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outline

• Setting the scene

• Overview mental health comorbidity in diabetes

• Case 1

• Participants’ choice (1 out of 3 QI projects and 2 cases)



Diabetes and mental health- 
isn’t that a bit niche?

• Every clinician working with people with 
diabetes will encounter people with diabetes who have mental health 
comorbidity caused by or aggravated by diabetes and vice versa.

• Mental health comorbidity of diabetes causes significant morbidity 
and mortality, impacts on quality of life and productivity.

• Clinicians championing this field, research and clinical service 
development are urgently needed (we will give some examples 
today). 



Learning objectives

• To appreciate that nearly every category of ICD-10 Chapter F 

(mental disorders) is associated with diabetes and with worse outcomes and premature mortality 
and that, in addition, many people with diabetes suffer from diabetes related distress.

• To describe the increased risk of premature, potentially avoidable mortality in people with 
diabetes and mental disorder and consider strategies to mitigate this increased risk.

• To understand the clinical settings in which people with both diabetes and mental disorder may 
present and why their care is often suboptimal.

• To recognise that an acute admission in a window of opportunity to optimise the management of 
both diabetes and mental disorder and that this works best through collaborative working.

• To promote the need for equivalent levels of care for diabetes in people with and without mental 
illness in order to improve mental health and reduce the risk of diabetes complications. 

• To consider the need for local audit, research and development of services to improve care for 
this group of vulnerable patients.



Science, 1977 *

*George Libman Engel was Physician / Psychiatrist/Psychoanalyst in NY
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Figure Legend:





Diabetes Distress prevalent
 in 36% of people living with 
Typ 2 Diabetes



Typ 1 Diabetes – psychiatric comorbidity



Prevalence of ALL psychiatric diagnoses increased in T1D 
population 

Benton M et al. Gen Hospital Psychiatry 2023

Typ 1 Diabetes Background population
Depression 3.5-58% 0.6-5%
Anxiety disorder 2- 32% 0.6-10%
Eating disorder 1-33% 0.2-4.6%
OCD 0.3- 8% 0.4%
Schizophrenia/ psychotic 
disorder

0-1.5% 0.5-0.9%

PTSD 0-4% 0.6%
Substance abuse 0-35% 0.7-4.1%



Lindekilde, N., Scheuer, S.H., Rutters, F. et al. . Diabetologia65, 440–456 (2022).

Prevalence of Type 2 diabetes in psychiatric illness
Review&Metaanalysys of 245 observational studies and 

32 systematic reviews



Kremers et al (2022) Diabetologia DOI 10.1007/s00125-022-05738-x 
(http://creativecommons.org/licenses/by/4.0/)

Incidence (new diagnoses) of T2D in psychiatric conditions

Diabetes incidence  1.5- 2 fold increased

http://creativecommons.org/licenses/by/4.0/


negative associations between any mental disorder and the 
likelihood of receiving any recommended diabetes monitoring (29 
studies, OR=0·81 [95% CI 0·70–0·94], p=0·0049)
 HbA1c measurement, retinal screening, lipid and 
cholesterol measurement, foot examination and renal 
investigation

Any mental disorder was significantly associated with higher odds 
of receiving insulin (ten studies, 1·52 [95% CI 1·16–1·99]; p=0·0022)
negatively associated with treatment with a GLP-1 receptor agonist

Lancet Psychiatry 2026; 13: 112–24 Published Online January 5, 2026 https://doi.org/10.1016/ S2215-0366(25)00332-3

49 studies (42 cohort and seven case-control) 
5503712 individuals with diabetes, of whom 
838 366 (15·2%) had a diagnosed mental 
disorder



Diabetes and mental health- is there a guideline, 
care pathway or algorithm I can follow?
• Nope. There is no nationally applicable algorithm or care pathway. You will need 

to scope the provision of mental health care where you work, make contact and 
form working relationships with mental health care professionals by working 
jointly on case-by-case basis.

• We learn from each other by working with mental health professionals, through 
case discussions and MDTs and through meetings like these.

• We need clinicians in research and clinical service development championing the 
diabetes/ mental health theme.

• Guidelines for severe mental illness and diabetes in the inpatient setting
• T1DE guidance RCPsych
• Oxford textbook Diabetes and Endocrinology Diabetes and mental health 

chapters



JBDS-IP
Inpatient diabetes 

management in adults 
and children with 

psychiatric disorders

www.diabetologists-
abcd.org.uk/JBDS/JBDS.htm



Type 1 diabetes and 
eating disorders 

guidance RCPsych



Diabetes and mental health 
literature

https://www.thelancet.com/series-do/diabetes-brain-health



Older People Mental Health

Type 2 diabetes is associated with a 60% greater risk of developing 
any dementia
1 in 5 of older adults have type 2 diabetes
In residential or nursing homes, 1 in 3 has diabetes
Prevalence in OPMH ward 20% versus 5% in an acute medical ward

https://www.thelancet.com/series-do/diabetes-brain-health



Diabetes and dementia
Cognitive impairment is associated with 
suboptimal diabetes self-management
• reduced medication adherence
• missed clinic appointments
• poor insulin administration technique 
• inability to recognise and self-manage episodes of 

hypoglycaemia
• Hypoglycaemia compounds poor cognition and 

increases risk of falls, admissions and  death
• No structured screening for cognitive decline in 

diabetes clinics

https://www.thelancet.com/series-do/diabetes-brain-health



Liaison psychiatry
• A common clinical conundrum for acute medical teams is differentiating 

formal ICD 10 psychiatric disorders from psychological distress
• The most common comorbid presentations are recurrent DKA in young 

people with type 1 diabetes
• Typically, the DKA admission is not medically explained and may be 

regarded as a form of self harm
• Gold standard: review by liaison psychiatry before discharge, when 

admitted in DKA (? Self harm, eating disorder), or severe hypoglycaemia (? 
Intentional overdose)
• Laison psychiatry embedded in outpatient diabetes MDT



