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A Scoping Review of Self-Management Interventions for Adults with Type 2 Diabetes: Implications for UK Health and Social Care Practice
1. Introduction
Type 2 diabetes mellitus (T2DM) is a chronic metabolic condition characterised by elevated blood glucose levels, usually associated with insulin resistance and progressive impairment of pancreatic beta-cell function. Its development reflects a combination of genetic, metabolic, environmental and lifestyle-related factors. Although overweight and obesity are important risk factors, T2DM can affect individuals with different body compositions, ages and socioeconomic circumstances. Managing the condition requires ongoing clinical monitoring and active participation by individuals in decisions about their health.
The consequences of inadequately controlled T2DM extend beyond blood glucose regulation. Potential complications include cardiovascular disease, kidney impairment, neuropathy, retinopathy and diabetic foot problems. Individuals may also experience diabetes-related distress, anxiety and concerns about future health.
Self-management describes the activities individuals undertake to manage their condition and maintain their health. For adults with T2DM, this can include making dietary adjustments, undertaking physical activity, taking prescribed medication, attending health reviews and following agreed monitoring plans. However, maintaining these behaviours is not always straightforward. Financial pressures, employment, caring responsibilities, cultural expectations and access to healthcare can influence whether individuals are able to follow clinical advice consistently. Providing information alone may consequently be insufficient to achieve sustainable behavioural change.
Several interventions have been developed to strengthen self-management. Structured diabetes education provides organised learning and practical guidance. Peer support enables individuals to exchange experiences and coping strategies with others living with the condition.
Within the United Kingdom, the National Institute for Health and Care Excellence (NICE) provides recommendations concerning individualised diabetes management, education, lifestyle support and the prevention of complications. These principles highlight the importance of tailoring care to clinical needs and personal circumstances rather than relying exclusively on glycaemic outcomes (NICE, 2026). Evaluating self-management interventions is therefore relevant to primary care, community services and the wider delivery of person-centred healthcare.
This scoping review examines research concerning structured diabetes education, peer support and digital self-management interventions for adults with T2DM. It summarises reported clinical, behavioural and psychological outcomes, considers the strengths and limitations of the available evidence, and explores implications for UK health and social care practice.
Research question
How effective are structured diabetes education, peer support and digital health interventions in supporting self-management among adults with type 2 diabetes, and what are the implications for UK health and social care practice?
Aim and objectives
The overall aim is to map the available evidence concerning interventions designed to improve self-management among adults with T2DM.
The objectives are:
1. To identify research examining structured diabetes education, peer support and digital self-management interventions.
2. To summarise the principal clinical, behavioural and psychological outcomes reported in the selected studies.
3. To compare the reported effectiveness and limitations of these intervention approaches.
4. To identify implications for person-centred care, accessibility and future research within the UK health and social care context.
2. Background
T2DM creates long-term challenges for individuals and health services because its management involves several interacting clinical and behavioural factors. In addition to glycaemic control, effective care requires attention to cardiovascular risk, kidney function, weight management and the prevention or early detection of complications. Coordination between individuals and healthcare professionals is essential because treatment requirements may change as the condition progresses.
Self-management is particularly important because many decisions affecting diabetes outcomes occur outside clinical settings. Individuals must incorporate treatment recommendations into everyday routines, including meal planning, medication use, physical activity and work or family commitments
Structured diabetes education aims to improve knowledge, develop practical skills and increase confidence in making informed decisions. Group-based programmes can facilitate discussion and shared learning, whereas individual education may provide opportunities to address personal concerns. Their value depends not only on the information provided but also on whether participants understand how to apply it to daily life.
Peer support offers a complementary form of assistance. Individuals with similar experiences may exchange coping strategies, provide encouragement and discuss challenges that are difficult to communicate during routine consultations. Nevertheless, peer support should operate alongside professional care. Peer supporters cannot replace clinical assessment, and concerns involving medication, complications or deteriorating health require referral to qualified practitioners.
NICE guidance emphasises individualised treatment, agreed goals and continuing clinical review. HbA1c monitoring is generally recommended every three to six months until levels and treatment are stable, followed by six-monthly monitoring when appropriate (NICE, 2026). Self-management interventions should therefore complement, rather than replace, professional assessment and treatment. This distinction provides an important framework for examining the available evidence.
