Knowledge

A narrative synthesis for Germany

Fields of action for nationwide diabetes care amid
rising prevalence and workforce shortage

The German health care system faces considerable financial and structural challenges, to which
non-communicable chronic diseases - in particular type 2 diabetes mellitus (T2DM) - contribute
significantly. Currently, around 9.3 million people in Germany live with (diagnosed) T2DM, and an
estimated further 2 million cases remain undetected. Annual incidence is around 450,000 new cases.
T2DM accounts for 95% of all diabetes cases - the prevalence of type 1 diabetes mellitus (T1DM) is
considerably lower at 375,000 cases.™? According to the German Center for Diabetes Research (DZD),
around one in five deaths in Germany (approx. 16%) is associated with T2DM or its comorbidities,
especially cardiovascular diseases.® Direct expenditure on diabetes amounted to EUR 9.7 billion in
2023.% Of greater health economic importance, however, are the medium- and long-term costs of
diabetes-associated comorbidities, which account for 67% of total T2DM costs.® Total annual direct
costs currently amount to EUR 36.1 billion, plus indirect costs, for example from incapacity to work
or early retirement.? The number of people with diabetes is projected to rise to about 12 million
by 2040." Reasons include demographic aging of the population as well as improved care and the
resulting reduction in mortality.® This development will further aggravate the existing care situation.

>> Diabetes mellitus entails an above-ave-
rage care burden that increases further with
disease duration and complexity.”® Compared
with patients in early disease stages, pati-
ents on intensified insulin therapy (ICT),
with multimorbidity or with diabetic foot
syndrome need more time per treatment con-
tact as well as closer and coordinated care.”

Against this background, professional
societies recommend for people with T2DM
structured education and treatment pro-
grams tailored to target groups and thera-
pies,® regular follow-up appointments, on-
going review of treatment strategies, regular
screening and monitoring of complications
and comorbidities, and interprofessional col-
laboration among different health professi-
ons.’

In Germany, diabetes care is currently de-
livered at three levels®'®!* (see Fig. 1):

Access to such comprehensive care and
good therapy management are prerequisites
for good glycemic control, which is essential
for people with diabetes. Glycemic control
is associated with long-term treatment suc-
cess and serves as a predictor of the risk of
diabetes-related complications (retinopathy,
nephropathy, neuropathy).'2

However, ensuring access to nationwide,
high-quality care for people with diabetes
will become increasingly challenging in the

coming years, which may favor delayed treat-
ment adjustments?® and disease progression.’
This can increase the burden, including the
financial burden, that diabetes-related com-
plications place on the health care system.
The cause is not a single factor but the
interplay of several structural developments:

Shortage of diabetes specialists in
rural areas

Specialist care (level 2)
is unevenly distributed across Germany and
shows a pronounced west-east gradient:
while Rhineland-Palatinate (4.09 specialists
per 100,000 inhabitants), followed by Saar-
land (3.06), has a high density of specialist
care, density in rural regions - especially
in eastern Germany - is considerably lower
(Mecklenburg-Western ~ Pomerania:  1.08,
Brandenburg: 1.10).

A lower density of specialists directly en-
tails restricted access, which may manifest in
longer waiting times, limited regional avai-
lability of specialized services and a greater
burden on general practice.! These disparities
in care'®!* are particularly relevant given
the above-average prevalence of diabetes
in eastern Germany.®!* Regions with a hig-
her disease burden thus have comparatively
lower care capacities, so that patients with

complex disease courses in particular may be
affected by care bottlenecks, as they require
closer monitoring and more time and staff
resources.” This undersupply may potentially
have negative effects on the continuity and
quality of treatment.*®

The next generation in
diabetology

These regional differences in care should
not be viewed in isolation but are closely
linked to the available academic and struc-
tural resources.

University sites perform central functions
in research, teaching and postgraduate me-
dical training and thus contribute substanti-
ally to the training of future diabetologists.
Over the past 20 years, the number of clinical
chairs of endocrinology/diabetology has fal-
len from 17 to eight today. This has meant a
loss of research and teaching capacity and of
training and continuing education opportu-
nities.'® Such institutions are lacking parti-
cularly in rural regions,*” which makes filling
academic positions and the establishment of
specialists in private practice both more dif-
ficult and less attractive.?®

At the same time, the specialty has only a
limited place in medical school and postgra-
duate training, resulting in little knowledge
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of it and low appeal among prospective phy-
sicians.62% Professional societies point out
that this development hampers recruitment
of young physicians and may contribute in
the long term to a decline in diabetes exper-
tise in hospitals and practices.!6-*°

The reduction in training opportunities
and the implied lower willingness to open a
practice, especially in currently underserved
regions, can trigger a causal chain: poo-
rer academic infrastructure fails to attract
young physicians, specialist density declines
further, which in turn may lead to a deterio-
ration or shortage of regional care.

