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Article points

1.	Each	person	with	type 2	
diabetes should have a clinical 
review at least annually, 
and they are entitled to 15 
healthcare essentials, as 
advocated by Diabetes UK.

2. The review should include 
checks on HbA1c, blood 
pressure and lipid levels; 
eye, lower limb and renal 
assessments; diet and lifestyle 
advice; emotional and 
psychological support; support 
with any sexual problems 
and with smoking cessation; 
influenza	vaccination;	and	
a medication review.

3. In addition, all people with 
diabetes should have access to 
structured diabetes education; 
specialist diabetes care; and 
specialist preconception 
care, if needed.
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If treated suboptimally, type 2 diabetes can have devastating long-term complications, 
including cardiovascular disease, renal disease and blindness; however these can all be 
prevented. A crucial part of diabetes care is the clinical review, which each person with 
type 2 diabetes should undergo at least annually. These reviews will often be conducted 
by non-diabetes-specialist staff in primary care. This article is a guide to the basics that 
healthcare professionals should be aware of to effectively review a person with type 2 
diabetes, related to the 15 healthcare essentials advocated by Diabetes UK. Useful 
resources for both healthcare professionals and individuals with type 2 diabetes are 
signposted throughout the article to facilitate enhanced learning.

A tsunami of type 2 diabetes is upon us. 
In the UK, there are approximately 
3.7  million people diagnosed with 

diabetes, a further 1  million with undiagnosed 
diabetes, and a staggering 12.3  million thought 
to be at risk of developing the condition (Diabetes 
UK, 2018a). These numbers have doubled over the 
last 20 years and, in type 2 diabetes, are set only to 
increase further owing to the growing prevalence 
of obesity.

Type 2 diabetes is predominantly a progressive 
disorder defined by deficits in insulin secretion 
and action that lead to abnormal glucose 
metabolism and related metabolic derangements. 
Significant complications include those that are 
macrovascular – for example, cardiovascular 
disease – and those that are microvascular – 
including nephropathy, retinopathy, neuropathy 
and erectile dysfunction.

Globally, in 2017, there were 4  million deaths 
due to diabetes complications (International 
Diabetes Federation, 2017). This is one death 
every 8  seconds, despite research demonstrating 
that these complications can be avoided with 

early, appropriate lifestyle and medical treatment 
of all risk factors in type  2 diabetes (King et 
al, 1999; Gæde et al, 2016). The aim of type  2 
diabetes care, therefore, is to give a timely, holistic 
approach to include not just the management 
of hyperglycaemia but also cardiovascular and 
additional risk factors, so that we can add “years to 
life and life to years”.

Each person with type  2 diabetes should have 
a clinical review at least annually, and they are 
entitled to 15 healthcare essentials, as advocated by 
Diabetes UK (2019). These essentials are listed in 
Box 1.

Many annual type 2 diabetes reviews will be 
conducted by non-diabetes-specialist healthcare 
professionals. This article is designed to 
highlight and advise on the basics that healthcare 
professionals should be aware of to effectively 
review a person with type  2 diabetes. All of the 
15  healthcare essentials will be discussed in order, 
and there will be an emphasis on signposting to 
useful resources for both healthcare professionals 
and individuals with type  2 diabetes to facilitate 
enhanced learning.
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The 15 healthcare essentials
1. HbA1c test: glycaemic review
The NICE (2015a) NG28 guideline recommends 
that, in adults with type  2 diabetes, HbA1c levels 
should be measured at 3–6-monthly intervals 
until they are stable on unchanging therapy, 

and thereafter at 6-monthly intervals. Note, 
however, that HbA1c blood tests may not be 
reliable for certain cohorts, such as those with 
haemoglobinopathies, severe anaemia and those 
with HIV. In such cases, there may be a need to use 
other tests, such as fructosamine levels, in discussion 
with the local specialist diabetes team.

There is debate around optimal HbA1c levels, but 
most certainly one size does not fit all, and targets 
should be individualised based on many factors, 
such as age, duration of diabetes and frailty. A 
useful approach to individualising HbA1c targets is 
advocated by Inzucchi et al (2012), and is shown in 
Figure 1.

The management of those with suboptimally 
raised HbA1c levels is set out in the NICE 
(2015a) NG28 guidance and, more recently, 
in the SIGN  116 guidance (SIGN, 2017) and 
a joint position statement from the American 
Diabetes Association (ADA) and European 
Association for the Study of Diabetes (EASD; 
Davies et al, 2018). All current national and 
global diabetes guidance advocates lifestyle 
advice with metformin as the first choice of 

Figure 1. The approach to individualising glycaemic targets advocated by Inzucchi et al (2012).

Less 
stringent

More 
stringent

Approach to management 
of hyperglycaemia

Patient attitude and expected 
treatment efforts

Risks potentially associated 
with hypoglycaemia and 
other adverse events

Diabetes duration

Life expectancy

Important comorbidities

Established vascular 
complications

Resources and support system

Highly motivated and adherent; 
excellent self-care capacities

Low

Newly diagnosed

Long

Absent Few/mild

Less motivated and adherent; poor 
self-care capacities

High

Long-standing

Short

Severe

Absent

Readily available

Few/mild Severe

Limited

Box 1. The 15 healthcare essentials advocated 
by Diabetes UK (2019).

1. Blood glucose test (HbA1c test)

2. Blood pressure check

3. Cholesterol check

4. Eye screening

5. Foot and leg check

6. Kidney tests

7. Advice on diet

8. Emotional and psychological support

9. Diabetes education course

10. Care from diabetes specialists

11. Free flu jab

12. Good care if you’re in hospital

13. Support with any sexual problems

14. Help to stop smoking

15. Specialist care if you’re planning to have a baby

1 Blood glucose test (HbA1c test)  

2 Blood pressure check                 

3 Cholesterol check (for blood fats)               

4 Eye screening                              

5 Foot and leg check                     

6 Kidney tests                                

7 Advice on diet                             

8 Emotional and                              
psychological support                 

9 Group education course             

10 Care from diabetes specialists    

11 Free flu jab                                  

12 Good care if you’re in hospital     

13 Support with any                         
sexual problems 

14 Help to stop smoking                  

15 Specialist care if you’re               
planning to have a baby 

Getting the care you need

Healthcare  
Essentials15

When you have diabetes, you’re entitled to certain checks, 
tests and services every year. We call these the 15 Healthcare 
Essentials – these will help you manage your diabetes and  
they’re all free.