3. Methods
3.1 Review design
A scoping review approach was selected to map research examining different interventions intended to support self-management among adults with T2DM. Scoping reviews are appropriate when a topic includes varied intervention designs, populations and outcome measures. Rather than calculating one overall treatment effect, this approach describes the range of evidence and identifies patterns, limitations and areas requiring further investigation.
The methodological approach was informed by Arksey and O’Malley (2005) and the subsequent recommendations of Levac, Colquhoun and O’Brien (2010). Their work highlights the importance of defining a research question, identifying relevant evidence, applying selection criteria, charting findings and presenting a descriptive synthesis.
3.2 Search strategy
The initial literature identification focused on PubMed and relevant journal publications. NICE guidance was also considered to establish the UK clinical and policy context. PubMed was selected because it indexes biomedical and healthcare research, while journal publications provided additional information about individual studies.
Search terms addressed the population, interventions and outcomes. Examples included:
· “type 2 diabetes” AND “self-management”
· “type 2 diabetes” AND “structured education”
· “type 2 diabetes” AND “peer support”
· “type 2 diabetes” AND “digital health intervention”
· “type 2 diabetes” AND “randomised controlled trial”
The selected evidence included UK-based education and peer-support research alongside a systematic review of digital interventions published in 2023. This allowed established intervention programmes to be considered alongside more recent evidence concerning technology-assisted support.
The search should be understood as a focused evidence-mapping exercise rather than a completed exhaustive systematic search. A final submission should document the actual search dates, database-specific search strings, numbers of records identified, duplicate removal and screening decisions. The search should also be repeated through the University of the West of Scotland library and any additional databases required by the assessment. These steps would improve transparency and reproducibility.
3.3 Inclusion and exclusion criteria
Studies were considered eligible when they involved adults with T2DM and evaluated an intervention intended to improve self-management. The core evidence included peer-reviewed randomised controlled trials and systematic reviews or meta-analyses relevant to the three intervention categories.
Selection was based on relevance to the research question, clarity of methodology and contribution to understanding clinical or behavioural outcomes. UK studies were prioritised where available, while international evidence was included when it provided useful information about digital interventions.
3.4 Data extraction and synthesis
The selected publications were organised according to study design, population, intervention characteristics, outcomes and principal findings. A descriptive and thematic approach was used to identify similarities and differences across the three intervention categories.
Findings were grouped into clinical outcomes, behavioural and psychological outcomes, and implementation or accessibility. This structure allowed the evidence to be considered in relation to the research question without assuming that interventions delivered in different contexts were directly comparable.
No new pooled effect estimate was calculated. The included publications differed in intervention design, follow-up and outcome measurement, making a single estimate inappropriate for this focused review. Instead, reported findings were interpreted alongside study characteristics and methodological limitations.
3.5 Ethical considerations
The review uses published research and publicly available guidance and does not involve recruiting participants or collecting new personal health information. Direct human-participant research was therefore not undertaken.
Ethical scholarship nevertheless requires accurate attribution, transparent reporting and balanced interpretation. The review distinguishes reported findings from interpretation and avoids treating associations as proof of causation. Limitations in the search and selection process are also acknowledged to avoid overstating the completeness of the evidence.
4. Results
4.1 Overview of the selected evidence
Four key publications were selected to illustrate structured education, peer support and digital self-management. Three examined UK-based interventions or follow-up outcomes, while one synthesised international randomised controlled trials of digital health interventions.
The studies varied in population, intervention delivery, duration and outcome measurement. Their findings therefore provide complementary evidence rather than a direct comparison of three equivalent treatments.
Table 1. Summary of selected studies
	Study
	Design and population
	Intervention
	Main findings

	Davies et al. (2008)
	Cluster randomised controlled trial involving 824 adults with newly diagnosed T2DM in the UK
	DESMOND structured group education
	Greater weight loss and improvements in diabetes-related understanding and smoking outcomes; no significant between-group difference in HbA1c at 12 months.

	Simmons et al. (2015)
	Cluster randomised controlled trial involving 1,299 adults in rural English communities
	Individual, group or combined peer support
	No significant overall improvement in HbA1c or most measured outcomes; group support was associated with a small improvement in systolic blood pressure.

