment burden and patient-reported outcomes in addition to the conventional clinical ones. 
[bookmark: _Toc242870118]3.2 Psychological Impact and Emotional Wellbeing 
Diabetes-specific distress is a type of distress that can be associated with T2DM and is linked to the ongoing management demands of living with T2DM, in addition to general emotional distress. Diabetes distress prevalence rates vary widely, ranging from 18–45% according to the American Diabetes Association Professional Practice Committee (2024). Psychological problems could impact adherence to medication, food management and interaction with healthcare professionals, which may result in worse glycaemic control. 
The relationship is bidirectional: poor metabolic control and complications can exacerbate emotional distress and make it more difficult, reinforcing the poor control. A review by Fernández-Rodríguez et al. (2024) serves as an example of the need to assess psychological outcomes in addition to clinical outcomes for digital interventions addressing diabetes-related distress and depression. Thus, a systematic psychological evaluation, the use of a non-judgemental listening ear and easy access to mental health services should not be an afterthought of diabetes treatment. 
[bookmark: _Toc242870119]3.3 Social Impact, Quality of Life and Health Inequalities 
T2DM can lead to job losses, loss of income, restriction of social participation and reduced quality of life. Treatment needs or complications can interfere with work arrangements, and certain medications can have side effects that require appointments with the health care provider. Treatment needs and/or complications can interfere with work arrangements, and side effects of medication may necessitate health appointments. The multidimensional quality of life assessment is shown to be important by Alzahrani et al. (2023), but there is a problem of variations in the tools used to measure quality of life across studies. 
This is further shaped by social inequalities. Socio-economic issues and neighbourhood environments have been recognised as determinants of diabetes outcomes by Hill-Briggs and Fitzpatrick (2023). Poor literacy and financial security, and unequal access to health care services, may limit the ability to engage in effective self-management. In addition, stigma can deter disclosure and access to services. It is therefore important to attend to social circumstances in addition to clinical treatment to enhance outcomes, especially when there are intersections in economic and health disadvantage groups.
[bookmark: _Toc242870120]3.4 Family Dynamics and Informal Caregiver Burden 
T2DM also impacts family relationships due to lifestyle changes, emotional responsibility and practical caretaking needs. Family members often help with meal preparation, prescriptions and doctor visits. The systematic review by Teli et al. (2024) included 18 RCTs with 2,815 participants, which showed that family-based interventions had a beneficial effect on glycaemic control, although there was moderate heterogeneity, limiting confidence in the effectiveness of family interventions in different settings. 
However, family participation can create financial pressure, stress and conflicts. Tang et al. (2026) revealed that supportive family behaviours supported self-management, while excessive control, conflict and family burden may pose challenges to self-management. 
These findings indicate that the involvement of families is not always positive. Within the framework of healthcare, it is important for professionals to evaluate the caregiver's capability, respect the patient's autonomy and offer appropriate education and emotional support to them, while at the same time ensuring that the involvement of the caregiver in the care does not cause them unnecessary burden.
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Fig 3: Biopsychosocial Impact of Type 2 Diabetes Mellitus
Interconnected physical, psychological, social and family consequences of Type 2 diabetes mellitus. Developed from the evidence reviewed in Section 3.
[bookmark: _Toc242870121]4. Evidence-Based Treatment and Clinical Management within the NHS 
[bookmark: _Toc242870122]4.1 Pharmacological Management and Therapeutic Effectiveness 
Cardiovascular and renal protection are important goals of pharmacologic management of type 2 diabetes mellitus (T2DM) in addition to glycaemic control. For most adults, without relevant co-morbidities, the updated NICE (2026) guidance recommends using a modified-release form of metformin plus an SGLT2 inhibitor. Additionally, SGLT2 inhibitors offer cardiovascular and renal protective effects, and GLP-1 receptor agonists, especially semaglutide, are recommended for specific patients with known cardiovascular disease. Insulin can be used if other treatments are inadequate for glycaemic control (NICE, 2026). 
However, the effect of a therapy must be offset by any harmful effects, expected contraindications, burden of therapy and patient choice. Care needs to be taken with the risk of dehydration and infection with SGLT2 inhibitors, while insulin adds to the risk of hypoglycaemia and monitoring needs. Also, it is noted that there are inequities in prescription rates among different socioeconomic and demographic groups (NICE 2026). Thus, individualised prescribing should take into account the presence of co-morbidities, frailty, clinical benefit and equitable access to treatment, not just HbA1c reduction. 
[bookmark: _Toc242870123]4.2 Non-Pharmacological Interventions and Structured Diabetes Education 
Lifestyle interventions are still fundamental in the care of T2DM, especially weight reduction and physical activity, and maintaining a long-term reduction in weight. In addition to pharmacological treatment and structured education for informed self-management, NICE (2026) advises personalised lifestyle advice. The intensive dietary interventions of the NHS Type 2 Diabetes Path to Remission Programme show that intensive interventions can be effective, with 32% of those who completed the programme and had two HbA1c measures recorded becoming in remission (NHS England, no date). 
But the results are not necessarily transferable to other patients, as eligibility is related to effectiveness, as is completion of the programme and sustained behaviour change. Limited access to professional support and cultural dietary practices, as well as financial constraints, may further limit participation. Interventions thus need to be tailored and monitored to maintain the gains and reduce inequalities.
