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Abstract
Type 2 diabetes mellitus is a global epidemic accelerating especially in developing world, with increased prevalence in younger 
age groups. In the UK, it is increasingly diagnosed in children. In the USA, 1 in 3 adults have prediabetes out of which 80% isn’t 
aware of this condition [1]. Prediabetes is also linked to a higher mortality rate in elderly. Therefore, there is a strong need for 
universal screening interventions, which would allow preventative measures introduced early enough to stop this debilitating 
disease. Identification of pre-diabetic patients and increasing their awareness could prevent them from developing diabetes 
or at least prolong the time prior to need for medical intervention, reducing the cost spent on medical treatment. Moreover, 
hospitalisation and mortality rates related to viral diseases inclusive of Covid-19 could be greatly reduced by improvement of 
current health policies for diabetes and prediabetic conditions. In this manuscript, existing universal and targeted interventions 
that are used to deal with diabetes in the United Kingdom are discussed. The aim of this work is to assess current screening 
policies in the UK, critically evaluating their strength and limitations to conclude which type of screening interventions used 
globally might be of interest for implementation in the UK and other countries.  

Highlights

•	 Diabetes is a growing public health concern requiring readjusting existent health policies

•	 Scientific evidence shows benefits of early screening programmes for detection of diabetes

•	 Gestational diabetes screening using NICE guidelines doesn’t allow detection of asymptomatic cases

•	 Mortality rate from viral diseases could be reduced by improving diabetes policies.

•	 Universal populational screening for T2D in the UK has not been introduced
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Introduction
Diabetes mellitus is a group of chronic, metabolic diseases in 

which the body’s ability to either produce or respond to production 
of insulin is impaired, resulting in abnormal metabolism and 
elevated systemic levels of glucose. There are few types of 
diabetes:

•	 Type one –juvenile diabetes (familial form) caused by 
inability of pancreas to produce sufficient levels of insulin. 
Type 1 diabetes disease isn’t preventable through lifestyle 
changes [2]. 

•	 Type 2 – sporadic diabetes is a very common metabolic 
disease caused by insufficient insulin secretion by pancreas 
and the desensitization of insulin receptors on tissues and 
organs. Resulting disease of hyperglycaemia leads to damage 
of heart, kidneys, nervous system [3].

•	 Gestational diabetes – relating to elevated glucose in the 
blood during pregnancy, usually resolving after birth but 
might result in chronic type 2 diabetes. 

Prediabetes is a silent, asymptomatic condition of 
hyperglycaemia, very common amongst adults aged >= 65, 
preceding T2DM development. The asymptomatic hyperglycaemia 
can be often detected as early as 7-10 years before the onset 
of diabetes (10). Prediabetes often also described as Impaired 
Glucose Tolerance (IGT), where blood glucose levels are higher 
than normal but not yet at a diabetic level, - is of major public 
health importance. The IGT/prediabetic state is very dangerous as 
it is silent and predisposes individuals to cardiovascular disease, 
increases susceptibility to infectious diseases or a sudden death [4].

T2DM can occur in all age groups. In the UK, it is increasingly 
diagnosed in children. In the USA, 1 in 3 adults have prediabetes 
out of which 80% isn’t aware of this condition [1]. Prediabetes 
is also linked to a higher mortality rate in elderly [5]. Moreover, 
undiagnosed diabetes was associated with 4.7-fold increase in non-
cancer, non-CVD related mortality [5]. Globally, WHO reported 
diabetes as a global epidemic accelerating especially in developing 
world, with increased prevalence in younger age groups [6].

In 2017, 352 (7.3%) million adults were living with 
prediabetes worldwide, and this number is expected to increase 
to 587 million (8.3%) by 2045. In the UK about 8% of people 
have type 1 diabetes, whereas the prevalence of type 2 diabetes 
mellitus (T2DM) is much higher; there are currently 3.4 million 
people with Type 2 diabetes in England with around 200,000 new 
diagnoses every year [7]. The National Health Service spends 

approximately £10 million a day on a diabetes-related care [8]. 
In the USA, it was estimated that one in four people was not 
aware they had diabetes [9]. Harris, et al. demonstrated that the 
onset of type 2 diabetes occurs at least 4-7 years before clinical 
diagnosis; hence, early screening would benefit both the patient 
and healthcare. Diabetes is a challenging non-communicable 
disease that requires more public attention and introduction of 
new health policies before it’s too late. Specially during the recent 
outbreak of Covid-19 epidemics, clinical research clearly showed 
correlation and association of intensive care unit admissions with 
prolonged length of stay for those with pre-existing diabetic and 
pre-diabetic conditions [11]. Therefore, given that, patients with 
T2D have increased rate of hospitalization and mortality related 
to viral diseases such as COVID-19, it should become a priority 
to improve screening policies and reduce the burden on healthcare 
system.