Take this list to your GP and start ticking the things off you’ve already got an 
appointment for. You won’t have all of these on the same day. Talk to your GP 
about the things you still need help arranging.
 

• I’ll ask my GP to help me get the things I haven’t ticked                              

• I know how to help manage things myself too, in between yearly checks    

• I’ll get more info from www.diabetes.org.uk/15-healthcare-essentials 

The British Diabetic Association operating as Diabetes UK, a charity registered in England and Wales (no. 215199) and in Scotland (no. SC039136).   
© Diabetes UK 2018 1463.

My action plan

https://www.diabetes.org.uk/resources-s3/2018-07/15-Healtcare-essentials.pdf
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1. The treatment of hypertension 
is the single most effective 
intervention to reduce the risk 
of macrovascular complications 
in	type 2	diabetes.

2. SIGN recommends a 
blood pressure target of 
<130/80 mmHg,	while	
NICE recommends a target 
of	<140/90 mmHg.	People	
who are found to be hyper- 
or hypotensive should 
be reviewed monthly.

3. Managing lipids is another 
important component of 
the diabetes review. NICE 
advocates that, in primary 
prevention, those with a 
QRISK2 score above 10% 
should be offered atorvastatin 
20 mg,	titrating	upwards	to	
achieve a >40% reduction 
in non-HDL cholesterol.

4. SIGN recommends that all 
those	with	type 2	diabetes	aged	
>40 years	be	offered	simvastatin	
40 mg	or	atorvastatin	10 mg.	
In secondary prevention, 
both guidelines recommend 
atorvastatin	80 mg,	if	tolerated.

oral therapy, unless contraindicated. Of note, 
however, is that the newer guidelines, such as 
SIGN and ADA/EASD, have taken into account 
the positive cardiovascular outcomes trial data 
relating to the sodium–glucose cotransporter  2 
(SGLT2) inhibitors empaglif lozin, canaglif lozin 
and dapaglif lozin, and the glucagon-like 
peptide-1 (GLP-1) receptor agonists liraglutide 
and semaglutide. The guidelines suggests that, 
after metformin, the second-line choice for those 
with a history of atherosclerotic cardiovascular 
disease or heart failure should be one of these 
medications. For a brief summary of the 
ADA/EASD guideline, click here (Down, 2018).

In contrast to intensifying therapies for the 
treatment of raised blood glucose, there is also a 
need to consider de-escalating therapies in those 
who may have lowered HbA1c or are experiencing 
hypoglycaemia. This is particularly relevant in 
people prescribed insulin and/or sulfonylureas. 
Those who are older, frail, have had significant 
weight loss or are receiving end-of-life care are 
a notable cohort at risk of overtreatment of 
hyperglycaemia (Strain et al, 2018). This can 
contribute to episodes of hypoglycaemia, which 
has significant implications in terms of quality 
of life, morbidity and even mortality (Frier et al, 
2011).

2. Blood pressure/hypertension review
The treatment of hypertension is the single 
most effective intervention to reduce the risk of 
macrovascular complications in type  2 diabetes 
(Yudkin et al, 2010). A meta-analysis by Ray et al 
(2009) has shown that, for every 200 people treated 
over 5  years, reducing blood pressure by 4  mmHg 
prevented 13 cardiovascular events, compared 
with eight events by reducing LDL-cholesterol by 
1 mmol/L and only two events by reducing HbA1c 
by 10  mmol/mol (0.9%). Indeed, the landmark 
UKPDS (UK Prospective Diabetes Study) showed 
that tight blood pressure control reduced the risk of 
overall diabetes-related endpoints by 24% (UKPDS 
Group, 1998).

The pathways for the diagnosis and management 
of hypertension in diabetes are described in 
SIGN  116 and NICE  CG127 guidance (SIGN, 
2010; NICE, 2011). There is growing evidence 
to support aiming for a blood pressure of 

<130/80  mmHg (Whelton et al, 2018), and the 
SIGN guidance recommends this level, while 
the NICE guidance still recommends a target of 
<140/90  mmHg. Again, however, blood pressure 
targets should be individualised, not only to avoid 
the overtreatment of the frail and elderly, but also 
to avoid undertreating those with compounding 
risk factors, such as renal disease, retinopathy, heart 
failure and a history of stroke.

People who are found to be hyper- or 
hypotensive should be reviewed monthly (or sooner 
if the blood pressure is particularly high or low). 
Lifestyle advice and the titration or de-escalation 
of medications, in line with NICE/SIGN 
guidance, until an appropriate blood pressure 
level has been attained, is indicated for effective 
management. An angiotensin-converting enzyme 
(ACE) inhibitor, such as ramipril, is generally the 
first-line drug of choice in type  2 diabetes unless 
the person is of African–Caribbean descent or 
planning to conceive, in which cases a calcium 
channel blocker (CCB) should be considered 
(SIGN, 2010; NICE, 2011).

3. Cholesterol/lipid review
Having diabetes doubles the risk of having a heart 
attack or stroke; therefore, managing lipids is an 
important component of the diabetes review. The 
recommended management of lipids is set out in 
SIGN 116 and NICE CG181 guidance (SIGN, 2010; 
NICE, 2014a). NICE advocates that, in primary 
prevention, those with a QRISK2 score above 10% 
should be offered atorvastatin 20  mg, titrating 
upwards to achieve a >40% reduction in non-HDL 
cholesterol. SIGN recommends that all those with 
type 2 diabetes aged >40 years be offered simvastatin 
40  mg or atorvastatin 10  mg. In secondary 
prevention, both guidelines recommend atorvastatin 
80 mg, if tolerated.