[bookmark: _Toc242870124]4.3 Multidisciplinary Care and Long-Term Complication Prevention 
There is a need for coordinated contributions to the management of diabetes from general practitioners, diabetes specialist nurses, dietitians, pharmacists and relevant specialist services. NICE (2026) guidance suggests that the HbA1c level is measured individually every 3 to 6 months until it is stable, and then once every 6 months. Further monitoring of kidney function, eye disease and foot problems helps to detect preventable deterioration early. 
A multidisciplinary approach supports optimisation of medicines, nutrition advice and multiprofessional referral, which can decrease fragmented care. But clinical monitoring alone is not enough to ensure better results if it is not combined with timely action and patient involvement. Continuity and specialist access may be jeopardised due to workforce pressures, poor communication, and geographical variation. Accordingly, pathways for integrated care and clear professional roles and access to preventive services should be established for effective implementation. Assessment of clinical indicators should also be considered in conjunction with functional wellbeing and patient-reported outcomes.
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Fig 4: NHS Diabetes Management and Monitoring Pathway
Key elements of clinical monitoring and multidisciplinary Type 2 diabetes management within the NHS. Based on NICE guideline NG28 (2026) and relevant NHS screening guidance.
[bookmark: _Toc242870125]5. Critical Evaluation of UK and International Models of Long-Term Condition Management 
[bookmark: _Toc242870126]5.1 UK House of Care Model: Principles and Application to T2DM 
The UK House of Care Model is a framework for the delivery of co-ordinated, person-centred management of long-term conditions. It is built around the following interdependent elements: Informed and engaged patients, professionals who embrace partnership working, supportive organisational processes and effective commissioning, and collaborative working in planning for care at its core.
When used for T2DM, the model fosters a shared understanding of clinical findings and the development of individual treatment targets—along with active involvement in the decision-making process for managing the condition. With regard to the Year of Care approach, Roberts et al. (2019) found that this was implemented in UK primary care settings, resulting in an enhanced patient experience, increased professional collaboration and better care processes. It is based on implementation-focused evidence, but not equally effective in all populations. 
The quality of the model is the ability to combine the clinical management with each person's priorities and social situations. However, professional training, consultation time, organisational commitment and accessible community resources are critical for successful implementation. If these conditions are not in place, the care planning process, in turn, can be a form-filling activity rather than a participatory process. The framework therefore needs ongoing organisational commitment to put its principles into action to ensure equitable diabetes care.
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Fig 5: UK House of Care Model
The UK House of Care Model for person-centred long-term condition management. Adapted from the NHS House of Care framework.
[bookmark: _Toc242870127]5.2 Wagner's Chronic Care Model: International Framework 
Wagner's Chronic Care Model (CCM) offers an internationally accepted approach to navigating the delivery of proactive, organised healthcare to enhance the management of chronic illnesses. The six components are the following: Healthcare organisation, delivery system design, decision support, clinical information systems, self-management support and community resources (Wagner, 1998). The framework encourages informed patient–prepared multidisciplinary team interactions. 
There is evidence of its use in diabetes management. Goh et al. (2022) examined 17 studies that included 16,485 patients, and found that the mean difference between CCM and usual care was a decrease in HbA1c of 0.21 percentage points. More improvements were seen when interventions included three model components, or when interventions included all four model components. But there was no significant effect on BMI and LDL cholesterol levels, suggesting that the benefits on the glycaemic profile are not sufficient to ensure full metabolic benefits. 
The model enables proactive monitoring, systematic follow-up and coordinated intervention. However, sustainable implementation will require a reliable information system, as well as the multi-disciplinary capacity and organisational restructuring. Additionally, because some interventions differ in design, it may be difficult to determine which aspects of the intervention are most effective, making it difficult to directly apply the intervention across healthcare settings.
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Fig 6: Wagner's Chronic Care Model
Wagner's Chronic Care Model illustrating its six components and their relationship to improved chronic illness outcomes. Adapted from Wagner (1998).
[bookmark: _Toc242870128]5.3 Comparative Critical Analysis of the Two Models 
While both frameworks focus on patient engagement and coordinated long-term care, they take a different approach to how they operate. The House of Care places an emphasis on collaborative planning and individual priorities, whilst the CCM emphasises organisational redesign, clinical information systems and proactive population management (Roberts et al., 2019; Wagner, 1998). 
Evidence for the House of Care shows that CCM interventions result in improved care processes and patient participation, while the House of Care also provides evidence for improved glycaemic control. None of the frameworks alone address inequalities stemming from deprivation, limited staffing and access to services. A system of systematic monitoring, together with personalised care planning, could then help build the strength of NHS diabetes services. Integration, however, has to consider local resources, workforce capabilities and patients' varied needs.
Table 1: Comparative Evaluation of Long-Term Condition Management Models
	Evaluation criterion
	UK House of Care Model
	Wagner's Chronic Care Model