	Moschonis et al. (2023)
	Systematic review of 56 randomised controlled trials, with 26 contributing to meta-analysis
	Digital interventions, including applications, text messages and websites
	The pooled analysis reported an average HbA1c reduction approximately 0.30 percentage points greater than in control groups.

	Khunti et al. (2012)
	Three-year follow-up of the DESMOND cluster randomised trial
	Follow-up of structured group education
	No significant between-group difference in HbA1c or most biomedical outcomes; some differences in illness-related beliefs persisted.


Source: Davies et al. (2008); Simmons et al. (2015); Moschonis et al. (2023); Khunti et al. (2012).
4.2 Structured diabetes education
Davies et al. (2008) evaluated the Diabetes Education and Self Management for Ongoing and Newly Diagnosed (DESMOND) programme. The cluster randomised controlled trial included 824 adults with newly diagnosed T2DM recruited through 207 general practices across 13 UK primary care sites.
Participants allocated to the intervention received a structured six-hour group education programme delivered by trained healthcare professionals, while the comparison group received usual care. Outcomes included HbA1c, weight, blood pressure, lipid levels, smoking behaviour, physical activity and psychological measures.
At 12 months, HbA1c had improved in both groups, but the adjusted difference between the intervention and control groups was not statistically significant. The intervention group achieved greater weight loss and showed improvements in diabetes-related understanding and beliefs. The study also reported a higher likelihood of smoking cessation and a small improvement in depression scores (Davies et al., 2008).
These findings indicate that the effects of education should not be assessed exclusively through glycaemic outcomes. Increased understanding may help individuals make informed decisions, while changes in weight and smoking behaviour may contribute to longer-term health. However, these potential benefits should not be interpreted as proof that education necessarily produces sustained metabolic improvement.
4.3 Peer support interventions
Simmons et al. (2015) investigated community-based peer support in a cluster randomised controlled trial involving 1,299 adults with T2DM in rural England. The study compared individual peer support, group support, a combination of both approaches and a control condition.
Peer supporters received training and worked with support from diabetes educators. Their role was to facilitate discussion, encourage practical problem-solving and help participants address everyday difficulties associated with diabetes. This approach was intended to complement clinical care rather than replace professional advice.
The study found no significant overall improvement in HbA1c across the intervention groups. Most other outcomes, including self-reported medication adherence, also showed no significant differences. Group peer support was associated with a small reduction in systolic blood pressure, but the findings did not demonstrate consistent clinical benefits across outcomes (Simmons et al., 2015).
Peer support may offer social connection, reassurance and opportunities to exchange coping strategies. These outcomes can be meaningful even when clinical measures show little change. Nevertheless, potential psychological benefits should be distinguished from outcomes directly demonstrated by the trial. The evidence does not justify assuming that peer support will automatically improve adherence, wellbeing or glycaemic control.
The findings support careful attention to accessibility and delivery. Some participants may prefer individual contact, whereas others may value group discussion. Flexible options, including telephone contact where appropriate, could make participation easier. Their effectiveness would, however, need to be evaluated rather than assumed.
4.4 Digital self-management interventions
Moschonis et al. (2023) conducted a systematic review and meta-analysis examining digital health interventions for adults with T2DM. The review identified 56 randomised controlled trials across 24 regions, with 26 studies involving 4,546 participants contributing to the meta-analysis.
The interventions included smartphone applications, text messaging and website-based programmes. The pooled findings indicated an average HbA1c reduction approximately 0.30 percentage points greater in intervention groups than in control groups. The review also considered reach, uptake and feasibility, demonstrating that implementation involves more than measuring clinical effectiveness.
The review also identified differences between reach and uptake. Reach concerns the population an intervention manages to involve, whereas uptake concerns participation or use after an intervention is made available. A programme may be accessible to many people but used inconsistently, limiting its potential benefit.
The international nature of the evidence creates additional considerations for UK implementation. Differences in healthcare systems, digital infrastructure and participant characteristics may affect transferability. Services should therefore evaluate whether digital programmes are appropriate for their own populations rather than adopting them solely because positive average effects have been reported.
Digital interventions should also be assessed in relation to accessibility, usability, privacy and the availability of alternatives. Individuals without suitable devices or reliable internet access may be disadvantaged, while others may require support to navigate applications or understand online health information. Maintaining non-digital options is important for avoiding exclusion.