The age structure of specialists further
aggravates the shortage of young talent: in
a survey conducted for the dt-Report, more
than half of the diabetologists surveyed
were older than 55 years, and only about
10% were younger than 40.2* A further dec-
line in medical specialists can therefore be
expected in the medium term.? These deve-
lopments increase the risk of inadequate di-
abetes care, particularly as a result of redu-
ced use of appropriate specialized services,?
with the consequences described above of
delayed treatment adjustments and effects
on glucose control.**23The latter may neces-
sitate treatment escalation, causing rising
costs for medicines, medical aids and con-

sumables.” In addition, there is an increased
risk of diabetes-related complications and
hospitalizations,*?2*2* which may cause ri-
sing costs due to follow-up treatment.®

To address the existing challenges, which
will intensify in the future, various measures
need to be discussed.

Strengthening diabetology in medi-
cal education and training

Given the rising care burden and the
looming shortage of skilled professionals,
clinical chairs and treatment capacities in
diabetology and endocrinology should be
preserved and expanded again at all medi-
cal faculties in Germany. The service group
“complex diabetology/endocrinology” (LG
2) should be established and secured in
the long term at larger hospitals in order to
meet the increasing complexity of diabetes
disease courses according to need. Diabetes
expertise could also be routinely anchored
in general internal medicine (LG 1) in hos-
pitals through physician-led, multidiscipli-
nary treatment teams (e.g., diabetes units).
In addition, certified DDG centers should in
future be recognized more strongly as bea-
cons of structured, guideline-based care and
strengthened in their care function.?6:?
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Furthermore, targeted measures for the
training and continuing education of outpa-
tient diabetologists should be expanded or
newly implemented to close existing gaps in
care, especially in specialist care. Particularly
noteworthy are the DDG’s long-standing ini-
tiatives, including travel grants, mentoring
programs, events such as the “Students’ Di-
abetes Day” at universities, project funding
and the working group for young talent (Ar-
beitsgemeinschaft Nachwuchs).?%2°

Postgraduate training of outpatient dia-
betologists could also be organized within
cross-sectoral training networks between
hospitals and DSPP. A prerequisite would be
reliable and uniform refinancing of postgra-
duate training in both care sectors, indepen-
dent of the residents’ immediate revenue-
generating capacity.?3°

In view of regional differences in care and
limited training capacities, a targeted ex-
pansion of university structures also appears
sensible. Especially in structurally weak and
underserved regions, additional chairs of
diabetology and endocrinology could help
strengthen research, teaching and the rec-
ruitment of young physicians. Existing rural
physician programs offer a suitable starting
point for making medical practice and estab-
lishment in rural areas more attractive.3?

eHausarzt:innen (einschl. hausarztlich tatiger Internist:innen)

eVersorgung von 80% bis 90% der Menschen mit Diabetes durch rd. 60.000 Hausarzt:innen (pro
Praxis 100 Patient:innen)

eZentrale Koordinationsfunktion - auch im Rahmen des strukturierten Behandlungsprogramms
(DMP) (durchschnittliche Teilnehmerquote: 75%)

eergdnzende Versorgung durch diabetologisch geschultes nichtarztliches Fachpersonal
(Diabetesassistent:innen oder -berater:innen)

eDiabetologische Schwerpunktpraxen (DSPP), Facharzt:innen (Nephrologie, Ophthalmologie) und
Krankenhausambulanzen (ca. 1.100)
eSpezialisierte Versorgung fur rd. 10-20% der Patient:innen, insbesondere mit TLDM oder
fortgeschrittener T2DM bspw. unter ICT
eVersorgung von rd. 600 Patient:innen pro DSPP, je nach Region erhebliche Varianz bezlglich
Verfligbarkeit und Zugang

eStationdre Versorgung (ausschlieBlich zur Versorgung von Notfidllen und Komplikationen)

eHeterogene Versorgung: rd. 275 Einrichtungen erfillen die Qualitatskriterien der Deutschen
Diabetes Gesellschaft e.V. (DDG); 93 Einrichtungen sind mit dem Zertifikat ,Klinik fir
Diabetespatienten geeignet (DDG)” ausgezeichnet