	Primary focus
	Person-centred collaborative planning
	Proactive, system-wide chronic care

	Patient involvement
	Shared decisions and personalised goals
	Patient activation and self-management

	Organisational emphasis
	Professional partnerships and supportive care systems
	Coordinated delivery, decision support and clinical information systems

	Principal strength
	Individualised care planning
	Systematic chronic condition management

	Implementation challenge
	Consultation time and organisational capacity
	Infrastructure, resources and multidisciplinary coordination



[bookmark: _Toc242870129]6. Critical Analysis of National and Local Health and Social Care Policies 
[bookmark: _Toc242870130]6.1 National Policy, NICE Guidance and NHS Priorities 
An increasing focus on prevention in National diabetes policy in England, integrated care and personalised treatment. In February 2026, NICE published NG28, which encourages evidence-based prescribing, cardiovascular risk management and personalised care decisions (NICE, 2026). The Health and Care Act 2022 also gives Integrated Care Boards (ICBs) a statutory duty on service integration and tackling inequality (UK Parliament, 2022). 
These provide a basis to aid with regular blood control. However, the national guidance does not ensure fair implementation. There may be differences in workforce capacity, commissioning resources and specialist services which could limit the capacity to meet recommended standards. NHS England (2025) recognises the role of the organisation in tackling inequalities in health. Therefore, policy effectiveness needs to be judged according to measurable clinical outcomes, as well as service accessibility and patient experiences and not by fulfilling guidelines. 
[bookmark: _Toc242870131]6.2 Integrated Care Systems and Local Diabetes Service Delivery 
The Integrated Care Systems specifically seek to bring together the NHS organisations, primary care, community services and local authorities to improve the health of the population. The Health and Care Act 2022 facilitates collaboration between these sectors, especially where integration has the potential to enhance outcomes, or reduce inequalities (UK Parliament, 2022). 
Greater Manchester is a good example. It has an Integrated Care Partnership that lists diabetes services in localities, such as Greater Manchester Integrated Care Partnership's specialist education services or Stockport's hospital-community diabetes team (Greater Manchester Integrated Care Partnership, 2025). 
While this reflects organisational integration, service provision does not necessarily indicate outcomes of improvement. Evidence concerning patient access, complication rates and continuity of care is necessary to determine effectiveness. Also, variations in resources within the community may limit uniformity in delivery. Thus, effective outcome monitoring and clear assessment are crucial to ensuring that integration policies are enacted into measurable improvements.
[bookmark: _Toc242870132]6.3 Policy Implementation, Prevention and Health Inequalities 
The national effort in reducing the incidence of T2DM by structured behavioural intervention is illustrated by the NHS Diabetes Prevention Programme. The risk of progression was reduced by about 20% in people with the potential to benefit from the programme who were referred compared to people without the programme. But observational evidence can not fully rule out selection bias or prove equitable benefits to the population. 
Socioeconomic disadvantage, language challenges and geographic disparities can hinder access to preventive services. NHS England (2025) states that there are statutory obligations to tackle inequalities in accessing health care and outcomes. However, doing so is not enough if it is not followed by effective implementation. 
Strengthening participation through targeted outreach, culturally adapted education and accessible community-based programmes. They should be evaluated based on uptake, retention and outcomes by deprivation and ethnicity and must be measurable to benefit national prevention policies across populations.
[bookmark: _Toc242870133]7. Evidence-Based Recommendations for Person-Centred Care and Self-Management 
[bookmark: _Toc242870134]7.1 Strengthening Person-Centred and Collaborative Care Planning 
Structured and personalised diabetes reviews that include comorbidities, psychological well-being, treatment burden and preferences should be implemented within healthcare services. NICE (2021) suggest the incorporation of clinical evidence, alongside patients' values, through the process of shared decision-making and the use of collaborative planning, taking into account broader life experiences. 
There is a need for a named care coordinator to help improve the continuity of care between primary care, specialist teams and community services. Information should be accessible, communication culturally appropriate and professional interpreters should be used for informed participation. But real collaboration needs sufficient consultation time and training of the professionals or trainers; otherwise, it can become an administrative activity instead of a participative one in care planning.
Patient-reported involvement, treatment satisfaction and clinical outcomes should be measured, as well as audits of personalised plan completion in services. These measures would be more indicative of effective person-centred care than documentation.
[bookmark: _Toc242870135]7.2 Enhancing Self-Management Education and Digital Health Support 
NHS services must make a more flexible appointment system for structured diabetes self-management education more accessible, enable community provision and provide effective support for digital alternatives. Kerr et al. (2024) identified that personalised professional coaching was a part of the effectiveness of digital interventions in reducing HbA1c by around 0.31 percentage points compared with usual care. However, there is only a low level of uniformity in the intensity and implementation of the interventions, which makes them less applicable to all. 
Digital programmes should be used alongside face-to-face support and not as a replacement, especially for those who may have low digital literacy or financial status. Personalised education should include medication adherence, nutrition, and physical activity as well as appropriate glucose monitoring.
Primary care teams were able to identify patients who had unmet educational needs and make supported referrals, provide translated resources and conduct regular follow-up. Monitor for programme effectiveness by participation, completion, HbA1c results and patient confidence. These policies would help determine whether digital innovation is a positive or a negative development for sustainable self-management or whether it accidentally exacerbates inequalities.
[bookmark: _Toc242870136]7.3 Advance Care Planning and End-of-Life Care Considerations 
For individuals with T2DM experiencing advanced frailty, severe complications or life-limiting comorbidities, care priorities should shift towards comfort, dignity and individual preferences. Diabetes UK (2024) recommends adapting glycaemic targets and reviewing treatment burden during end-of-life care, recognising that intensive control may offer limited benefit. 
NICE guideline NG31 supports shared decision-making, symptom assessment and individualised care planning for adults approaching death (NICE, 2015). 
Multidisciplinary teams should discuss appropriate medication simplification, hypoglycaemia prevention and family involvement while respecting patient autonomy. However, treatment withdrawal requires individual clinical assessment rather than routine discontinuation. Advance care planning should therefore reflect prognosis, preferences and changing needs, ensuring compassionate care without unnecessarily burdensome interventions.
Table 2: Evidence-Based Recommendations for Improving T2DM Care
	Identified challenge
	Recommended intervention
	Intended outcome