Of concern is that, although cardiovascular 
disease is the most common cause of death in 
diabetes, in a recent survey of those with and 
without a link to diabetes, only 2% spontaneously 
said that stroke was a complication of the 
condition, and only 6% mentioned heart attacks 
(Diabetes  UK, 2018b). There is a clear education 
piece missing about the association of complications 
with diabetes, which underlines the need to 
convey the seriousness of diabetes and its potential 

https://www.diabetesonthenet.com/journals/issue/552/article-details/new-adaeasd-guideline-huge-leap-forward-treatment-type-2-diabetes
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1. Diabetes is the leading cause 
of preventable sight loss 
in the UK. All those living 
with diabetes should receive 
annual retinal screening by an 
optometrist or ophthalmologist.

2. The diabetes review should 
include a foot assessment 
(checking for appearance, foot 
pulses,	monofilament	wire	and	
vibration sensations), as well 
as educating the individual 
to look after their feet.

3. Assessment and management 
of estimated glomerular 
filtration	rate	(eGFR)	and	
urinary microalbumin levels 
are	a	significant	element	of	the	
diabetes review, along with 
providing sick day guidance 
to avoid acute kidney injury.

consequences, whilst being mindful to present a 
positive view that, with lifestyle modification and 
correct medical management, these complications 
can be minimised or prevented.

4. Eye/retinopathy screening
Diabetes is the leading cause of preventable sight 
loss in the UK. All those living with diabetes 
should receive annual retinal screening by an 
optometrist or ophthalmologist. It is important that 
we promote the importance of this at the diabetes 
review, but also that we manage other risk factors, 
such as smoking, hypertension and blood glucose 
levels, so that retinopathy might be prevented or its 
trajectory changed.

Diabetic retinopathy is classified in four stages: 
background, pre-proliferative, proliferative and 
maculopathy. Early detection and treatment of 
retinopathy is vital in halting this progression.

5. Foot and leg check
Diabetes leads to 169 amputations every week, 
which equates to 24 amputations a day, or one per 
hour; however, only 25% of people with diabetes 
in the Diabetes UK (2018b) survey said that foot 
problems could be a complication of diabetes. 
Clearly, again, this demonstrates the need not 
only to perform a foot assessment (checking for 
appearance, foot pulses, monofilament wire and 
vibration sensations) but also the need to educate the 
person in front of us that diabetes can cause major 
foot problems, and to promote the importance of 
looking after their feet, being aware of any signs 
for concern and knowing what to do if such signs 
are present.

Each area should have a relevant pathway for 
foot referrals to podiatry based on whether the 
foot is deemed to be low-, moderate- or high-risk. 
Immediate referral to a footcare specialist is vital for 
those with infection, active ulceration or suspected 
Charcot foot. There is a wealth of resources from 
Diabetes UK on foot care, including Information 
Prescriptions, which have been separated into advice 
for the effective management of low- and moderate/
high-risk feet.

Full guidance on diabetes foot care and the 
management of painful neuropathy is described 
within SIGN 116 (SIGN, 2010) and NICE NG19 
and CG173 guidance (NICE, 2013; 2015b). 

The foot examination is not easily learnt from 
a text book; however, NHS Scotland has some 
good illustrative modules, including videos on 
how to physically check the foot (available at: 
www.diabetesframe.org).

6. Renal assessment
People who have diabetes in addition to chronic 
kidney disease (CKD) have an approximately 50% 
higher risk of end-stage renal disease, cardiovascular 
complications and death than those at a similar 
level of renal disease without diabetes. Therefore, 
assessment and management of estimated 
glomerular filtration rate (eGFR) and urinary 
microalbumin levels are a significant element of 
the diabetes review. Reducing other risk factors for 
cardiovascular disease (e.g. lipids, blood pressure 
and unhealthy lifestyle) in this cohort is vital. 
Prescribing safely and the importance of conveying 
sick day guidance to avoid acute kidney injury 
should be part of the diabetes review. A useful 
acronym for the medications that may need to be 
temporarily stopped during illness is SADMANS, 
as shown in Table 1. Once the person is feeling 
better and able to eat and drink for 24–48 hours, 
these medications should be restarted.

In addition to SIGN 116 and NICE CG182 
guidance (SIGN, 2010; NICE, 2014b), helpful 
resources on the diagnosis and management of 
CKD include the “How to” series published in 
Diabetes & Primary Care (Gadsby, 2017; Diggle, 
2017). In this series there are step-by-step algorithms 
which can be printed out and laminated to help 
the busy practitioner in effectively diagnosing 
and managing CKD in terms of eGFR and 
microalbuminuria. There are also many patient 
and healthcare professional resources produced 
by Kidney Care UK and the Think Kidneys 
organisation.

All those with CKD stage ≥3 and/or confirmed 
positive urine microalbumin should be offered a 
statin without the need for a QRISK2 score, and 
should be offered an ACE inhibitor such as ramipril 
or, if this is not tolerated, an angiotensin receptor 
blocker (ARB).

A useful chart outlining the frequency of 
measuring and reviewing eGFR in those with 
diabetic kidney disease can be found in Table 2 
(NICE, 2014b).

https://www.diabetes.org.uk/professionals/resources/resources-to-improve-your-clinical-practice/information-prescriptions-qa
https://www.diabetes.org.uk/professionals/resources/resources-to-improve-your-clinical-practice/information-prescriptions-qa
https://www.diabetes.org.uk/resources-s3/2018-06/Diabetes%20UK%20Information%20Prescription%20-%20Feet%20%28low%20risk%29_0.pdf
https://www.diabetes.org.uk/resources-s3/2018-06/Diabetes%20UK%20Information%20Prescription%20-%20Feet%20%28moderatehigh%20risk%29_0.pdf
https://www.diabetes.org.uk/resources-s3/2018-06/Diabetes%20UK%20Information%20Prescription%20-%20Feet%20%28moderatehigh%20risk%29_0.pdf
http://www.diabetesframe.org/
https://www.diabetesonthenet.com/journals/issue/132/article-details/how-to-diagnose-manage-and-monitor-microalbuminuria
https://www.diabetesonthenet.com/journals/issue/133/article-details/how-to-diagnose-and-monitor-ckd
https://www.kidneycareuk.org/about-kidney-health/order-or-download-booklets
https://www.thinkkidneys.nhs.uk/aki/resources/primary-care