Fig. 1: Diabetes care in Germany. Own illustration based on DDG (2025a), Nagel et al. (2006) and Laiteerapong (2019).
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Cross-sectoral care

Given regional differences in care and
growing care needs, cross-sectoral care
concepts can make a decisive contribution
to ensuring needs-based diabetes care.3? In
particular, expanding telemedical structures
offers the opportunity to improve access to
diabetes expertise in rural and underserved
regions, to intensify collaboration between
general practice and specialist care, and to
enable continuous care of people with dia-
betes.3?

In view of rising prevalence, a growing
shortage of skilled professionals and regional
care bottlenecks, limited resources can thus
be used more efficiently. Digital technolo-
gies such as real-time continuous interstitial
glucose monitoring systems (rtCGM) can sup-
port effective telemedical care by visualizing
glucose dynamics and facilitating data-based
care. They can also promote patients’ self-
management, improve glycemic control and
reduce the risk of diabetes-related complica-
tions.3* Examples of cross-sectoral coopera-
tion models are diabetes units, consultation

services and coordinated care pathways that
incorporate digital tools such as the electro-
nic patient record, e-prescriptions, telemedi-
cal applications or digital DMPs.%%32

Cross-sectoral care facilities thus have the
potential to better meet the different medi-
cal and psychosocial needs of people with
diabetes and to coordinate care across the
entire course of the disease. Closer networ-
king of the healthcare providers involved,
continuous monitoring and early exchange
of information allow treatment decisions to
be made promptly, gaps in care to be redu-
ced and avoidable acute complications to be
prevented.?

Such integrated care concepts should be
developed particularly with the involvement
of DSPP, which already have established
multiprofessional care structures, diabe-
tes expertise, education capacities and the
technical infrastructure to carry out complex
outpatient treatment and care processes.?3°
Owing to their interface function between
general practice, hospitals and other health
professions, DSPP could take on a coordina-

ting role within regional diabetes care net-
works. This applies especially to regions with
limited availability of specialized diabetolo-
gy structures.?3°

For these projects to be implemented sus-
tainably, however, adjusting remuneration
structures (hybrid DRGs, adaptation of exis-
ting fee and budgeting rules) is essential.?

Strengthening therapy management
through patient empowerment

Alongside structural measures, it is in-
creasingly important to promote the empo-
werment of people with diabetes to manage
their own therapy as a central pillar of di-
abetes treatment.®® Education supported by
medical professionals and the use of diabe-
tes technologies such as rtCGM systems can
significantly improve both disease-specific
knowledge and the ability to manage therapy
independently.®-22

Randomized controlled trials such as the
recently published FreeDM2 study®: show that
rtCGM systems, through direct biofeedback

DU NWN -

o o

tes_2025.pdf. Letzter Zugriff: Juli 2026.

dium-1901753.

26. DDG

den.

kanntmachung_Landaerzteprogramm.pdf.

References

. DDG (2026): https://www.ddg.info/fileadmin/user_upload/DDG_Factsheet_2026.pdf.

. DDG (2025a): https://www.ddg.info/fileadmin/user_upload/Deutscher_Gesundheitsbericht_2026_final.pdf.

. DZD (2024): https://www.dzd-ev.de/fileadmin-dzd/DZD/PDF/Publikationen/2024_Imagebroschuere_DZD_Forschen-fuer-eine_Zukunft.pdf.

. Destatis Statistisches Bundesamt (2026): https://genesis.destatis.de/datenbank/online/ (Tabellencode: 23631-0001)

. Kahm, K. et al.(2018): https://doi.org/10.2337/dc17-1763.

. RKI (2025): https://www.gbe.rki.de/DE/Themen/Gesundheitszustand/KoerperlicheErkrankungen/DiabetesMellitus/DiabetesPraevalenz18Plus/diabetesPraeva-
lenz_node.html?darstellung=0&kennzahl=1&zeit=2024&geschlecht=0&standardisierung=0.

. AMWF (2023): https://register.awmf.org/assets/guidelines/nvl-001l_S3_Typ-2-Diabetes_2026-02.pdf.

