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The personal account by a fourth-year medical student,1 
published alongside this editorial, offers a compelling reminder 
that a diagnosis of diabetes is not simply a biomedical event. It 
is also a psychological one, with immediate and enduring 
implications for one’s identity, emotional wellbeing and 
engagement with care. While the narrative reflects a single 
experience, the themes it raises will resonate with clinicians 
working across diabetes services and people living with 
diabetes.  

 Diabetes is a lifelong condition that requires sustained self-
management. From the moment of diagnosis, individuals are 
asked to assimilate complex information, make daily decisions 
and incorporate treatment into the fabric of everyday life. The 
way in which diagnosis is experienced often sets the tone for 
how people come to understand their condition, relate to 
healthcare professionals and engage emotionally with ongoing 
care.2 

 
Diagnosis as a psychological event 
Diagnosis commonly evokes an understandable emotional 
response to learning that one is living with a long-term 
condition. Feelings of distress, shock or overwhelm at this stage 
are normal aspects of adjustment rather than signs of 
pathology. As people begin to live with diabetes, this initial 
response gives way to the continuing psychological demands 
of managing a condition that is frequently experienced as 

relentless. These demands unfold within family, social and 
healthcare contexts that are often poorly aligned with the 
realities of managing a 24-hour condition. 

Diagnosis therefore represents a critical transition point. 
Evidence consistently shows that communication at diagnosis 
shapes patients’ understanding of their condition, engagement 
with treatment, and ongoing relationship with healthcare 
services.3 Although patients may not recall all clinical details, 
they often strongly remember emotionally charged information, 
particularly negative messages about risks or prognosis. This 
highlights the need for careful early communication to support 
understanding while minimising unnecessary distress. 

 
Different diagnoses, different experiences 
Diabetes is not a single condition, and differences in aetiology, 
treatment and care pathways between Type 1 and Type 2 
diabetes (T1DM and T2DM) shape how diagnosis is 
experienced. T2DM, a metabolic condition with typically gradual 
onset, accounts for the majority of diagnoses. It is often 
identified through routine blood testing, may initially be 
asymptomatic, and may be framed as a risk state rather than a 
definitive illness. Diagnosis may therefore be experienced as 
incremental or low-key, particularly when individuals have 
anticipated the possibility of diabetes because of symptoms, 
family history or prior risk factors. In such circumstances, 
emotional responses may be characterised by acceptance or 
relief rather than shock. Conversely, diagnosis through routine 
testing in the absence of symptoms can be unexpected and 
emotionally disruptive. For some individuals, later transitions in 
treatment – particularly the initiation of insulin – represent a 
more psychologically salient moment, symbolising disease 
progression or loss of control.4 

In contrast, T1DM often has rapid onset and may present as 
a medical emergency, including diabetic ketoacidosis. Diagnosis 
commonly takes place in secondary care and may involve 
hospital admission, particularly for children and young people. 
Such presentations can be physically and emotionally 
overwhelming.5 In addition, diagnosis following acute illness and 
hospitalisation has been associated with elevated parental 
distress, underscoring how sudden routes to diagnosis can 
intensify emotional impact not just on the person living with 
diabetes, but on family members and carers also.6 
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Systems, settings and pressures at diagnosis 
The setting in which diagnosis occurs also shapes the 
experience. Most people with T2DM are managed in primary 
care, where time-limited consultations and population-level 
targets prioritise achieving stable clinical markers and treatment 
initiation, often leaving little space to explore emotional impact. 
People with T1DM are usually managed within specialist 
secondary care teams, where access to multidisciplinary input 
has improved, although provision remains variable. Paediatric 
services are generally better resourced than adult services, 
creating a recognised transition gap for those diagnosed in late 
adolescence or early adulthood. 

Across settings, the clinical emphasis on biomedical 
outcomes can sit uneasily alongside the emotional experience 
of diagnosis. Whether identified during emergency admission 
or routine testing, individuals are confronted with the reality of 
a lifelong condition that requires sustained emotional and 
cognitive work without necessarily being equipped to do this. 

