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Reversing Prediabetes: An Innovating NHS Prediabetes Care Strategy to Prevent Type 2 Diabetes 
Introduction 
Prediabetes represents a critical but frequently overlooked stage in the development of Type 2 diabetes mellitus (T2DM). Although reversible, it is often treated as a passive risk state rather than an opportunity for early intervention. This pitch proposes an innovative, proactive NHS prediabetes pathway that prioritises early identification, personalised intervention, and sustained support to prevent progression to T2DM. The innovation addresses a significant gap in current NHS provision, where prediabetes management is inconsistent and largely dependent on individual motivation or optional programme referral. The primary beneficiaries include adults at risk of T2DM, particularly those from deprived and ethnically diverse communities who experience disproportionate disease burden. By shifting prediabetes from the margins of care into a structured, preventative pathway, this innovation aims to improve population health, reduce inequalities, and support the long-term sustainability of the NHS.

Background 
Diabetes is a growing public health challenge in the UK, with over 4.3 million people currently diagnosed and a further 6.4 million estimated to have prediabetes (Diabetes UK, 2023). Prediabetes significantly increases the risk of developing T2DM, cardiovascular disease, and premature mortality, yet progression is not inevitable. Evidence suggests that timely lifestyle interventions can reduce the risk of developing T2DM by up to 58% (Knowler et al., 2002).
The NHS Diabetes Prevention Programme (DPP) was introduced to address this risk; however, uptake and completion remain variable, and engagement is particularly low among socioeconomically disadvantaged groups (NHS England, 2023). Referral to the DPP is not automatic, follow-up is limited, and interventions are largely standardised rather than personalised. This results in missed opportunities for early, preventative care.
Policy documents such as the NHS Long Term Plan and the Fit for the Future: 10-Year Health Plan for England emphasise prevention, early intervention, and tackling health inequalities as strategic priorities (DHSC, 2024). Despite this, prediabetes remains under-integrated into routine care pathways. Real-world experiences reported by patients and clinicians highlight confusion, lack of urgency, and insufficient support following diagnosis, reinforcing the need for a more structured and proactive approach.
Innovation Description
The proposed innovation is a Proactive NHS Prediabetes Care Pathway, automatically activated when prediabetes is identified through routine screening in primary care. Unlike existing approaches, this pathway does not rely solely on optional programme referral but embeds prediabetes management within standard NHS care. Importantly, it shifts responsibility away from individuals navigating prevention alone and instead places structured support within the health system itself, ensuring consistency, equity and continuity of care across populations.
Key components include:
• Automatic enrolment following diagnosis, with patient opt-out rather than opt-in
• Personalised care planning, co-produced with patients, recognising social, cultural, and economic contexts
• Blended delivery, combining digital tools (apps, remote monitoring, online education) with face-to-face and community-based support
• Social prescribing, linking individuals to local physical activity, nutrition, and wellbeing services
• Ongoing monitoring and review, integrated into GP and practice nurse follow-up
This innovation is new not because prevention is unheard of, but because it reframes prediabetes as a treatable clinical condition rather than a passive warning label. By formalising early intervention as a routine care pathway, it normalises prevention as a core NHS function rather than an optional add-on. By connecting diagnosis, intervention, and monitoring into a single pathway, it improves continuity of care and accountability. The model also aligns with learning health system principles by using data to adapt interventions and improve outcomes over time.
Impact on Health and Social Care 
The primary beneficiaries of this innovation are adults with prediabetes, particularly those from deprived areas and Black, Asian and Minority Ethnic (BAME) communities, who face higher risk of progression to T2DM and poorer outcomes (Public Health England, 2018). Earlier, personalised intervention improves access to preventative care and reduces reliance on reactive, high-cost treatments.
From a health perspective, the pathway supports improved glycaemic control, weight management, and cardiovascular risk reduction, enhancing quality of life and long-term independence. For social care, preventing or delaying T2DM reduces future demand associated with complications such as disability, visual impairment, and renal disease.
Healthcare professionals benefit through clearer pathways, better use of multidisciplinary working, and reduced long-term workload associated with complex diabetes management. The innovation also contributes to the common good by supporting NHS sustainability, addressing health inequalities, and promoting shared responsibility for health.
By embedding prevention into everyday practice, this model reflects value-based healthcare principles, focusing on outcomes that matter to individuals while using resources more efficiently (Porter, 2010; BMJ Open, 2020).
Public and Stakeholder Involvement 
At a system level, the NHS is the principal stakeholder in this innovation, as it holds responsibility for commissioning, delivering and sustaining preventative care pathways. This proposal directly aligns with the NHS Long Term Plan’s strategic shift from sickness treatment to prevention, aiming to “make the healthy choice the easy choice” through earlier intervention and integrated care (NHS England, 2019). NHS England, Integrated Care Boards (ICBs) and primary care providers play a central role in implementation, supported by healthcare professionals such as GPs, nurses, dietitians and social prescribing link workers. Partner organisations, including Diabetes UK, provide advocacy, education and community reach, reflecting NICE guidance on inclusive stakeholder engagement in health programme development (NICE, 2021).
Public involvement is also important to this innovation. Service users with lived experience of prediabetes will be involved in co-designing educational materials, digital tools, and care planning approaches. Community engagement will be supported through partnerships with voluntary organisations, faith groups, and local authorities to ensure cultural relevance and accessibility.
Advocacy efforts will raise public awareness of prediabetes as a reversible condition, reducing stigma and encouraging early engagement. Feedback mechanisms, including patient-reported outcome measures (PROMs), will inform continuous improvement. This co-produced approach aligns with SCIE principles of person-centred, strengths-based care and enhances trust and uptake (SCIE, 2025).
Policies, Services, and Professional Links 
The innovation aligns with key legislation and policy frameworks, including the Care Act 2014, which emphasises prevention and wellbeing, and the Equality Act 2010, which mandates equitable access to services. It complements existing NHS services by strengthening the role of GPs, practice nurses, dietitians, social prescribers, and community health workers.
Professional collaboration across health and social care supports integrated care system (ICS) objectives and aligns with NHS England priorities on prevention and population health management. Voluntary sector involvement further enhances reach and sustainability.
Conclusion
Prediabetes represents a missed opportunity within the current NHS system. This innovation addresses that gap by introducing a proactive, personalised, and integrated prediabetes care pathway. By prioritising early intervention, co-production, and prevention, it improves health outcomes, reduces inequalities, and supports NHS sustainability. Crucially, it reframes prevention as an investment rather than a cost, supporting long-term system resilience. The model is realistic, policy-aligned, and scalable, offering a meaningful innovation in health and social care
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Innovation Type: Preventive service 
and pathway innovation
Setting: NHS primary care and community health services (UK)



