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Abstract/Summary

Diabetes is a growing problem globally 
and is associated with a growing burden of 
disease.  There is increasing evidence that 
mental health conditions such as depression, 
eating disorders and anxiety disorders are 
associated with diabetes and where these 
conditions co-exist, the outcomes from a 
diabetes perspective are worse (glycaemic 
control, complications and mortality).  There 

a person is struggling with their mental health 
which include persistent hyperglycaemia, 
recurrent episodes of diabetic ketoscidosis, or 
a low BMI.

Introduction 

Diabetes is an increasingly common condition, 
and is especially common in populations 
with mental disorders. Many people with 

glycaemic control, and psychiatric and 
psychological factors may present barriers to 

example is increasingly being regarded as 
a risk factor for mortality in diabetes, likely 
due to the impact of reduced motivation on 
the active self-management required for good 
diabetes control.

Type 1 diabetes mellitus (T1DM) is an 
autoimmune condition resulting in the 
destruction of the insulin-producing islet 

-cells in the pancreas. This results in a total 

in elevated glucose levels. Type 2 diabetes 
mellitus (T2DM) has a more complex 

-cell failure) and 
insulin resistance (predicted by abdominal 
obesity, and characterised by cells having 
impaired uptake of blood glucose). The 
individual continues to produce some 
endogenous insulin, especially in the early 
stages of the condition, but not enough to 
adequately regulate blood glucose. Other 
types of diabetes include gestational diabetes 

(in pregnancy), Maturity Onset Diabetes of 
the Young (autosomal dominant monogenetic 
defects of -cell function), Latent Autoimmune 
Diabetes in Adults (slow progression of 
autoimmune-mediated -cell failure) and 
Secondary diabetes which may account for up 
to 10% cases of diabetes due to various factors 

steroids etc.

Certain conditions such as depression, 
psychosis and eating disorders may present 

of diabetes, and coordinating the management 
of both conditions may improve the outcomes 
of people living with these comorbidities, both 
in terms of their mental health outcomes and 
their glycaemic control.

Depression and diabetes

Depression is increasingly being recognised 
as a condition which when co-morbid with 

recovery and even mortality, and as such 

for poorer outcomes. Comorbid mental 
disorders with endocrine conditions may 
present challenges both for the patient and 
their healthcare providers. The evidence for 

stage, and individuals with psychiatric 
disorders including depression often 

experience inequalities in accessing routine 
physical healthcare.  

Both T1DM and T2DM associated with at 
least double the risk of depression compared 
to the general public. On meta-analysis, 
depression is present in 12% of patients with 
T1DM, and 17.6% of patients with type 2 
diabetes. The reasons for this relationship 
between depression and diabetes remains 
unexplained, but is likely a result of the 
interplay between environmental factors, the 
demands of dealing with complex illnesses, 
and the social determinants of health are 
associated with increased incidence of a range 
of mental and physical health conditions. In 
addition there may be physiological factors 
which are associated with both depression and 

activation of the hypothalamo-pituitary axis 
pathways which are likely to be associated 
with comorbidity (Figure 1). 

Depression doubles the risk of mortality 
in diabetes, with a similar increase to that 
associated with smoking. When depression 
is present with other the chronic diseases; 
angina, arthritis, asthma, and diabetes, it leads 
to a greater health related disability than any 
other combination of these medical conditions. 
It may result in the person struggling with 
adherence to treatment and with routine 
self-care tasks, and may manifest as delays 

Figure 1: Bidirectional relationship between 
diabetes and depression
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in collecting medications or testing strips 
(or not collecting as frequently as would be 
required for full adherence). When a person 

may be indicated by patients requiring much 
lower doses of insulin than they are prescribed 

adherence to the regimen.  

Treatment for depression with 
diabetes: psychotherapy

NICE guidelines recommend that evidence 

at all levels of treatment for depression. 
Cognitive behaviour therapy (CBT) is a short 
term psychotherapy (8-24 sessions) which 
has a strong evidence base in the treatment 
of depression and anxiety disorders. It 

automatic thoughts and related behaviours 
and addressing them by a range of techniques. 
People undergoing CBT will usually be given 

this may include keeping a diary of their 
thoughts, performing functional analysis of 
particular incidents and using behavioural 
experiments. In the past 10-15 years there 
is growing evidence for the use of CBT in 
the management of chronic conditions i.e. 
moving away from mood or anxiety being 
the primary target of treatment. In diabetes 
there is growing evidence for the use of CBT 
in diabetes, with improvements in measures 
of mood, anxiety, diabetes distress and also 
in diabetes control (HbA1c). More recent 
randomised controlled trials in the US and 
the UK such as the Teamcare initiative and 
the ADaPT study have demonstrated that 
by providing a collaborative care model, all 
outcomes improve for patients – diabetes 
control, mental health, distress and even the 
cost of care. 