Mentally disordered offenders

• Often prescribed combinations of antipsychotics
• May spend many years institutionalised in secure hospitals
• Limitations of the forensic environment on the management of 

diabetes including: 
• limited access to lancets for self-glucose testing
• restricted meal choices and opportunities for physical activity 
• Lack of structured education



Substance misuse

• Significantly increased premature death from diabetes complications 
including amputations
• Alcohol reduces compliance with medications and recommended 

lifestyle measures
• Chronic alcohol dependence may lead to acute and chronic 

pancreatitis
• Alcohol can increase the risk of hypoglycaemia and mask the 

symptoms of hypoglycaemia
Ask about substance (ab-)use during clinic consultation



Learning Disability
• Healthcare needs of people living with LD are less likely to not be met 

than people without LD
• They are less likely to see their GP and more likely to die prematurely 
• Diabetes is common in part to lifestyle factors and a genetic 

predisposition in certain groups (such as those with Down's 
syndrome)



LD continued

• Patients with LD are three times more likely to be obese than the 
general population 
• Fewer than 20 per cent engage in physical activity
• Less than 1 in 10 adults with LD living in supported accommodation 

eat a healthy diet
• Literacy and social capabilities mean that typically commissioned 

structured group education may not be appropriate



CAMHS

• Many young people with diabetes may have psychological distress 
which may not meet formal diagnostic criteria for a psychiatric 
disorder but can be very disabling
• Eating disorder, depression and distress typically emerges as the 

young person (usually female) negotiates ‘diabetes independence’
• Best Practice Tariff for paediatric  diabetes provides annual review by 

psychologist



Eating Disorders/ Disordered eating

• Seen in both type 1 and type 2 diabetes
• Focus tends to be on those with type 1 diabetes because it 

precipitates medical emergencies, but high prevalence in T2 as well
• Includes dieting, fasting, binge eating, excessive exercise and use of 

diuretics and laxatives
• A dangerous behaviour not seen in other EDs is insulin restriction or 

omission to facilitate weight loss/ prevent weight gain



ED continued

• reported to occur in up to 40% of young women with type 1 diabetes
• Strongly associated with mortality (threefold compared to T1D 

without eating disorder)
• Established psychological therapies used routinely in the treatment of 

eating disorders (CBT) do not achieve the expected outcomes in 
patients with co-morbid diabetes 



Type 1 diabetes and mental health 
comorbidities- causative relationship
• Psychological burden of diabetes management per se
• Subclinical pre-existing mental health difficulties are tipped into an 

overt psychiatric diagnosis

• Focus on food and energy it contains/ heightened requirements of 
self control -> eating disorder
• Relentless requirements of diabetes self care -> low mood/depression
• Diabetes-specific fears: fear of hypoglycaemia, fear of complications, 

fear of insulin as weight gaining



Type 1 diabetes and mental health 
comorbidities- clinical red flags

• Recurrent admissions in diabetic ketoacidosis (15% mortality!)
• Recurrent severe hypoglycaemia
• Persistently high Hba1c (>9.5%/ 80mmol/mol)
• Not attending clinic appointments repeatedly
• Other signs of neglecting diabetes self care (e.g. not checking BG)



What role do HCPs play in the ‘pathogenesis’ ? 

• ’non-compliance’ is no longer a term we use as diabetes clinicians; 
not engaging with diabetes self care is often a sign of mental health 
comorbidity we have not diagnosed or addressed.
• We need to adjust the way we deliver diabetes services and 

conduct consultations to reach those who are ‘hard to reach’.
• Integration of mental health care professionals (clinical psychology, 

liaison psychiatry) into diabetes services should become gold-
standard.
• There is a clear iatrogenic component to diabetes distress and 

triggering and maintaining diabetes mental health comorbidities.



Do’s and Don’t’s if person with type 1 diabetes and 
suspected mental health problem gets admitted in DKA

- Ask open questions about what happened, show empathy, no judgement
- Consider other psychiatric morbidity (depression, eating disorder, anxiety, PD)
- Refer to diabetes team and liaison psychiatry
- Slow insulin/BG titration to avoid too rapid shifts
- Supervise insulin self injections
- Adjust insulin fixed rate, if this is a person who chronically runs their BG high (less 

tolerant to rapid BG drops- ‘phantom hypos’; fear of insulin)
- Make safe discharge arrangements and involve all care providers in this

- Avoid phrases like “non-compliance”, “insulin manipulation”, “frequent flyer”, “oh, 
you again” (please communicate this point to the ward staff too)

- Avoid too rapid BG  drop
- Don’t discharge before mental health assessment- DKA is a cry for help and high risk 

situation.



Resources

CDEP's Mental Health and Diabetes training:

•Raises health and social care worker's awareness of the prevalence and range of 
mental health conditions in people living with diabetes

•Specifically targets staff working outside specialist mental health services

•Can be completed, on average, in 45 minutes

https://consultationskills.com/

https://elearninghub.rcpsych.ac.uk/catalog?pagename=CPD-eLearning-Free-Content



Training



Reading

https://www.thelancet.com/series-do/diabetes-brain-health



Thank you very much for participating!
• There are lots of opportunities in diabetes and mental health

• Research?
• Audit?
• QI projects?

• What can you do where you work?
• Can you find out about the mental health care colleagues/ pathways 

where you work?
• Which training can you access? 

Feedback and questions, please email us:
Marietta.stadler@kcl.ac.uk

chrisgarrett@nhs.net
Sarah.Alicea@nhs.net
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