Situational Analysis of Current Policies in the Country 
of Interest

In England large scale-populational screening for diabetes 
isn’t currently recommended by the NSC, as per most recent 
review undertaken in 2019. This decision was based on evidence 
showing no difference in screened group versus non screened 
one [12,13]. Other criterion, under which screening for T2D was 
rejected in the UK, was the limitation of the current screening 
tests. In Scotland neither there is a systemic screening programme 
for diabetes or pre-diabetes. The NSC review suggests that more 
research is needed to understand how pre-diabetes might develop 
into T2DM. NSC failed to find enough evidence that screening for 
T2DM in general population is beneficial, despite large worldwide 
studies showing contrary [14,15]. Until 2013 there was not enough 
of evidence derived from RCTs that screening is more beneficial 
than the lack of it.

In the UK, there is a current health policy for targeted diabetes 
screening as a part of NHS Health Check programme [16]. Targeted 
groups eligible for screening are in the age groups >45 years with 
proven increased risk for developing T2DM (>45 yrs group). This 
service however isn’t strictly devoted to T2DM screening, and 
if a family survey excludes key risk factors, individuals may not 
be given a priority for a glucose blood test. The major limitation 
of this screening method is that prediabetic individuals or people 
with generally good BMI would be excluded, but they still might 
be asymptomatic for glucose intolerance or prediabetes.

NSC claims that the current NHS programmes for diabetes: 
NHS Health Check and NHS Diabetes Prevention Programme are 
already very efficient in their preventative power [17,18]. However, 
NHS health check doesn’t always promote glucose screening, 
and mostly it focuses on prevention of Cardiovascular Diseases 
(CVD). Moreover, NHS Health Check is a targeted screening for 
those aged 40-74 years, therefore leaving younger population 



Citation: Bednarska NG (2022) Critical Assessment of Current Health Policies Used for Managing Diabetes in the United Kingdom. J 
Community Med Public Health 6: 260. DOI: 10.29011/2577-2228.100260

3 Volume 6; Issue 02

J Community Med Public Health, an open access journal
ISSN: 2577-2228

far behind detection limit [18]. Therefore, there is a clearly an 
unintended outcome of NHS Health Check where the younger 
population is omitted and could/might develop disease, hence it 
excludes population which might have had benefited from this 
screen. Therefore, this service doesn’t serve well health equality. 
The best way to improve this approach would be to universalize 
NHS Health Check and make it available to all adults. On the 
other hand, stratification of patients who would benefit from the 
screen on the base of risk factors such as obesity, familial history, 
clinical syndromes already reduce the burden on both healthcare 
and patient, providing health equity.

NHS Health Check has been implemented into health policy 
in England from year 2009 with the main purpose of reducing 
cardiovascular disease. The most recent review [19] based on 29 
independent studies, confirmed the significant increase in detection 
of multiple risk factors and morbidities including diabetes mellitus. 
However, the review identified many limiting factors for efficacy 
of this programme; that is the selective prevalence of women and 
people with a higher socioeconomic status. Therefore, a major 
limitation of NHS Health Check programme seems to relate to 
subpopulation selection, rather than health equality. One of the 
solutions that has been implemented in some of the regions, was 
sending invitations to prompt male and individuals who might not 
be aware of the programme. Opportunistic invitations however 
weren’t implemented nationally, therefore this approach requires 
further policy adjustments and standardisation across all nation. 
To improve the outcome of this policy it should be uniformly 
implemented across the country and magnitude of health promotion 
shouldn’t differ at the local level, improving this way the health 
equality.

Another limitation of efficacy for this programme has been 
investigated in 2017 [20]. The authors stratified key impediments 
on why the NHS-HC attendance is lower than expected, these 
were suggested as follows:

•	 Lack of awareness or knowledge about the NHS-HC program 
and its purpose 

•	 Difficulty with getting GP appointment 

•	 Stigma on confidentiality and privacy

Despite herein discussed limitations of NHS-HC targeted 
screening programme, analytic investigation of its effectiveness 
between 2013-2017 showed improved detection of T2DM in 
attendees than in no attendees, see Figure 1. Those findings suggest 
that after further reduction of above-mentioned limitations in line 
with expanding scope of the programme for younger population 
these outcomes might be further improved in the future [21].

Figure 1: Comparison of new diagnoses of diseases tested by 
NHS Health Check in attendees and non-attendees across years 
2013-2017 in England [17].

Multiple existing publications suggest that type 2 diabetes 
is emerging young population epidemics, therefore health policies 
and screening programmes should be adjusted accordingly to new 
data sources (Rosenbloom et al. Kumar et.al, Akinci 2021).