Overall, the evidence supports the cautious use of digital interventions as part of a broader self-management strategy. Their effectiveness depends on programme design, sustained engagement and integration with appropriate clinical care.
5. Discussion
5.1 Interpretation of the main findings
The selected evidence indicates that structured education, peer support and digital interventions may contribute to diabetes self-management, but their reported effects vary according to outcome and context. An important distinction is that improvements in knowledge, behaviour and psychological wellbeing do not necessarily occur alongside measurable improvements in HbA1c.
The DESMOND findings illustrate this complexity. Structured education improved selected lifestyle outcomes and diabetes-related understanding, yet it did not produce a statistically significant between-group difference in HbA1c at 12 months. The three-year follow-up similarly found persistent differences in some illness-related beliefs without sustained differences in most biomedical outcomes (Davies et al., 2008; Khunti et al., 2012).
These findings are consistent with the understanding that glycaemic control is influenced by several factors, including medication, disease progression, diet, physical activity and other health conditions. Education may strengthen an individual's ability to make informed decisions without producing an immediate or sustained difference in a particular clinical measure. Its value should therefore be assessed through a range of relevant outcomes.
The peer-support trial reinforces the importance of distinguishing potential benefits from demonstrated effectiveness. Social support may provide opportunities for encouragement and practical problem-solving, but Simmons et al. (2015) did not find consistent improvements in HbA1c or most other measured outcomes. Limited attendance may have affected exposure to the intervention, although this alone cannot establish why the results were not statistically significant.
5.2 The importance of person-centred care
Person-centred care requires interventions to reflect individual preferences, circumstances and clinical needs. Adults with T2DM differ in health literacy, confidence, cultural background, employment commitments, family responsibilities and experience of living with a chronic condition. These differences influence the suitability of different support options.
Structured group education may provide a useful introduction for some individuals, while others may prefer individual discussions or additional explanations. Peer support may be attractive to people who value shared experience, whereas remote support may be more practical for those with mobility difficulties or limited time.
Healthcare professionals should discuss these options rather than assume that a single approach will suit everyone. Goals should be realistic, jointly agreed and reviewed as circumstances change. Treatment plans should also reflect clinical risks and other health conditions.
Importantly, person-centred care should not place sole responsibility for outcomes on the individual. People may understand recommendations but lack the resources needed to implement them. Food costs, insecure employment, caring duties and limited access to exercise facilities can create substantial barriers. Recognising these circumstances can help professionals develop achievable plans and identify appropriate additional support.
5.3 Implications for UK health and social care practice
The findings support an integrated approach in which education, peer support and digital tools complement routine clinical management.
First, structured diabetes education should provide understandable information and practical opportunities to develop self-management skills. Support may be particularly useful following diagnosis, but individuals with established T2DM may also require further education when their treatment or circumstances change. Services should consider opportunities for reinforcement rather than treating education as a one-off event.
Second, peer-support programmes should have clear boundaries, appropriate training and supervision. Facilitators need to understand confidentiality, communication and when to refer concerns to a healthcare professional. Peer supporters should not diagnose complications or recommend changes to prescribed medication. Clear referral arrangements can help maintain safety and ensure that social support complements clinical care.
Third, digital interventions should be selected according to evidence of effectiveness, usability and suitability for the intended population. Services should consider whether participants can access the required technology, understand the information and obtain assistance when problems arise. Data protection and the role of professional oversight should also be considered. Digital delivery should expand choice rather than become the only route to support.
Finally, evaluation should extend beyond HbA1c. Depending on the intervention, relevant measures may include weight, blood pressure, self-management confidence, medication adherence, diabetes-related distress, quality of life and participant experience. Services should select proportionate measures that provide useful information without placing unnecessary demands on individuals.
5.4 Health inequalities and accessibility
Accessibility affects whether interventions reach the people who may benefit from them. Group education can be difficult to attend for individuals with inflexible working hours, mobility limitations or caring responsibilities. Peer-support sessions may be less accessible where transport is limited or participants are uncomfortable discussing health concerns in groups. Digital programmes can create barriers for people without reliable internet access, suitable devices or sufficient digital confidence.
Availability should therefore not be confused with equitable access. Services should consider whether different socioeconomic and cultural groups can participate meaningfully and whether outcomes vary between groups.