	Fragmented care
	Coordinated multidisciplinary care planning
	Improved continuity of care

	Limited patient involvement
	Shared decision-making
	Greater patient autonomy

	Inadequate self-management support
	Structured education and follow-up
	Improved patient knowledge and self-management

	Digital exclusion
	Accessible digital and non-digital services
	Reduced inequalities

	Complex treatment in advanced illness
	Individualised treatment review and advance care planning
	Reduced treatment burden and improved comfort


[bookmark: _Toc242870137]8. Conclusion 
[bookmark: _Toc242870138]8.1 Synthesis of Major Findings 
For people with T2DM who are at high risk of death, have life-limiting comorbidities, or are at the advanced stage of frailty, the focus of care should be comfort, dignity and individual preferences. Diabetes UK (2024) suggests that glycaemic targets need to be flexible and take into consideration the burden of treatment towards the end of life, and that the intensive control approach may have little benefit. 
Shared decision-making, symptom assessment and individualised care planning for adults approaching death are recommended in NICE guideline NG31 (NICE, 2015). 
Medication simplification, prevention of hypoglycaemia and family engagement should be discussed by multidisciplinary teams and respect patient autonomy. But withdrawal from treatment cannot be done routinely; it needs to be done individually, based on clinical assessment. Therefore, advance care planning should be based on prognosis, preferences and evolving needs, and should ensure that compassionate care is provided, while avoiding needless burdens.
[bookmark: _Toc242870139]8.2 Implications for Future Healthcare Practice 
Accessible education in self-management and collaborative care planning and effective multidisciplinary coordination should be focused on future diabetes management. Services should work to address socio-economic and digital inequities and build links between primary, community and specialist services. Patient-reported outcomes (PROs) could be combined with clinical measures to aid in a more meaningful assessment of the quality of the service. Overall, there is a need for long-term investment in organisations, culturally sensitive interventions and accountability to tackle inequalities, so that person-centred care is a reality for everyone across NHS diabetes services.
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