. DDG (2025b): https://www.ddg.info/presse/2025/typ-2-diabetes-als-komplexe-erkrankung-immer-besser-verstehen-heterogene-subtypen-eroeffnen-neue-
perspektiven-fuer-individualisierte-therapie-und-praevention.

. Gallwitz, B. et al. (2025): https://www.ddg.info/fileadmin/user_upload/05_Behandlung/01_Leitlinien/Praxisempfehlungen/2025/PE_Therapie_Typ-2-Diabe-

32. Siegel, E. (2017): https://doi.org/10.1007/s11428-016-0171-9.
33. Wilmot, E. et al. (2026): https://www.thelancet.com/journals/landia/article/P11S2213-8587(26)00076-8/fulltext.
34. Handelsman, Y. et al. (2024): https://doi.org/10.1016/j.metabol.2024.155931.
35. Abbott (2023): https://www.de.abbott/content/dam/corp/abbott/de-de/documents/press-releases/2023/ADC-Europe-France-National-Basal-final.pdf.
36. Bundesamt fiir Gesundheit (BAG) (2026): https://www.bag.admin.ch/dam/de/sd-web/qMI3Bk6CgRFu/%C3%84nderungen%20Anhang%202%20KLV%20

MiGeL%20vom%209.%20Juni%202026%20per%201.%20Juli%202026.pdf.

10. Nagel et al. (2006): https://www.aerzteblatt.de/archiv/diabetesversorgung-deutliche-regionale-unterschiede-7c09c60f-7fca-4ble-a357-f254463939ba.

11. Laiteerapong, N. (2019): https://doi.org/10.2337/dc17-1144.

12. Stratton, I. M. et al. (2000): https://doi.org/10.1136/bmj.321.7258.405.

13. Lind, M. (2021): https://doi.org/10.2337/dc20-2439.

14. Almigbal, T. (2023): https://doi.org/10.3390/medicina59010182.

15. Cicek, M. et al. (2021): https://doi.org/10.1016/j.ecl.2021.05.012.

16. DZD (2019): https://www.dzd-ev.de/presse/pressemitteilungen/pressemitteilungen-archiv/pressemitteilungen-2019/diabetologie-fehlender-nachwuchs-steigen-
der-bedarf. 17. Papazachariou, A. et al. (2025): https://doi.org/10.1186/s12982-025-00457-1.

18. Holst, J. (2020): https://doi.org/10.3390/ijerph17176423.

19. DDG (2019): https://www.ddg.info/fileadmin/user_upload/09_Presse/Pressemitteilungen/2019/20190902_Studierendenbefragung_V.pdf. 20. Diabetologie-
online (0.D.): https://www.diabetologie-online.de/a/nachwuchsmangel-in-der-diabetologie-fehlende-lehrstuehle-und-zu-wenig-diabeteswissen-im-medizinstu-

21. Kulzer, B. (2019): https://www.diabetologie-online.de/a/schwerpunkt-dt-report-dt-report-die-wichtigsten-ergebnisse-2513994. 22. Lau, T & Osterloh, F.
(2022): https://api.aerzteblatt.de/pdf/119/22/a1008.pdf.
23. Harris, S. B. & Levrat-Guillen, F. (2023): https://doi.org/10.1111/dom.15025. 24. Stratton, I.M. et al. (2000): https://doi.org/10.1136/bmj.321.7258.405. 25.
Garg, S. K. et al. (2024): https://doi.org/10.1111/dom.15866.
24. Stratton, I.M. et al. (2000): https://doi.org/10.1136/bmj.321.7258.405.
25. Garg, S. K. et al. (2024): https://doi.org/10.1111/dom.15866.
(2025¢): https://www.diabetesde.org/system/files/document/250213_Agenda%?20Diabetologie2030.pdf.
27. DDG (2026): https://www.ddg.info/fileadmin/user_upload/dz_2026-01.pdf.
28. DDG (0.D): https://www.ddg.info/nachwuchsfoerderung. 29. BVND (2020): https://www.bvnd.de/nachwuchs/weiterbildung-und-nachwuchs/.
30. MedTriX GmbH (2026): https://www.medical-tribune.de/medizin/diabetologie/schnittstellen-wie-koennen-wir-sektorengrenzen-in-der-diabetologie-ueberwin-