The diabetes review: A guide to the basics

Journal of Diabetes Nursing Volume 23 No 1 2019 6

7. Diet and lifestyle advice
As with all long-term conditions, the backbone 
of the diabetes review needs to be the delivery of 
appropriate and tailored lifestyle advice. This has 
gathered momentum recently with the results 
of the DiRECT study (Lean et al, 2018), which 
has demonstrated the possibility of halting the 
progression of type  2 diabetes and even inducing 
remission, by use of a calorie-restricted diet. 
NHS England has recently announced funding for 
pilot sites to offer very-low-calorie diets for people 
with type  2 diabetes, and findings from these 
interventions, including their sustainability, will 
be eagerly awaited. Currently, however, a search on 
social media sites will lead to an array of conflicting 
advice about diets and activity schedules advocated 
for the prevention, remission and treatment of 
type 2 diabetes. It is important that we give advice 
to people with diabetes based on evidence, and that 
we signpost those in our care to trusted sources, 
such as the recently published Diabetes UK dietary 
guidelines (Twenefour et al, 2018), so that people 
can make appropriate and safe lifestyle changes.

Dietary foundation stones are to look at portion 
sizes and foods advocated in Mediterranean-style 
diets, such as increased vegetables, fruits, whole 
grains, fish, nuts and pulses, and to eat less red and 
processed meat, refined carbohydrates and sugar-
sweetened beverages. Reduced salt intake is also 
important. A Mediterranean meal plan is available 
from Diabetes UK at: https://bit.ly/2IrY1Tv.

Any increased activity is beneficial, and this needs 
to be individualised based on a person’s physical 
ability. It is suggested that 150 minutes of moderate 
exercise per week, including aerobic and resistance 
activities, with no more than two days lapsing 
without exercise, be encouraged (Colberg et al, 
2016).

8. Emotional and psychological support
Unlocking the key to behaviour change and evoking 
lifestyle adjustment is reliant on the engagement of 
the person with diabetes. Factors such as diabetes 
distress, anxiety and depression can thwart such 
engagement and often result in non-attendance 
at reviews, difficulty in following lifestyle advice 
and not taking medications as prescribed. The 
prevalence of depression is approximately twice 
as high in people with diabetes as in the general 

population (Kreider et al, 2017). The language 
we use in talking about diabetes is important, and 
NHS England (2018) has recently published a 
document which can help healthcare professionals 

S Sulfonylureas
May increase the risk of hypoglycaemia, especially if dietary 

intake is reduced

A ACE inhibitors

If taken during an acute illness that can lead to dehydration, 

there is an increased risk of developing acute kidney injury 

due to reduced renal efferent vasoconstriction

D Diuretics
If taken during an acute illness that can lead to dehydration, 

there is an increased risk of developing acute kidney injury

M Metformin
If taken during an acute illness that can lead to dehydration, 

there is an increased risk of developing lactic acidosis

A ARBs
If taken during an acute illness that can lead to dehydration, 

there is an increased risk of developing acute kidney injury

N NSAIDs

If taken during an acute illness that can lead to dehydration, 

there is an increased risk of developing acute kidney 

injurydue to reduced renal afferent vasodilation

S SGLT2 inhibitors

If taken during an acute illness that can lead to dehydration, 

there is an increased risk of developing euglycaemic 

diabetic ketoacidosis

ACE=angiotensin-converting	enzyme;	ARB=angiotensin	receptor	blocker;	 

NSAID=non-steroidal anti-inflammatory drug; SGLT2=sodium–glucose cotransporter 2.

Table 1. SADMANS rules. There are several classes of drugs that should be 
temporarily stopped in conditions that could lead to complications.

ACR categories (mg/mmol),  
description and range

A1 <3
Normal to  

mildly 
increased

A2 3–30
Moderately 
increased

A3 >30
Severely 
increased

eG
FR

 c
at

eg
or

ie
s,

 d
es

cr
ip

ti
on

 a
nd

 r
an

ge G1	≥90
Normal and high

≤1 1 ≥1

G2 60–89
Mild reduction

≤1 1 ≥1

G3a 45–59
Mild-to-moderate 
reduction

1 1 2

G3b 30–44
Moderate-to-
severe reduction

≤2 2 ≥2

G4 15–29
Severe reduction

2 2 3

G5 <15
Kidney failure

4 ≥4 ≥4

Table 2. Frequency of monitoring of eGFR for people 
with, or at risk of, CKD (adapted from NICE CG182).

https://www.diabetes.org.uk/professionals/position-statements-reports/food-nutrition-lifestyle/evidence-based-nutrition-guidelines-for-the-prevention-and-management-of-diabetes
https://www.diabetes.org.uk/professionals/position-statements-reports/food-nutrition-lifestyle/evidence-based-nutrition-guidelines-for-the-prevention-and-management-of-diabetes
https://www.diabetes.org.uk/guide-to-diabetes/enjoy-food/eating-with-diabetes/meal-plans-/mediterranean
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in achieving effective conversations in diabetes 
(available at: https://bit.ly/2tpAmt9).

It is important to assess for any emotional and 
psychological factors, and to signpost to services 
and other healthcare professionals that can help to 
manage these effectively. There is growing evidence 
around the use of “social prescribing” in type  2 
diabetes (NHS England, 2014). This encourages 
people to engage with activities such as walking 
and cycling clubs and gardening and knitting 
groups, which aid with social interactions and can 
be particularly helpful for those experiencing low 
motivation levels and loneliness.

