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[bookmark: OLE_LINK1]To address the growing problem of Type 2 diabetes (T2D) in high-risk UK communities, I am submitting this idea to NHS leaders, Included Care Boards (ICBs), and public health decision-makers. I suggest DiaBridge, a cutting-edge AI-powered digital health platform with a community focus that aims to prevent type 2 diabetes by providing early detection, individualised support, and culturally appropriate care.
In the UK, type 2 diabetes is a serious and growing public health concern. Over 5.6 million individuals presently have diabetes, with about 90% having been diagnosed with type 2 diabetes (T2D), according to Diabetes UK (2024). Also, 6.3 million people have a high chance that they will contract the illness. NHS funding and services are under more and more demand as a result. Importantly, the burden of type 2 diabetes is not shared equally. Compared to White British populations, those of South Asian, Black African, and Black Caribbean descent have a two to four times higher risk of developing type 2 diabetes (Diabetes UK, 2023). Moreover, access to healthcare and prevention is more difficult for residents in underprivileged areas (OHID, 2022).
Programs like the NHS Diabetes Prevention Programme are available, just high-risk populations continue to have poor levels of engagement. Language barriers, cultural gaps, digital exclusion, and low trust in medical services can often be the causes of this (NHS England, 2019). I think there is an obvious need for a more community-driven, customised, and welcoming approach to treatment.
I suggest DiaBridge, a global, AI-driven digital health platform that combines community health support, wearable continuous blood glucose monitoring (CGM), and a mobile application. The platform's goal is to allow people to make long-lasting lifestyle changes and gain a better understanding of their health before diabetes develops.
DiaBridge uses wearable CGM devices to gather real-time glucose readings, which is then combined with personal lifestyle data about daily routines, physical activity, and diet. An AI risk rating system is used to assess this data, estimating a person's chance of getting type 2 diabetes and making personalised suggestions. These could include calorie intake recommendations, exercise objectives, behavioural signals, and notifications of abnormal glucose patterns.
DiaBridge's dedication to access and connection to culture is one of its main advantages. The system is more inclusive for ethnic minority communities because it provides fluent in multiple languages help in languages like Punjabi and Urdu. Also the concept includes Community Health Workers (CHWs) to offer in-person assistance, especially to people who might have trouble using digital tools or understanding health information. No group is left out thanks to our mixed strategy.
DiaBridge's technology is based on safe cloud technologies that have been authorised by the NHS, like Microsoft Azure, and it complies with NHS Digital guidelines. To increase accuracy and reduce mistakes, machine learning models are trained on a variety of datasets. I am aware, though, the system bias is still a possible problem, especially for minority groups. Thus, continuous assessment and broad data gathering will be crucial (Tang et al., 2025).
Adults between the ages of 30 and 65 who reside in underprivileged areas are among DiaBridge's target the population, especially those of South Asian, Black African, and Black Caribbean ancestry. These groups are not currently served by current prevention programs and are at much higher risk. In keeping with NHS Core20PLUS5 goals, DiaBridge seeks to lower the incidence of T2D by at least 15% over a five-year period by prioritising early detection and treatment (NHS England, 2021).
Over the course of 36 months, DiaBridge will be developed according to a planned three-phase plan. I will test the platform in high-risk locations like Bradford, Birmingham, and London during the first phase (0–6 months). Co-design with patients and those involved, ethical approval, and community health worker training are all part of this step. he system will be expanded and studied in other areas during Phase 2 (6–18 months). Data will be gathered in order to assess cost-effectiveness, health outcomes, and user engagement. DiaBridge will be included into NHS services across the country in Phase 3 (18–36 months), with the use of already present systems like NICE guidelines (NICE, 2017).
Collaboration with important users, such as NHS England, local governments, GP practices, Integrated Care Boards, and community organisations, will be necessary for a smooth transition. Collaborations with wearable device makers and technology suppliers will also be important. Public health budgets and NHS research programs are two possible sources of funding.
From a legal standpoint, DiaBridge will comply with by GDPR to guarantee patient privacy and data security. As a Class II-A medical device, the wearable CGM device will comply with MHRA requirements. To guarantee that it satisfies safety and efficacy requirements, the system will also be in line with the NICE Digital Health Technologies Framework (NICE, 2025).
Both socially and financial terms, DiaBridge adds value. By focusing on the most vulnerable groups, it improves health outcomes, encourages preventive, and lessens health disparities. By avoiding costly complications including cardiovascular disease, kidney failure, and hospital admissions, it lowers long-term NHS expenses. This is consistent with the idea of shared value, according to which technology helps society and the economy (Porter and Kramer, 2019).
I am aware of some challenges, though, such as data privacy issues, rejection to new technology, and digital isolation. To address this, I will make sure that the community is strongly involved, offer in-person assistance through CHWs, and uphold openness about the usage of data. Building trust and educating people will be important to a successful adoption.
In conclusion, I firmly think that DiaBridge offers a workable, flexible, and creative answer to one of the most important health issues facing the UK. It provides a more complete and successful method of diabetes prevention by fusing wearable technology, AI technology, and community-based support.
I implore legislators and NHS management to back DiaBridge's test and adoption in high-risk areas. We can lower future healthcare costs, improve population health, and establish a fairer healthcare system for everyone by investing in prevention now.
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