Innovation Overview
Prediabetes represents a critical yet underutilised opportunity within the 
NHS to prevent the onset of Type 2 diabetes mellitus (T2DM). Prediabetes 
is clinically recognised as a reversible stage, during which lifestyle 
interventions can significantly delay or prevent disease progression (WHO, 2024; 
Kovac et al., 2021). This innovation proposes a structured, personal-
ised and technology-supported NHS prediabetes pathway designed 
to embed prevention into routine care, improve health outcomes and reduce long-
term pressures on health and social care services.



The Issue / Gap in Health and Social Care
Diabetes is a growing public health challenge, associated with high levels of 
morbidity, mortality and health care expenditure. In the UK, T2DM accounts for 
a substantial proportion of NHS spending and is a major contributor to long-term 
conditions requiring social care support (NHS England, 2019). Prediabetes, 
characterised by raised blood glucose levels below diagnostic thresholds, often re-
mains underdiagnosed and inconsistently managed in primary care.



Although evidence demonstrates that early intervention at the prediabetic stage 
is effective and cost-efficient, current NHS approaches remain largely 
reactive, with structured support typically offered only after a diagnosis of T2DM 
(Health Foundation, 2021). This gap results in missed prevention opportunities and 
disproportionately affects socioeconomically deprived and ethnically diverse popu-
lations, thereby exacerbating health inequalities (Public Health England, 2020).