9. Access to diabetes education
It is estimated that a person with diabetes will spend 
at most 2–3 hours a year with their healthcare 
professional; for the remaining 8757 hours of the 
year, they are on their own. With less than 10% 
of people attending formal diabetes structured 
education (Diabetes UK, 2017a), due to a variety 
of barriers, we need to consistently incorporate 
education within the diabetes review to ensure 
that the seriousness of long-term complications is 
conveyed, alongside the benefits of effective self-
care and management. The use of resources such as 
Diabetes UK’s Information Prescriptions and their 
recent Be in the Know tools are an excellent way of 
facilitating this and signposting not just the person 
with diabetes but also their families and carers to 
further information and support.

The recently published NHS 10-year plan (NHS 
England, 2019) has diabetes education high on 
its priorities, and it includes the pledge to “expand 
the provision of structured education and digital 
self-management support tools”. An example of 
a digital app demonstrating positive outcomes is 
My Diabetes My Way, which is offered throughout 
Scotland with an uptake of 10% of the population. 
NHS England also has a webpage listing approved 
digital apps that are appropriate for people with 
type  2 diabetes (available at: https://apps.beta.
nhs.uk/category/diabetes).

10. Care from diabetes specialists
The realisation of limitations in knowledge, skills 
and experience when caring for people with diabetes 
is paramount. Type  2 diabetes can predominantly 
be managed in primary care, but there are times 

when referral to diabetes specialist teams may 
be indicated. Diabetes care models such as the 
Portsmouth Super Six (Nicholson et al, 2016) have 
set out such circumstances, and these are generally 
inpatient care; antenatal diabetes; poorly controlled 
type  1 diabetes, including adolescents; low eGFR 
and people on dialysis; foot complications; and 
insulin pump services.

11. Influenza and pneumococcal vaccinations
People with diabetes should be offered an influenza 
vaccination annually and a pneumococcal 
vaccination as a one-off unless they meet the criteria 
for more frequent pneumococcal vaccination (Public 
Health England, 2018). People with diabetes are at 
increased risk of developing severe complications 
after influenza virus infection, with three times the 
likelihood of hospitalisation and four times the risk 
of intensive care admission once hospitalised (Allard 
et al, 2010; Hulme et al, 2017).

12. Good care in hospital
One in five inpatients with diabetes will have an 
episode of hypoglycaemia during their hospital stay. 
Almost 46% of inpatients will have a medication 
error related to their diabetes medication and a 
quarter with type  1 diabetes will develop diabetic 
ketoacidosis after undertreatment with insulin 
(Diabetes UK, 2017b). This serves to underline 
the theme throughout this article of encouraging 
self-ownership of diabetes so that individuals are 
empowered to better care for themselves, in the 
hope that such startling inpatient statistics will see 
an improvement. Specific advice is available on 
how to prepare for hospital admission and surgery 
(Dhatariya, 2018).

13. Support with any sexual problems
Discussion of erectile dysfunction can be difficult 
to initiate; however, it is estimated that 35–90% of 
men with diabetes globally are affected by erectile 
dysfunction, and 27% of women with type  1 
diabetes report sexual dysfunction (Enzlin et al, 
2003; Malavige and Levy, 2009). Identification 
of reversible or modifiable risk factors, including 
lifestyle or drug-related influences in men, is 
described in a NICE (2017) Clinical Knowledge 
Summary. The summary also provides guidance on 
management, to include pharmacological treatment.

Types of Information Prescriptions
We provide eight different Information Prescriptions. These cover key health 
markers that influence someone’s risk of complications as well as additional 
information that clinicians and people with diabetes have asked for.

Cholesterol

HbA1c

Blood pressure

Mood

Contraception and pregnancy

Feet

Keeping your kidneys healthy

Kidney disease

These are our three core 
Information Prescriptions. 
They focus on the three 
key health markers that 
influence someone’s risk of 
complications, where only 
36 per cent of people with 
diabetes achieve the NICE 
recommended targets.  
People outside these targets 
are at higher risk of blindness, 
kidney failure, amputation, 
heart attack or stroke.

Language Matters 

Language and diabetes

https://www.england.nhs.uk/wp-content/uploads/2018/06/language-matters.pdf
https://www.diabetes.org.uk/professionals/resources/resources-to-improve-your-clinical-practice/information-prescriptions-qa
https://www.diabetes.org.uk/be-in-the-know-healthcare-essentials
https://nhsaccelerator.com/innovation/my-diabetes-my-way
https://apps.beta.nhs.uk/category/diabetes
https://apps.beta.nhs.uk/category/diabetes
https://www.diabetesonthenet.com/journals/issue/473/article-details/how-prepare-people-diabetes-surgery
https://cks.nice.org.uk/erectile-dysfunction
https://cks.nice.org.uk/erectile-dysfunction
https://diabetes-resources-production.s3-eu-west-1.amazonaws.com/diabetes-storage/migration/pdf/INFO%2520P%2520RESOURCE_no%2520print%2520marks.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/06/language-matters.pdf
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It is relevant to advise that erectile dysfunction 
can respond well to a combination of lifestyle 
changes and drug treatment, advocating, where 
appropriate, weight loss, smoking cessation, reduced 
alcohol consumption, improving HbA1c and 
increasing physical activity. In women, this area 
is poorly researched and guidance is welcomed. 
Psychosexual counselling may also be of benefit.

14. Help to stop smoking
It has been evident throughout this article that 
smoking cessation is of paramount importance 
in reducing risk factors relating to the long-term 
complications of diabetes. Encouragement and 
support with smoking cessation is significant and 
highly beneficial. There are a vast array of services 
to help with smoking cessation available from 
the NHS.

15. Specialist care for those planning to have 
a baby
Preconception advice for women of child-bearing 
age is an important consideration at the diabetes 
review, as only around 8% of women with 
diabetes are adequately prepared for pregnancy 
(Diabetes  UK, 2015). Women should be advised 
to aim for a HbA1c of <48 mmol/mol (6.5%), take 
folic acid at the prescription-only strength of 5 mg 
daily and have a medication review to suspend 
any medications that may be teratogenic. With 
regard to antidiabetes medications, only metformin 
and insulin are thought to be safe to use in 
preconception and pregnancy (NICE, 2015c).