Second existent universal awareness programme in the 
UK is the NHS Diabetes scheme. As much as NHS Diabetes is a 
good programme to deliver behavioural change prompting those 
diagnosed with diabetes for lifestyle changing decisions, it is only 
directed to those already diagnosed, leaving those who might 
benefit of lifestyle change far behind (prediabetic, unaware of 
disease population). Since NHS Diabetes isn’t itself a screening 
programme but rather a prevention programme, it wouldn’t be 
further discussed here. 

Another targeted screening evaluated in the UK is NICE (The 
National Institute for Health and Clinical Excellence) programme 
stratified for women with Gestational Diabetes Mellitus (GDM) 
which relied only on selection of women with risk factors. 
Randomized control trials revealed however that using NICE 
Guidelines [22] would have missed over a 3rd of total observed 
women with GDM [23]. Currently in the UK the standard OGTT 
test is used for screening purposes, only performed if patient has 
1 or more risk factors for gestational diabetes, usually undertaken 
between 24-28 weeks of pregnancy. The limitation of this type of 
screening programme is potential asymptomatic development of 
GDM. However, the costs for blood screening along with imposing 
stress on pregnant women during pregnancy seem to be valid 
arguments against general testing. According to NICE, women 
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who showed glycosuria on 2 antenatal appointments should be 
followed up with OGTT test [24]. Therefore, to avoid time and 
cost-consuming tests, targeting those who show symptoms seems 
to be both ethical and logical.

Interestingly, recent research proves superiority and 
effectiveness of NICE screening guidance over the Royal College 
of Obstetricians and Gynaecologist guidance. The evaluation 
research has been done on efficacy of tests run during covid-19, 
clearly showing that the RCOG screening failed to detect 47 (20%) 
out of 82 (57%) women with gestational diabetes [25]. RCOG 
screening guidance published and implemented in many healthcare 
settings in March 2020, involved cancelling 2-hour OGTT test 
and replacing this test with HbA1c and Random Plasma Glucose 
(RPG) test, both tests recommended at 28 weeks of pregnancy 
[24]. The outcome of this cohort study clearly demonstrates that 
the choice of incorrect tests for screening and using modified 
guidelines during Covid-19 outbreak caused a 45% statistically 
significant reduction in the detection of gestational diabetes. It 
is clear that carefully optimized screening plans allow not only 
providing early detection, quick treatment, and a better healthcare, 
but also reducing the overall cost of screening on a large scale.

Universal Interventions in Screening for Diabetes 
Available Globally

Early diagnosis and treatment of diabetes improves clinical 
outcomes, prevents costly complications and most of the times 
may even help in reverting the course of the disease [9,26].

Diabetes screening tests

There are already few tests that showed to pass NSC 
screening criterion of safety, precision, and efficacy. Those tests 
are already in use in some countries like the USA as part of a 
universal screening program. Blood tests include following tests:

•	 A1C (haemoglobin A1c test) measures average levels of 
glucose attached to haemoglobin over the past 2-3 months. 
This test has been used in the USA as a substitute to fasting 
blood glucose as diagnostic test for diabetes. The test is 
efficient in detecting chronic glycaemic cumulative issues but 
also it correlates with risk of long-term diabetes complications 
[27].

•	 Fasting Blood Glucose (FPG) test is performed in the morning 
before a meal. It is a test suitable for screening purposes, 
however it requires peripheral blood sample, therefore it is not 
an easy test to implement without involving healthcare set up 
and trained personnel. However, sensitivity and specificity of 
this test has been questioned by scientists, especially in obese 
individuals and investigation of impaired glucose tolerance 
[28].

•	 Oral Glucose Tolerance Test (OGT) is more time per patient 

consuming because it measures sugar levels with hours of 
time lapses to establish physiological responses to consumed 
glucose and monitors hyperglycaemia. However, it was shown 
to be very efficient in assessing glucose tolerance [28].

•	 Random blood sugar test is also used routinely, mostly in 
general practice or hospitals, with results being kept as 
a medical record. It provides only real time sugar levels 
information, but many times GPs include the test in yearly 
check-ups. A blood sugar level of 200 mg/dL is indicative for 
diabetes [29].

•	 Other tests without need for blood sampling include urine 
sample test, which is part of a dip strip method, measuring 
secreted ketones or micro albumin in urine. This test however 
is less reliable than blood test and not used for diagnostic 
purposes, however it is routinely used for screening purposes 
by general practice (e.g. during pregnancy).

•	 Gestational diabetes associated with pregnancies is detected 
with blood test and it is already part of a universal screening 
during pregnancy, at least in the UK and in the USA.