31. Bundesministerium fiir Gesundheit (2021): https://www.bundesgesundheitsministerium.de/fileadmin/Dateien/3_Downloads/B/Bekanntmachungen/Foerderbe-

60 Monitor Versorgungsforschung 05/2026 / This article was published under the license CC BY 4.0 and can be used




on dietary and exercise habits, promote be-
havioral adjustments and self-management,
whether used alone or in combination with
education. This leads to significant improve-
ments in glycemic control (HbAlc, time in
range (TIR))**®and to a reduction in mi-
crovascular and macrovascular comorbidities
and complications.?*-?* The positive effects
of rtCGM systems have been demonstrated
across different treatment stages, from oral
medication through basal insulin-supported
oral therapy (BOT) to I(T.20-26-28

Currently, however, unlike in other Euro-
pean countries (e.g., Italy, France, Switzer-
land), these systems are reimbursed in stan-
dard SHI care only for patients on ICT.34-36

Moreover, rtCGM-based care concepts can
help address structural challenges. Given the
existing shortage of physicians, rtCGM sys-
tems could be used for telemonitoring to
reduce routine visits by patients with diabe-
tes. Continuous remote monitoring and data-
based treatment adjustment could thus also
reduce gaps in care and the resulting comor-
bidities and complications. At the same time,
improved self-management can help reduce
the number of physician contacts needed®,
allowing limited staff and structural resour-
ces to be allocated according to need.

Diabetes care in Germany faces growing
challenges. Rising prevalence and the asso-
ciated increase in care needs are set against
regional disparities in care, a looming shor-
tage of skilled professionals and limited trai-
ning capacities. These factors can reinforce
each other: especially in rural and structu-
rally weak regions, limited training struc-
tures make it harder to recruit and retain
diabetes professionals, which may further re-
strict access to needs-based care. To counter
this development, diabetes training should
be expanded through greater emphasis on
the specialty in medical school and support
for young physicians, alongside stronger
cross-sectoral networking and innovative
care concepts. Diabetes units, consultation
services and coordinated treatment proces-
ses using digital applications can help de-
ploy existing resources more efficiently and
coordinate care across sectors. In addition,
modern medical technologies such as rtCGM
systems can support treatment optimization
by strengthening patient self-management
and help ensure needs-based and sustainable
diabetes care in the long term. <<
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Abbreviations

BOT = basal insulin-based therapy combined with SGLT2 inhibitors and/or GLP-1 receptor agonists
DZD = German Center for Diabetes Research

DDG = German Diabetes Association

DMP = structured treatment program (disease management program)
DRG = diagnosis-related groups

DSPP = specialized diabetes practice

GLP-1 = glucagon-Like peptide-1

HbA1c = hemoglobin Alc

ICT = intensified insulin therapy

LG = service group (Leistungsgruppe)

rtCGM = real-time continuous interstitial glucose monitoring

SGLT2 inhibitors and GLP-1 receptor agonists

SGLT2 = sodium-glucose cotransporter 2

T1DM = type 1 diabetes mellitus

T2DM = type 2 diabetes mellitus

TIR = time in range

Abstract

Introduction: Type 2 diabetes mellitus binds a growing share of care capacity in Germany.
Prevalence, disease burden and the direct and indirect costs of diabetes-related complications

are rising. Access to specialist diabetes services also differs between regions, and a shortage of
specialists together with limited training capacity threatens their nationwide availability.

Methods: Narrative synthesis of epidemiological and health economic studies, health care reports,
the German National Care Guideline (NVL) and reports and recommendations of the German Diabetes
Association (DDG).

Results: Fields of action are training in diabetology at undergraduate, postgraduate and continuing
level, stronger university and hospital structures, and the recruitment of junior specialists. Cross-
sectoral and telemedical care models improve access to diabetological expertise in structurally
weak regions and support care coordination. Structured education and treatment programmes and
real-time continuous glucose monitoring (rtCGM) support therapy management, health literacy and
self-management.

Discussion: Meeting future demand in diabetes care requires structural reform, additional capacity,
closer cross-sectoral integration and the use of corresponding medical technologies. Combining
these approaches within integrated care models can improve efficiency and quality of care.
Keywords: Type 2 diabetes mellitus, diabetes care, health care structures, training in diabetology,
cross-sectoral care, telemedicine, continuous glucose monitoring, self-management
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