Medication review
Although not specified in the Diabetes UK list of 
essentials, medication review is clearly a crucial part 
of the annual review. In reviewing medications, 
particularly when intensifying treatment, it is 
always important to look back and assess which 
medications have been effective, and to be alert to 
stopping those which are ineffective. Some studies 
suggest that up to a third of people with type  2 
diabetes do not take their prescribed diabetes 
medications (McGovern et al, 2018), so it is useful 
to ascertain which ones are actually being taken.

As previously discussed, always be observant 
for any overtreatment of conditions such as 
hyperglycaemia and hypertension, especially in 

the frail and/or elderly, and consider de-escalation 
of medications in these circumstances. We have 
already discussed sick day guidance and medications 
to suspend when unwell/susceptible to dehydration.

Those taking medications that can induce 
hypoglycaemia (i.e. sulfonylureas, prandial 
glucose regulators and insulin) will need special 
consideration, with discussion of hypoglycaemia and 
its prevention, signs, symptoms and management. 
A patient information leaflet on hypoglycaemia 
is available for free from TREND-UK (2018) 
at: https://bit.ly/2WzlXZ9. It is also essential to 
discuss DVLA (2018) regulations on driving and 
hypoglycaemia and to support access to capillary 
blood glucose monitoring. A how-to guide on 
assessing fitness to drive is available from Brown and 
Diggle (2017). Review of glucose self-monitoring, 
including when it is required, correct technique, 
timing, interpretation of results and actions to take 
depending on levels, should be undertaken at least 
annually (TREND-UK, 2017).

Those taking injectable therapies, such as GLP-1 
receptor agonists and insulin, should be reminded 
about the storage, disposal, preparation and timing 
of their injections, and observation and palpation 
of injection sites is relevant in ensuring correct 
injection technique and site rotation to avoid the 
formation of areas of lypohypertrophy (Injection 
Technique Matters, 2018).

Summary
This has been a whistle-stop tour of the diabetes 
review, with signposts to numerous useful resources 
looking at specific areas in greater detail. There 
is much to consider, but hopefully this article has 
highlighted the need for a multifactorial approach 
in effective diabetes management, not just the 
management of blood glucose and HbA1c levels. 
As we tackle the type  2 diabetes tsunami before 
us, never forget the very basics of Engagement, 
Education, Enablement and Empowerment, in order 
that healthcare professionals and those in our care, 
including their families and carers, may learn to surf 
the tidal wave with confidence! n

Allard	R,	Leclerc	P,	Tremblay	C,	Tannenbaum	TN	(2010)	Diabetes	
and	 the	 severity	 of	 pandemic	 influenza	 A	 (H1N1)	 infection.	
Diabetes Care 33: 1491–3

Brown	P,	Diggle	J	(2017)	How	to...	assess	fitness	to	drive.	Diabetes & 
Primary Care 19: 149–150

 k WHY IS THIS LEAFLET FOR YOU?

You have been prescribed a treatment which may cause hypoglycaemia. This leaflet will 
give you essential information on:

• What is a “hypo”?
• Symptoms
• Who gets a hypo?
• How do I treat my hypo?
• How do I avoid a hypo?
• Driving and hypos
• What else do I need to know?

DIABETES:  
WHY DO I 
SOMETIMES FEEL 
SHAKY, DIZZY 
AND SWEATY?
HYPOGLYCAEMIA 
EXPLAINED

LIF
ESTYLE

The leaflet was developed by TREND UK 
in collaboration with MSD. This leaflet was 

initiated, funded and distributed by MSD.
DIAB-1243757-0012  
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About this series
The aim of the “How to” 
series is to provide readers 
with a guide to clinical 
procedures and aspects 
of diabetes care that are 
covered in the clinic setting.

What and why
This summarises guidance 
for healthcare professionals 
(HCPs) in Assessing Fitness 
to Drive June 2017 (available 
at: www.gov.uk/dvla/
fitnesstodrive). Refer to the 
guide for more detailed advice.

Consider providing leaflet 
INF188/2: Information for 
drivers with diabetes or the 
DIABINF leaflet A guide to 
insulin treated diabetes and 
driving, downloadable from 
the DVLA website, or the 
Diabetes: Safe driving and 
the DVLA leaflet available 
at http://trend-uk.org, to 
support verbal discussions.

Make it clear to patients 
that it is their responsibility 
to notify the DVLA of their 
diabetes if they meet the 
notification criteria in Box 1 
or start insulin.

HCPs should always record 
in the consultation notes that 
advice has been provided 
regarding driving and diabetes 
to avoid future legal action.

All HCPs who provide 
guidance on diabetes should 
familiarise themselves fully 
with chapter 03 of Assessing 
Fitness to Drive and other 
sections as appropriate, and 
discuss with colleagues or the 
DVLA Medical Team if they 
are uncertain about how to 
interpret guidance in relation 
to individual patients.

Assessing fitness to drive

Group 1 drivers (car and motorcycle)

Emergency vehicle drivers
The same medical standards apply for drivers of police, fire, coastguard, ambulance and health service vehicles 
as for Group 1 and 2 drivers unless higher standards are set by individual forces or organisations. However, the 
Medical Advisory Panel on Diabetes and Driving has recommended that drivers with insulin-treated diabetes do 
not drive emergency vehicles due to difficulties adhering to the monitoring processes required when driving in 
response to an emergency.

Taxi drivers
Standards are set by 
Transport for London and 
individual Local Authorities. 
The guide for Local 
Authorities recommends 
taxi drivers should meet the 
same medical standards as 
Group 2 drivers.