Comparison and Evidence of Efficiency and Overall 
Benefit of T2DM Screening 

Identification of pre-diabetic patients and increasing their 
awareness could prevent them from developing diabetes or at least 
prolong the time prior to need for medical intervention, reducing 
the cost spent on medical treatment [30]. Type 2 diabetes is a 
preventable disease, therefore early intervention and awareness 
would have huge impact on reduction of the burden of disease. 
T2DM is a leading cause of retinopathy, having a major impact 
on increased disability related to this disease, hence prevention 
should be emphasized [33,34].

The problem with efficiency of pre-diabetic test is the lack 
of empirical proof that the stratified people who exhibit higher 
glucose level would eventually develop diabetes if no change to 
lifestyle/diet has been introduced. There are missing randomised 
control trials studies, comparing those groups on a large scale 
and longitudinally over many years. Both, observational and 
longitudinal study comparing those with pre-diabetes along those 
healthy ones could massively help in answering those urging 
questions. Very recent Swedish large-scale longitudinal cohort 
study, including 2575 healthy participants showed progress in 
diabetes diagnoses over time to assess the rate at which prediabetes 
progresses to diabetes and to identify prognostic factors [35]. 
This 12-yers follow-up study demonstrates how powerful is early 
diagnosis in preventing mortality and reverting normoglycemia in 
individuals with prediabetes. Amongst those with prediabetes, 13% 
progressed to full disease outset, however 22% reversed back to 
normoglycemia by introducing lifestyle and diet changes. Another 
Swedish longitudinal research study considered birth cohort to 
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describe metabolic profiles and insulin resistance at early age of 6 
years [32]. This research clearly showed that children at the early 
age might have already developing insulin resistance, therefore 
predisposing them to diabetes, cardiovascular disease, and obesity.

From a logical and ethical point of view, populational glucose 
level screen in mid-adult life could gratefully help in motivating 
those with unhealthy lifestyle to change habits and improve 
their life, therefore having enormous preventative power before 
it is too late and full onset of disease had emerged. Introducing 
‘glucose-awareness’ early in adulthood through routine GP blood 
tests and pre-diabetes survey, would allow young population to 
lead a healthier lifestyle and made the right choices in diet early 
before the problem arises. So, the screening fulfils the criterion 
for effectiveness of lifestyle interventions. Most recently global 
intervention publications showed that screening for T2DM and 
life-style intervention had led to reduction of waist circumference 
at 12 months, reduction in blood pressure and lower HbA1c levels 
[36].

However, there is no data showing gradual rise in problems 
with coping with glucose levels, hence the bigger problem lies in 
false negatives. Giving reassurance of health, when the problem 
might be apparent in few years ahead is a large ethical issue when 
choosing the right screening programme. Therefore, screening 
would need to be routinely implemented in the healthcare system 
(e.g. every few years through GP general health check).

Continuation of national and global efforts to undertake 
randomized control trials and observational studies to assess the 
effectiveness of screening programmes along with an investment 
into awareness-enhancing programmes are all priority to reduce 
the burden of this non-communicable disease. Most recent data 
published by Centres for Disease Control and Prevention (CDC) 
showed surge in youth diabetes cases between year 2001 and 
2017 by 95% for T2DM and 45% for T1DM [1,37]. The report 
has been generated based on a large cross-sectional, longitudinal, 
observational study involving 3.4 million young participants 
diagnosed with diabetes. Further forecasting conducted by the 
SEARCH study in the USA estimated that the prevalence of 
T2DM amongst age group 10-19 years will reach prevalence of 
0.8 cases per 1000 youth by year 2050 [38]. Overall based on 
the quintessence of the most recent research and epidemiological 
assessment, along with economic evaluation of screening methods, 
the UK NSC criterion of benefit of populational screens for pre-
diabetes should be fulfilled.

Cost Analysis and Estimation of Profit in Medical 
Industry

Diabetes isn’t only disease affecting glucose levels, but it 
extends on multiple bodily functions, ranging from retinopathy, 

immune deficiencies, cardiovascular diseases, proneness to 
bacterial and fungal infections, neuropathy, liver disease, sleep 
apnoea, dyslipidaemia and other non-directly linked diseases (e.g. 
depression), which imposes added cost burden on healthcare. 
In the UK it is estimated that diabetes and associated with it 
complications costs NHS £13 billion a year (www.diabetes.org.
uk, Hex 2012). Therefore, solving the problem in its infancy is 
the most efficient way for policymaking, rather than dealing with 
burden of the disease and its repercussions. It was estimated that 
the average economic cost per person with diagnosed diabetes 
equals to $13,240, followed by $4,250 for undiagnosed patient, 
followed by the lowest cost for pre-diabetic patients amounting 
to $500 [9]. This estimation clearly shows how early diagnosis 
and screening to stratify pre-diabetic groups would benefit the 
budget of a health care system. The economic evidence for cost 
effectiveness of the NHS-HC programme was unclear however 
surprisingly the individual interventions showed to be more cost 
effective than a non-targeted interventions [9,17,39]. 