Treatment for depression with 
diabetes: medications

While medications are certainly indicated 
in the management of moderate to severe 
depressive disorders, their use in the 
management of less severe illnesses is less 
clear cut. NICE guidelines (Clinical Guideline 
91) recommend considering medication for 
depression at a lower symptomatic threshold 
for people with co-morbid physical illnesses. 
However, many antidepressants will have 

Selective serotonin reuptake inhibitors 
(SSRIs) and the trycyclic antidepressant 
clomipramine are associated with a 1.8-fold 
increase in the risk of hypoglycaemia. Other 
antidepressant medications which have a 

and noradrenaline re-uptake transporters 
(including amitriptyline, doxepin, imipramine, 
nortriptyline, mianserin and mirtazapine) are 
associated with up to an 1.5-fold increase in 
the risk of hyperglycaemia.

Diabetes and severe mental 
illness (SMI)

People with severe mental illness (SMI) such 
as schizophrenia, bipolar and psychotic 
depression are at an elevated risk of 
developing metabolic syndrome and type 
2 diabetes. Diabetes is one of the factors 
implicated in the mortality gap between 
people with SMI and the general population 
– people with SMI die on average 17 years 

younger than the rest of the population. This 
is especially relevant where second generation 
(or atypical) antipsychotics are prescribed. It 

and treated at an early point, to avoid the 
development of complications. The patient’s 
mental health team will often be the health 
professionals with the most frequent contact 
with patients with SMI, and are uniquely 
situated to address lifestyle factors. The 
UK-based guidelines developed by the Joint 
British Diabetes Societies and the Royal 
College of Psychiatrists provide an overview 
of the key areas for intervention for this 
patient group. 

Screening

Certain medications such as clozapine are 

levels of built-in screening. For example at a 
clozapine clinic, patients will routinely have 
their weight, waist circumference and blood 
glucose monitored monthly, with regular 
screening of serum lipids. Despite the fact that 
clozapine is a second generation antipsychotic 

and glucose metabolism, it is associated with 
improvements in overall mental health and 
longevity in treatment resistant psychosis. 
Best practice guidelines such as the Lester 
Cardiometabolic Health Resource indicate the 
monitoring required and provide an algorithm 
on the management of deteriorating markers 
of metabolic health. 

Incorporating lifestyle interventions into 
routine management of psychotic disorders 
in key in terms of optimising overall health 
and functioning. It can be useful to include 
dietetics as part of management plan where 
possible. Structured education for diabetes 
(such as DESMOND for T2DM) may be 

able to support the use of the education given. 

Antipsychotic stewardship 

Many antipsychotics (especially second 
generation antipsychotics) produce adverse 

hyperlipidaemia and hyperglycaemia. 
Therefore it is essential to consider the 

glycaemic control. On the liaison psychiatry 

at King’s, St Thomas’s and Guy’s hospitals 
(specialist mental health teams for people with 
mental and physical health comorbidities), 
pharmacists are key members of the team. 
Similarly at the National Psychosis Unit at 
the Bethlem Hospital, pharmacy expertise 
is part as part of the multidisciplinary team, 

is key in developing strategies to mitigate 

and utilisation of guidelines such as the Lester 
Cardiometabolic Health Resource, there are 
pharmacological strategies such as metformin 
and GLP-1 agonists for weight loss and 
aripiprazole for metabolic health. 

Support

Most people with SMI will be already linked 
with a community mental health team 
(CMHT) and in many cases will be supported 

by a community mental health nurse or a 
day hospital. These are vital supports and 

people in managing their diabetes in terms 

and diet.

Certain signs may indicate that a patient 
is struggling with their mental health and 
present an opportunity to intervene or to 
refer for an intervention (Figure 2). These 
include and evidence of depressed mood, 
which warrants assessment and treatment. 
Low weight/BMI or rapid weight loss may 
indicate an eating disorder (sometimes 
called diabulaemia), which is associated with 
early onset of complications and high rates 
of  mortality. Where a patient is reluctant 
to commence insulin therapy, this needs to 
be explores and there may be a potentially 
treatable needle phobia. Diabetes related 
problems such as persistent suboptimal 
glycaemic control and recurrent episodes of 

problem and may be associated with a range 
of mental illnesses, addictions and diabetes 

point of transition from paediatric to adult 
services may indicate a need for enhanced 
psychological supports.

In conclusion

Diabetes is an increasingly common condition, 
and is especially common in populations 
with mental disorders. These comorbidities 
can and should be treated promptly. From 
a pharmacy perspective this may manifest 
in the community as delays in collecting 

indicated by patients requiring much lower 
doses of insulin than they are prescribed in 
the community (as well as DKA) suggesting 

Noting these warning signs may allow 

end stage complications.

Evidence of depressed mood

  Low weight/BMI or rapid weight loss

    Reluctance to commence insulin therapy

        Persistent suboptimal glycaemic control

           Recurrent DKA

               paediatric to adult services