Potential adaptations include offering appointments at different times, providing accessible and translated materials, using plain English and helping individuals navigate digital platforms. Community partnerships may also improve engagement among people who find conventional healthcare settings difficult to access.
The selected evidence does not establish which adaptations will be most effective in every setting. Nevertheless, the implementation of self-management interventions should be assessed in relation to both outcomes and participation. A programme may produce favourable results among regular participants while having limited population-level impact if it fails to reach people facing the greatest barriers.
5.5 Methodological strengths and limitations
The selected evidence includes randomised controlled trials and a systematic review with meta-analysis. Randomised designs strengthen the assessment of intervention effects, while longer-term follow-up provides insight into whether differences persist. The inclusion of UK research also supports the relevance of the discussion to local health and social care practice.
However, several limitations affect the conclusions. First, the interventions and outcome measures differed substantially. The findings cannot be interpreted as a direct comparison of education, peer support and digital programmes because the studies did not test all three approaches under equivalent conditions.
Second, the reported benefits were not consistent across outcomes. DESMOND improved selected behavioural and psychological measures without demonstrating sustained differences in HbA1c. The peer-support trial similarly found limited overall clinical improvement. These results indicate that intervention effectiveness should not be assumed from its rationale alone.
Third, participation and engagement may influence outcomes. Individuals who attend sessions or use digital tools consistently may receive more of the intended intervention. However, engagement can also reflect personal circumstances, motivation and available resources, making it difficult to determine its independent contribution.
Finally, the selected studies cannot establish which intervention is best for every adult with T2DM. Differences in disease duration, baseline HbA1c, psychological needs and access to resources may influence outcomes. A more extensive review would be required to establish whether particular interventions are especially effective for specific populations.
5.6 Recommendations for future research
Future research should investigate how structured education, peer support and digital tools can be combined to meet different needs. Comparative studies could examine whether ongoing coaching or peer support improves outcomes beyond those achieved through education alone.
Longer follow-up is also needed to establish whether benefits are sustained. Research should consider clinical outcomes alongside quality of life, psychological wellbeing, healthcare use and participants' experiences. These measures would provide a broader understanding of the contribution of self-management interventions.
Studies should report intervention content, costs, engagement and implementation processes more clearly. Understanding why people discontinue digital programmes or do not attend peer-support sessions could help services develop more accessible alternatives.
Finally, research should examine outcomes across socioeconomic and demographic groups. This would help establish whether interventions reduce existing inequalities or disproportionately benefit individuals who already have greater access to healthcare, technology and other resources.
6. Conclusion and Recommendations
This scoping review examined selected evidence concerning structured diabetes education, peer support and digital health interventions for adults with T2DM. The findings suggest that all three approaches may contribute to self-management, although the strength and consistency of reported benefits vary.
Structured education can improve diabetes-related understanding and selected lifestyle outcomes, but the DESMOND trial and its longer-term follow-up did not demonstrate sustained between-group improvements in HbA1c. Peer support may provide opportunities for shared experience and practical encouragement, although a large English trial found no significant overall improvement in HbA1c or most other measured outcomes. Digital interventions were associated with a modest average improvement in HbA1c in a systematic review and meta-analysis, but outcomes varied according to programme characteristics and engagement.
The following recommendations arise from the review:
1. Provide structured education: Offer practical, accessible diabetes education and opportunities for reinforcement when individuals' needs change.
2. Develop supported peer programmes: Establish appropriate training, supervision and referral arrangements, and evaluate participation alongside outcomes.
3. Use digital interventions selectively: Prioritise evidence-informed tools that are accessible, usable and appropriately integrated with professional support.
4. Maintain person-centred care: Adapt interventions to individual preferences, health literacy, clinical needs and social circumstances.
5. Address barriers to participation: Provide reasonable adjustments and non-digital alternatives to reduce exclusion.
6. Evaluate a broad range of outcomes: Consider HbA1c alongside psychological wellbeing, quality of life, health behaviours and participant experience.
7. Strengthen the evidence base: Undertake transparent, longer-term research examining intervention combinations, costs, engagement and health inequalities.
For UK health and social care services, the principal implication is that effective diabetes management requires more than providing clinical information. It requires continuing, coordinated support that enables individuals to understand their condition, make realistic decisions and maintain self-care within the circumstances of their everyday lives.
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