Conclusions
Since diabetes is, a chronic, debilitating disease which 

increases worldwide to epidemic proportions it is of major 
importance to re-think current policies and screening strategies 
to reduce the burden of this non-communicable disease [40-
42]. Since 2019, United Kingdom didn’t review evidence-based 
research nor their current screening policies efficiency in detecting 
and preventing diabetes. Therefore, there is urgent need to re-
evaluate the current strategies and perhaps introduce more stringent 
screening protocols which would account for younger population. 
As the most recent cohort study data suggests, there is also need for 
reducing the socioeconomic inequalities when designing universal 
or targeted screening protocols, promotions, and awareness 
programmes. Clearly enough the recent epidemiological data 
presented here shows that diabetes isn’t only age-related disease, 
therefore new approaches for screening criteria need to be 
strategized urgently.

Acknowledgements 
We would like to acknowledge John Robson, MD, Reader 

in primary health care and Julia Hippisley-Cox, MD Professor of 
clinical epidemiology and general practice whose figure helped 
in presenting one of the key points in this publication. The figure 
presented has been created thanks to the NHS Health Check 
cardiovascular prevention programme and EMIS practices in 
England



Citation: Bednarska NG (2022) Critical Assessment of Current Health Policies Used for Managing Diabetes in the United Kingdom. J 
Community Med Public Health 6: 260. DOI: 10.29011/2577-2228.100260

6 Volume 6; Issue 02

J Community Med Public Health, an open access journal
ISSN: 2577-2228

References
1. NICE 2020a ref Diabetes UK (2019a) Us, diabetes and a lot of facts 

and stats. Diabetes UK.

2. World Health Organization (1999) Definition, Diagnosis and 
Classification of Diabetes Mellitus and its Complications. Report of a 
WHO Consultation: report of a WHO consultation. Part 1, Diagnosis 
and classification of diabetes mellitus. Geneva.

3. CDC (2021) Prediabetes - Your Chance to Prevent Type 2 Diabetes. 

4. Karges B, Prinz N, Placzek K, Datz N, Papsch M, et al. (2021) A 
Comparison of Familial and Sporadic Type 1 Diabetes Among Young 
Patients. Diabetes Care 44: 1116-1124. 

5. Galicia-Garcia U, Benito-Vicente A, Jebari S, Larrea-Sebal A, Siddiqi 
H, et al. (2020) Pathophysiology of Type 2 Diabetes Mellitus. Int J Mol 
Sci 21: 6275. 

6. Curb JD, Rodriguez BL, Burchfiel CM, Abbott RD, Chiu D, et al. (1995) 
Sudden death, impaired glucose tolerance, and diabetes in Japanese 
American men. Circulation 91: 2591-2595.

7. Kowall B, Rathmann W, Heier M, Giani G, Peters A, et al. (2011) 
Categories of glucose tolerance and continuous glycemic measures 
and mortality. Eur J Epidemiol 26: 637-645. 

8. World Health Organization (2016) Global Report on Diabetes.

9. NHS England (2022) NHS Diabetes Prevention Programme (NHS 
DPP). 

10. Patel M (2005) Screening for type 2 diabetes in primary care: Is it 
feasible? Wounds Int. 

11. O’Connell JM, Manson SM (2019) Understanding the Economic Costs 
of Diabetes and Prediabetes and What We May Learn About Reducing 
the Health and Economic Burden of These Conditions. Diabetes Care 
42: 1609-1611. 

12. Harris MI, Klein R, Welborn TA, Knuiman MW (1992) Onset of NIDDM 
occurs at least 4-7 yr before clinical diagnosis. Diabetes Care 15: 815-
819. 

13. Wang B, Glicksberg BS, Nadkarni GN, Vashishth D (2021) Evaluation 
and management of COVID-19-related severity in people with type 2 
diabetes. BMJ Open Diabetes Res Care 9: e002299.

14. Gov UK (2019) Evidence Summary Diabetes 2019. 

15. Peer N, Balakrishna Y, Durao S (2020) Screening for type 2 diabetes 
mellitus. Cochrane Database Syst Rev 5: CD005266. 

16. Davidson KW, Barry MJ, Mangione CM, Cabana M, Caughey AB, et al. 
(2021) Screening for Prediabetes and Type 2 Diabetes: US Preventive 
Services Task Force Recommendation Statement. JAMA 326:  736-
743.

17. Metz TD (2021) Coronavirus disease 2019 pandemic practice 
changes: more harm than good? BJOG 128: 921. 

18. NHS England (2016) The NHS Health Check programme: sharing 
good practice. 

19. Robson J, Garriga C, Coupland C, Hippisley-Cox J (2021) NHS Health 
Checks: an observational study of equity and outcomes 2009-2017. Br 
J Gen Pract 71: e701-e710. 