Diet and 
lifestyle only

l May drive 
and need not 
notify DVLA

l If a notifiable 
condition (see 
Box 1) develops, 
must not drive and 
must notify DVLA

l Must have no other 
reason for DVLA 
medical enquiries

Other medications, 
including non-insulin 

injectables
May drive and need not notify 
the DVLA if:

l None of the notifiable 
conditions in Box 1 (if any 
of these develop, must not 
drive and must notify DVLA)

l No other reason for DVLA 
medical enquiries

Insulin
Group 1 recommendations for insulin-treated drivers (1–3-year licence)

l Must not have any of the notifiable conditions (except insulin use) in Box 1 (if any 
of these develop, must not drive and must notify DVLA)

l Must practise appropriate blood glucose monitoring as defined by the Honorary 
Medical Advisory Panel on Driving and Diabetes:

– Blood glucose testing no more than 2 hours before the start of the first journey

– Every 2 hours while driving

– Applicants asked to sign an undertaking to comply with the directions of 
the HCPs treating their diabetes and to report any significant change in their 
condition to the DVLA immediately

– More frequent self-monitoring if greater risk of hypoglycaemia (physical activity, 
altered meal times)

l Not recognised as a likely risk to the public while driving

Box 1. Notifiable conditions (see Appendix D of Assessing Fitness to Drive)
By law, Group 1 drivers must notify the DVLA if they:

l Need treatment with insulin

l Have more than one episode of severe hypoglycaemia within the last 12 months or if they  
or their medical team believe they are at high risk of developing severe hypoglycaemia

l Develop impaired awareness of hypoglycaemia 

l Develop severe hypoglycaemia while driving

l Need laser treatment in both eyes or in the remaining eye if sight in only one eye

l Have problems with vision in both eyes or in the remaining eye if sight in only one eye. All drivers need to be 
able to read a car number plate in good daylight at 20 metres, with glasses or contact lenses if needed. Visual 
acuity must be at least 6/12 (0.5 decimal) with both eyes open or in the one eye if monocular vision, with glasses 
or contact lenses if needed

l Develop problems with circulation or sensation in the legs or feet restricting the types of vehicle they can drive

l Have an existing medical condition that gets worse or develop another condition that may affect driving safely

Note: Group 1 drivers treated with temporary insulin do not need to notify the DVLA provided they remain 
under medical supervision, are not advised that they are at increased risk of disabling hypoglycaemia and 
treatment does not continue for more than 3 months, or, in the case of gestational diabetes, for more than 
3 months post-delivery. Group 2 drivers must notify the DVLA.

Sulfonylureas and glinides
May drive and need not notify DVLA if:

l No more than one episode of severe 
hypoglycaemia in last 12 months

l Detection of hypoglycaemia by self-
monitoring of blood glucose (SMBG) at 
times relevant to driving and clinical factors

l Under regular review
l None of the notifiable conditions in 

Box 1 (if any of these develop, must 
not drive and must notify DVLA)

l No other reason for DVLA medical 
enquiries (e.g. neurological or respiratory)

How to assess fitness to drive

2/16

INF188/2

Information for 
drivers with diabetes 

treated by non 
insulin medication, 

diet, or both.
Please keep this leaflet safe so you can 

refer to it in the future 

Drivers do not need to tell us if their diabetes 
is treated by tablets, diet, or both and they are 
free of the complications listed over the page.

Some people with diabetes develop associated 
problems that may affect their driving.

Ref: Tab1

15684

Hypoglycaemia (low blood sugar)
Hypoglycaemia (also known as a hypo) is the medical 
term for a low blood glucose (sugar) level.

Severe hypoglycaemia means the assistance of 
another person is required. The risk of hypoglycaemia 
is the main danger to safe driving and can occur with 
diabetes treated with insulin or tablets or both. This 
may endanger your own life as well as that of other road 
users. Many of the accidents caused by hypoglycaemia 
are because drivers carry on driving even though they 
get warning symptoms of hypoglycaemia. If you get 
warning symptoms of hypoglycaemia while driving you 
must stop as soon as safely possible – do not ignore 
the warning symptoms.

Early symptoms of Hypoglycaemia include:
n	 Sweating, shakiness or trembling, feeling hungry, 

fast pulse or palpitations, anxiety, tingling lips.
If you don’t treat this it may result in more severe 
symptoms such as:

n	 Slurred speech, difficulty concentrating, confusion, 
disorderly or irrational behaviour, which may be 
mistaken for drunkeness.

If left untreated this may lead to unconsciousness.

What you need to tell us about
By law you must tell us if any of the following applies:

n	 You suffer more than one episode of severe 
hypoglycaemia within the last 12 months. You must 
also tell us if you or your medical team feel you are 
at high risk of developing severe hypoglycaemia. For 
Group 2 drivers (bus/lorry), one episode of severe 
hypoglycaemia must be reported immediately.

n	 You develop impaired awareness of hypoglycaemia.  
 (Difficulty in recognising the warning symptoms of   
 low blood sugar).

n	 You suffer severe hypoglycaemia while driving. 
n	 You need treatment with insulin.
n	 You need laser treatment to both eyes or in the 

remaining eye if you have sight in one eye only.
n	 You have problems with vision in both eyes, or in 

the remaining eye if you have sight in one eye only. 
By law, you must be able to read, with glasses or 
contact lenses if necessary, a car number plate in 
good daylight at 20 metres. In addition, the visual 
acuity (with the aid of glasses or contact lenses if 
worn) must be at least 6/12 (0.5 decimal) with both 
eyes open, or in the only eye if monocular.

n	 You develop any problems with the circulation, 
or sensation in your legs or feet which makes it 
necessary for you to drive certain types of vehicles 
only, for example automatic vehicles, or vehicles 
with a hand operated accelerator or brake.  
This must be shown on your driving licence.

n	 An existing medical condition gets worse or you 
develop any other condition that may affect your 
driving safely.

In the interests of road safety, you must be sure that you 
can safely control a vehicle at all times.