 
Diabetes distress is common — and easily missed 
Diabetes distress – the emotional burden of living with and 
managing diabetes – is common and understandable. Severe 
diabetes distress affects one in four people with T1DM, one in 
five people with insulin-treated T2DM and one in six people with 
non-insulin treated T2DM.7 

Distress fluctuates over time and tends to peak at key 
pressure points, including soon after diagnosis, during 
treatment escalation, with the onset or progression of 
complications or during periods of wider life stress. It is also 
heterogeneous. Certain groups face heightened or qualitatively 
different challenges, including adolescents negotiating 
increasing independence, people diagnosed with T1DM in later 
adulthood, individuals with established complications, 
neurodiversity or learning difficulties, and those who develop 
diabetes secondary to other serious illness or treatment.  

Higher levels of diabetes distress are consistently associated 
with poorer self-management, higher HbA1c, increased risk of 
severe hypoglycaemia and reduced quality of life; they may 
develop into clinical depression if left unmanaged.8,9 Despite 
this, distress often goes unrecognised in routine care, 
particularly among individuals who appear clinically stable or 
well engaged.10 

 
Why psychological care struggles to embed 
Psychological care in diabetes is rarely absent by intent. More 
often, it struggles to embed because it is not consistently 
defined as core clinical work, nor routinely supported within 
existing care pathways. Time pressures, competing priorities 
and uncertainty about (or lack of) referral options can make 
clinicians understandably hesitant to raise emotional concerns, 
particularly when pathways for psychological support are 
fragmented, limited or poorly understood. This hesitation 
reflects real gaps in current care, where many people 
experiencing diabetes-related distress do not meet thresholds 
for specialist mental health services, leaving clinicians uncertain 
how best to respond.10 

Implications for practice 
A pragmatic approach is therefore required. Addressing 
diabetes distress does not mean exploring emotional wellbeing 
in depth at every appointment, nor resolving distress in a single 
consultation. Rather, it involves legitimising emotional burden, 
recognising key transition points where distress is likely to 
intensify, and responding proportionately when concerns arise. 

Diagnosis should be recognised as both a medical and 
psychological intervention point. How the diagnosis is 
communicated, the space given for emotional response and the 
pacing of information all matter. Anticipating and normalising 
emotional reactions at diagnosis, offering reassurance and clear 
next steps, and planning opportunities for follow-up can help to 
prevent distress from becoming embedded at an early stage. 
Routine but proportionate enquiry about emotional wellbeing 
should be embedded across diabetes pathways, with an 
emphasis on simple, consistent questions rather than formal 
assessment, for example asking, “How have you been feeling 

lately?”11 
Even when access to specialist psychological services is 

limited, brief and repeated acknowledgement that emotional 
responses are expected and understandable can reduce 
isolation and legitimise future disclosure of distress. In this way, 
psychological care becomes part of how diabetes is managed 
over time, without placing unrealistic demands on clinicians or 
services. 

 
Conclusion 
The personal account1 published alongside this editorial reminds 
us that diabetes care extends far beyond diagnosis, targets and 
treatment algorithms. Emotional wellbeing is inseparable from 
self-management and long-term outcomes. Integrating 
psychological care into everyday diabetes practice is essential 
if we are to support people not only to live longer, but to live 
well. 
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Please remember: 
- the more data, the stronger our evidence to inform clinical practice and improve patients’ care 
- all contributors will be listed in publications arising from data submission 

l  you are invited to enter your patients’ data into the bespoke online tool 
l  you should not add any patient identifiers 
l  we suggest that you have a coding system for each patient  

TIME LIMITED OPPORTUNITY, REGISTER YOUR CENTRE!   
https://abcd.care/form/application-join-abcd-audit-young-people-living-type-2-diabetes

ABCD has launched a nationwide survey on  
young people living with type 2 diabetes in the UK 

Young people living with 
type 2 diabetes  

Nationwide Audit Now Launched!

Please could you complete the information for any patient that meets the eligibility criteria: 
(a) Individuals aged <40 years  

(b) Clinical diagnosis of type 2 diabetes  
(c) Seen in paediatric or adult diabetes services 

Aims of the audit: 
1.     To describe the clinical characteristics and diagnostic pathways for children and young 
      adults with type 2 diabetes. 
2.    To assess cardiovascular risk factor management and the burden of complications. 
3.    To gather real-world data to inform clinical practice and improve outcomes. 
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