20. Robson J, Dostal I, Sheikh A, Eldridge S, Madurasinghe V, et al. 
(2016) The NHS Health Check in England: an evaluation of the first 4 
years. BMJ Open 6: e008840.

21. Tanner L, Kenny RPW, Still M, Ling J, Pearson F, et al. (2022) NHS 
Health Check programme: a rapid review update. BMJ Open 12: 
e052832.

22. Usher-Smith JA, Mant J, Martin A, Harte E, MacLure C, et al. (2017) 
NHS Health Check Programme rapid evidence synthesis.

23. Mills K, Harte E, Martin A, MacLure C, Griffin SJ, et al. (2017) Views 
of commissioners, managers and healthcare professionals on the 
NHS Health Check programme: a systematic review. BMJ Open 7: 
e018606. 

24. Ayman G, Strachan JA, McLennan N, Malouf R, Lowe-Zinola J, et 
al. (2021) The top 10 research priorities in diabetes and pregnancy 
according to women, support networks and healthcare professionals. 
Diabet Med 38: e14588. 

25. Kucuk C, Chakera AJ, Macaninch E (2019) NICE targeted screening 
to identify gestational diabetes: who are we missing? Br J Diabetes 19.

26. Jardine J, Relph S, Magee LA, von Dadelszen P, Morris E, et al. (2021) 
Maternity services in the UK during the coronavirus disease 2019 
pandemic: a national survey of modifications to standard care. BJOG 
128: 880-889.

27. van-de-l’Isle Y, Steer PJ, Watt Coote I, Cauldwell M (2021) Impact of 
changes to national UK Guidance on testing for gestational diabetes 
screening during a pandemic: a single-centre observational study. 
BJOG 128: 917-920. 

28. Kiefer MM, Silverman JB, Young BA, Nelson KM (2015) National 
patterns in diabetes screening: data from the National Health and 
Nutrition Examination Survey (NHANES) 2005-2012. J Gen Intern 
Med 30: 612-618.

29. Sherwani SI, Khan HA, Ekhzaimy A, Masood A, Sakharkar MK (2016) 
Significance of HbA1c Test in Diagnosis and Prognosis of Diabetic 
Patients. Biomark Insights 11: 95-104.

30. Mannucci E, Ognibene A, Sposato I, Brogi M, Gallori G, et al. (2003) 
Fasting plasma glucose and glycated haemoglobin in the screening of 
diabetes and impaired glucose tolerance. Acta Diabetol 40: 181-186.

31. Thornton-Swan TD, Armitage LC, Curtis AM, Farmer AJ (2021) 
Assessment of glycaemic status in adult hospital patients for the 
detection of undiagnosed diabetes mellitus: A systematic review. 
Diabet Med 39: e14777.

32. Hsueh WA, Orloski L, Wyne K (2010) Prediabetes: the importance of 
early identification and intervention. Postgrad Med 122: 129-143. 

33. Roberts S, Barry E, Craig D, Airoldi M, Bevan G, et al. (2017) Preventing 
type 2 diabetes: systematic review of studies of cost-effectiveness of 
lifestyle programmes and metformin, with and without screening, for 
pre-diabetes. BMJ Open 7: e017184.

34. Kjellberg E, Roswall J, Bergman S, Almqvist-Tangen G, Alm B, et al. 
(2019) Longitudinal birth cohort study found that a significant proportion 
of children had abnormal metabolic profiles and insulin resistance at 6 
years of age. Acta Paediatr 108: 486-492. 

35. Haider S, Thayakaran R, Subramanian A, Toulis KA, Moore D, et al. 
(2021) Disease burden of diabetes, diabetic retinopathy and their 
future projections in the UK: cross-sectional analyses of a primary care 
database. BMJ Open 11: e050058.

36. Penn L, Rodrigues A, Haste A, Marques MM, Budig K, et al. (2018) NHS 
Diabetes Prevention Programme in England: formative evaluation of 
the programme in early phase implementation. BMJ Open 8: e019467. 