Target Audience and Impact
Primary target group:
l Adults diagnosed with prediabetes
l Individuals at increased risk due to obesity, family history, age or ethnicity



Secondary beneficiaries:
l NHS services
l Social care systems
l Wider society through reduced long-term healthcare burden



Expected impact:
l Reduced progression from prediabetes to T2DM



l  Improved quality of life, independence and self-management
l Reduced long-term demand on NHS and social care services
l Contribution to the common good through prevention-focused care (Health 
Foundation, 2021)



The Innovation: What’s New?
While the NHS currently offers diabetes prevention measures, such as the NHS 
Diabetes Prevention Programme (DPP), these interventions rely largely on passive 
referral and group-based delivery, with limited personalisation or integration into 
routine primary care (NHS England, 2019).



In contrast, this innovation introduces a proactive, automatically triggered NHS 
prediabetes pathway, activated immediately following diagnosis. It provides 
personalised, co-produced support, integrates digital monitoring with face-to-face 
and community-based interventions, and embeds social prescribing and clinician 
oversight throughout the pathway. By systematically linking diagnosis, intervention 
and monitoring, this innovation transforms prediabetes from an over-
looked risk state into a coordinated preventative care pathway.



Implementation
Where:
 l GP practices
 l Community health hubs
 l Pharmacies and local wellbeing centres



Who:
 l GPs and practice nurses
 l Dietitians and health coaches
 l Social prescribers
 l Voluntary and community sector partners



How:
 l Automatic referral following diagnosis
 l Structured 6–12 month programme
 l Blended delivery model combining digital and face-to-face support
 l Regular reviews and personalised goal tracking
This integrated approach reflects best practice in person-centred and pre-
ventative care delivery (Skills for Care, 2023).



Technology Integration
Technology enhances engagement, accessibility and effectiveness through 
integration with existing NHS digital infrastructure, including the NHS App. Digital 
tools enable individuals to track lifestyle behaviours, receive tailored feedback 
and access educational resources remotely. AI-supported risk stratification can 
assist clinicians in identifying individuals at greatest risk and tailoring interventions 



accordingly (Sawyer and Gray, 2022).
All digital components comply with UK GDPR and NHS data governance stand-
ards, ensuring patient confidentiality and data security.



Timeline
 l Phase 1: Pilot programme (6 months)
 l Phase 2: Evaluation and refinement (6 months)
 l Phase 3: Regional rollout
 l   Phase 4: National NHS implementation
Phased implementation supports scalability, quality assurance and sustain-
able adoption.



Development and Regulation
The innovation aligns with national policy and regulatory frameworks, including:
 NHS Long Term Plan priorities on prevention and early intervention (NHS Eng-
land, 2019)
 l NICE guidance on diabetes prevention
 l UK GDPR and data protection legislation
 l Equality Act 2010, ensuring inclusive and equitable access
Professional standards and ethical considerations underpin all stages of 
development and delivery.



Dissemination: Promoting the Innovation
The innovation will be promoted through:
 l GP practices and Primary Care Networks
 l NHS digital platforms
 l Public health campaigns
 l Community and voluntary sector organisations
 l Social media and targeted awareness initiatives
Public engagement is essential to improving awareness of prediabetes, 
reducing stigma and encouraging participation in prevention-focused care 
(Health Foundation, 2021).



Conclusion
Prediabetes presents a powerful but overlooked opportunity to 
improve health and social care outcomes in the UK. By shifting from 
a reactive to a preventive model, this innovation empowers individuals, 
reduces health inequalities and supports the long-term sustainability of the NHS. 
Investing in early intervention for prediabetes is clinically effective, economically 
sound and socially responsible, offering lasting benefits for individuals, commu-
nities and the wider health and social care system. Crucially, embedding this ap-
proach within routine primary and community care promotes shared responsibility, 
strengthens prevention-focused practice, and aligns with national policy priorities 
aimed at reducing avoidable long-term conditions and significantly improving 
population health outcomes.
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