http://www.diabetes.org.uk
http://www.diabetes.org.uk
https://apps.who.int/iris/handle/10665/66040
https://apps.who.int/iris/handle/10665/66040
https://apps.who.int/iris/handle/10665/66040
https://apps.who.int/iris/handle/10665/66040
https://www.cdc.gov/diabetes/basics/prediabetes.html
https://pubmed.ncbi.nlm.nih.gov/33824143/
https://pubmed.ncbi.nlm.nih.gov/33824143/
https://pubmed.ncbi.nlm.nih.gov/33824143/
https://www.mdpi.com/1422-0067/21/17/6275
https://www.mdpi.com/1422-0067/21/17/6275
https://www.mdpi.com/1422-0067/21/17/6275
https://pubmed.ncbi.nlm.nih.gov/7743621/
https://pubmed.ncbi.nlm.nih.gov/7743621/
https://pubmed.ncbi.nlm.nih.gov/7743621/
https://pubmed.ncbi.nlm.nih.gov/21785986/
https://pubmed.ncbi.nlm.nih.gov/21785986/
https://pubmed.ncbi.nlm.nih.gov/21785986/
https://www.who.int/publications/i/item/9789241565257
https://www.england.nhs.uk/diabetes/diabetes-prevention/
https://www.england.nhs.uk/diabetes/diabetes-prevention/
https://www.woundsinternational.com/resources/details/screening-for-type-2-diabetes-in-primary-care-is-it-feasible
https://www.woundsinternational.com/resources/details/screening-for-type-2-diabetes-in-primary-care-is-it-feasible
https://pubmed.ncbi.nlm.nih.gov/31431494/
https://pubmed.ncbi.nlm.nih.gov/31431494/
https://pubmed.ncbi.nlm.nih.gov/31431494/
https://pubmed.ncbi.nlm.nih.gov/31431494/
https://pubmed.ncbi.nlm.nih.gov/1516497/
https://pubmed.ncbi.nlm.nih.gov/1516497/
https://pubmed.ncbi.nlm.nih.gov/1516497/
https://pubmed.ncbi.nlm.nih.gov/34493495/
https://pubmed.ncbi.nlm.nih.gov/34493495/
https://pubmed.ncbi.nlm.nih.gov/34493495/
https://pubmed.ncbi.nlm.nih.gov/32470201
https://pubmed.ncbi.nlm.nih.gov/32470201
https://pubmed.ncbi.nlm.nih.gov/34427594/
https://pubmed.ncbi.nlm.nih.gov/34427594/
https://pubmed.ncbi.nlm.nih.gov/34427594/
https://pubmed.ncbi.nlm.nih.gov/34427594/
https://pubmed.ncbi.nlm.nih.gov/33007146/
https://pubmed.ncbi.nlm.nih.gov/33007146/
https://diabetes-resources-production.s3-eu-west-1.amazonaws.com/diabetes-storage/migration/pdf/The%2520NHS%2520Health%2520Check%2520Programme%2520-%2520Sharing%2520good%2520practice%2520%28February%25202016%29.pdf
https://diabetes-resources-production.s3-eu-west-1.amazonaws.com/diabetes-storage/migration/pdf/The%2520NHS%2520Health%2520Check%2520Programme%2520-%2520Sharing%2520good%2520practice%2520%28February%25202016%29.pdf
http://bjgp.org/content/71/710/e701.abstract
http://bjgp.org/content/71/710/e701.abstract
http://bjgp.org/content/71/710/e701.abstract
https://pubmed.ncbi.nlm.nih.gov/26762161/
https://pubmed.ncbi.nlm.nih.gov/26762161/
https://pubmed.ncbi.nlm.nih.gov/26762161/
https://pubmed.ncbi.nlm.nih.gov/35172998/
https://pubmed.ncbi.nlm.nih.gov/35172998/
https://pubmed.ncbi.nlm.nih.gov/35172998/
https://www.healthcheck.nhs.uk/seecmsfile/?id=306
https://www.healthcheck.nhs.uk/seecmsfile/?id=306
https://pubmed.ncbi.nlm.nih.gov/29146658/
https://pubmed.ncbi.nlm.nih.gov/29146658/
https://pubmed.ncbi.nlm.nih.gov/29146658/
https://pubmed.ncbi.nlm.nih.gov/29146658/
https://pubmed.ncbi.nlm.nih.gov/33949704/
https://pubmed.ncbi.nlm.nih.gov/33949704/
https://pubmed.ncbi.nlm.nih.gov/33949704/
https://pubmed.ncbi.nlm.nih.gov/33949704/
https://bjd-abcd.com/index.php/bjd/article/view/381
https://bjd-abcd.com/index.php/bjd/article/view/381
https://pubmed.ncbi.nlm.nih.gov/32992408/
https://pubmed.ncbi.nlm.nih.gov/32992408/
https://pubmed.ncbi.nlm.nih.gov/32992408/
https://pubmed.ncbi.nlm.nih.gov/32992408/
https://pubmed.ncbi.nlm.nih.gov/32888369/
https://pubmed.ncbi.nlm.nih.gov/32888369/
https://pubmed.ncbi.nlm.nih.gov/32888369/
https://pubmed.ncbi.nlm.nih.gov/32888369/
https://pubmed.ncbi.nlm.nih.gov/25533392/
https://pubmed.ncbi.nlm.nih.gov/25533392/
https://pubmed.ncbi.nlm.nih.gov/25533392/
https://pubmed.ncbi.nlm.nih.gov/25533392/
https://pubmed.ncbi.nlm.nih.gov/27398023
https://pubmed.ncbi.nlm.nih.gov/27398023
https://pubmed.ncbi.nlm.nih.gov/27398023
https://pubmed.ncbi.nlm.nih.gov/14740278/
https://pubmed.ncbi.nlm.nih.gov/14740278/
https://pubmed.ncbi.nlm.nih.gov/14740278/
https://pubmed.ncbi.nlm.nih.gov/34951710/
https://pubmed.ncbi.nlm.nih.gov/34951710/
https://pubmed.ncbi.nlm.nih.gov/34951710/
https://pubmed.ncbi.nlm.nih.gov/34951710/
https://pubmed.ncbi.nlm.nih.gov/20675976/
https://pubmed.ncbi.nlm.nih.gov/20675976/
https://pubmed.ncbi.nlm.nih.gov/29146638/
https://pubmed.ncbi.nlm.nih.gov/29146638/
https://pubmed.ncbi.nlm.nih.gov/29146638/
https://pubmed.ncbi.nlm.nih.gov/29146638/
https://pubmed.ncbi.nlm.nih.gov/30328152/
https://pubmed.ncbi.nlm.nih.gov/30328152/
https://pubmed.ncbi.nlm.nih.gov/30328152/
https://pubmed.ncbi.nlm.nih.gov/30328152/
https://pubmed.ncbi.nlm.nih.gov/34253675/
https://pubmed.ncbi.nlm.nih.gov/34253675/
https://pubmed.ncbi.nlm.nih.gov/34253675/
https://pubmed.ncbi.nlm.nih.gov/34253675/
https://pubmed.ncbi.nlm.nih.gov/29467134/
https://pubmed.ncbi.nlm.nih.gov/29467134/
https://pubmed.ncbi.nlm.nih.gov/29467134/


Citation: Bednarska NG (2022) Critical Assessment of Current Health Policies Used for Managing Diabetes in the United Kingdom. J 
Community Med Public Health 6: 260. DOI: 10.29011/2577-2228.100260

7 Volume 6; Issue 02

J Community Med Public Health, an open access journal
ISSN: 2577-2228

37. Shang Y, Marseglia A, Fratiglioni L, Welmer A-K, Wang R, et al. (2019) 
Natural history of prediabetes in older adults from a population-based 
longitudinal study. J Intern Med 286: 326-340. 

38. Muilwijk M, Loh M, Siddiqui S, Mahmood S, Palaniswamy S, et al. 
(2021) Effects of a lifestyle intervention programme after 1 year of 
follow-up among South Asians at high risk of type 2 diabetes: a cluster 
randomised controlled trial. BMJ Glob Health 6: e006479.

39. Echouffo-Tcheugui JB, Selvin E (2021) Prediabetes and What It 
Means: The Epidemiological Evidence. Annu Rev Public Health 42: 
59-77.

40. (2000) Type 2 diabetes in children and adolescents. American 
Diabetes Association. Pediatrics 105: 671-680. 

41. Diabetes Prevention Program Research Group (2012) The 10-year 
cost-effectiveness of lifestyle intervention or metformin for diabetes 
prevention: an intent-to-treat analysis of the DPP/DPPOS. Diabetes 
Care 35: 723-730. 

42. Tabish SA (2007) Is Diabetes Becoming the Biggest Epidemic of the 
Twenty-first Century? Int J Health Sci (Qassim) 1: V-VIII. 

https://pubmed.ncbi.nlm.nih.gov/31165572/
https://pubmed.ncbi.nlm.nih.gov/31165572/
https://pubmed.ncbi.nlm.nih.gov/31165572/
https://pubmed.ncbi.nlm.nih.gov/34725039/
https://pubmed.ncbi.nlm.nih.gov/34725039/
https://pubmed.ncbi.nlm.nih.gov/34725039/
https://pubmed.ncbi.nlm.nih.gov/34725039/
https://pubmed.ncbi.nlm.nih.gov/33355476/
https://pubmed.ncbi.nlm.nih.gov/33355476/
https://pubmed.ncbi.nlm.nih.gov/33355476/
https://pubmed.ncbi.nlm.nih.gov/10699131/
https://pubmed.ncbi.nlm.nih.gov/10699131/
https://pubmed.ncbi.nlm.nih.gov/22442395/
https://pubmed.ncbi.nlm.nih.gov/22442395/
https://pubmed.ncbi.nlm.nih.gov/22442395/
https://pubmed.ncbi.nlm.nih.gov/22442395/
https://pubmed.ncbi.nlm.nih.gov/21475425
https://pubmed.ncbi.nlm.nih.gov/21475425