How to tell us
If your doctor, specialist or optician tells you to report 
your condition to us, you need to fill in a Medical 
Questionnaire about diabetes (DIAB1). You can 
download this from  
www.gov.uk/driving-medical-conditions
Phone: 0300 790 6806.
Write to: 
Drivers Medical Group 
DVLA 
Swansea 
SA99 1TU

Useful address
Diabetes UK Central Office 
Macleod House 
10 Parkway 
London 
NW1 7AA
Diabetes UK Website:  
www.diabetes.org.uk

Find out about DVLA’s online services

Go to: www.gov.uk/browse/driving

Advice for drivers at risk 
of hypoglycaemia while 
driving can be accessed 
at: http://trend-uk.org

Understanding  
Diabetes

Diabetes:

l		The law: Your responsibilities 

l		Do I need to notify the DVLA?

l		Other circumstances

l		What if I have an accident?

l		 Safe driving

Safe driving  
and the DVLA

What if I have an accident?

l Having a hypo means that your blood  
glucose level is too low (less than 4 mmol/L).

l Act IMMEDIATELY by eating or drinking 
something that will raise your blood glucose 
quickly.

l Never ignore the warning signs.
l Make sure other people know what to do 

when you are having a hypo.
l Always carry glucose, a blood glucose meter 

and diabetes identification.

Remember …

l Diabetes UK careline: 0845 120 2960
l Diabetes UK: www.diabetes.org.uk
l Driver and Vehicle Licensing Agency:  
 www.gov.uk 
l TREND-UK: www.trend-uk.org
References
1. DVLA (2016) Information for drivers with diabetes treated by 

non insulin medication, diet, or both. DVLA, Swansea
2. Diabetes UK (2012) Driving and the New Medical Standards for 

People with Diabetes. Diabetes UK, London

If you have an accident, even if you feel it is 
not your fault, test your blood glucose level to 
demonstrate whether or not you were hypo.
If you have a hypo while driving, you may 
be charged with driving under the influence 
of a drug (insulin or diabetes tablet), driving 
without due care and attention, or dangerous 
driving. If you have a hypo at the wheel, you 
must inform the DVLA as soon as you can.

   Having diabetes 
does not mean that you have 

to give up driving ...” 
“

Safe driving
l Keep hypo treatments in the car at all times.
l If you inject insulin, check your blood glucose no 

longer than 2 hours before driving and then every 
2 hours on long journeys.  You may need to do this 
if you take tablets that may cause hypos. Group 2 
drivers (bus/lorry) on a sulphonylurea or glinide 
are required by law to monitor their blood glucose 
level at least twice daily and at times relevant to 
driving.1,2

l Do not drive if your blood glucose is less than 
5 mmol/L. If your reading is between 4 and 
5 mmol/L, eat a small starchy snack like 2 plain 
biscuits or a piece of fruit. If your blood glucose is 
less than 4 mmol/L, treat the hypo and do not drive 
for at least 45 minutes after you have recovered.

This leaflet was initiated and fully funded by MSD. This leaflet 
was developed by TREND-UK and SB Communications Group 

in collaboration with MSD.

If you have a hypo while driving, stop the 
car as soon as possible. Remove the keys 
to demonstrate you are not in charge 
of the car, and move into the passenger 
seat if safe to do so. Treat the hypo as 
advised. You should not drive for at least 
45 minutes after recovery because your 
response rate will be slower.

Further information

Date of preparation: May 2016 
Job code: DIAB-1181048-0001

https://www.nhs.uk/live-well/quit-smoking/nhs-stop-smoking-services-help-you-quit/
http://trend-uk.org/wp-content/uploads/2018/03/A5_6pp_Hypo_TREND_CONNECT.pdf
https://www.diabetesonthenet.com/journals/issue/455/article-details/how-assess-fitness-drive
https://www.diabetesonthenet.com/journals/issue/455/article-details/how-assess-fitness-drive
https://trend-uk.org/injection-technique-matters
https://trend-uk.org/injection-technique-matters
http://trend-uk.org/wp-content/uploads/2018/03/A5_6pp_Hypo_TREND_CONNECT.pdf
https://www.diabetesonthenet.com/journals/issue/455/article-details/how-assess-fitness-drive


The diabetes review: A guide to the basics

9 Journal of Diabetes Nursing Volume 23 No 1 2019

Colberg	SR,	Sigal	RJ,	Yardley	JE	et	al	(2016)	Physical	activity/exercise	
and diabetes: a position statement of the American Diabetes 
Association. Diabetes Care 39: 2065–79

Davies MJ, D’Alessio DA, Fradkin J et al (2018) Management of 
hyperglycaemia in type 2 diabetes, 2018. A consensus report 
by the American Diabetes Association (ADA) and the European 
Association for the Study of Diabetes (EASD). Diabetologia 61: 
2461–98

Dhatariya K (2018) How to... prepare people with diabetes for 
surgery. Diabetes & Primary Care 20: 53–4

Diabetes UK (2015) Pregnancy care for women with diabetes 2015. 
A summary report about the quality of treatment and care before 
and during pregnancy for women with diabetes. DUK, London. 
Available	at:	https://bit.ly/2PNZ1kw	(accessed	30.01.19)

Diabetes UK (2017a) How good is diabetes care in England and 
Wales? A summary of findings from the National Diabetes Audit. 
DUK, London. Available at: https://bit.ly/2LvRMM3 (accessed 
30.01.19)

Diabetes UK (2017b) One in five inpatients with diabetes have hypos 
in hospital. DUK, London. Available at: https://bit.ly/2RYQFfJ 
(accessed 30.01.19)

Diabetes UK (2018a) Number of people living with diabetes 
doubles in twenty years. DUK, London. Available at: https://bit.
ly/2LWSFPq	(accessed	30.01.19)

Diabetes UK (2018b) Diabetes not taken seriously by UK public. 
DUK, London. Available at: https://bit.ly/2vGvml7 (accessed 
30.01.19)

Diabetes UK (2019) Annual Diabetes Checks. DUK, London. 
Available at: https://bit.ly/2yAKGQn (accessed 30.01.19)

Diggle J (2017) How to… diagnose and monitor CKD. Diabetes & 
Primary Care 19: 59–60

Down S (2018) The new ADA/EASD guideline: A huge leap forward 
in the treatment of type 2 diabetes. Journal of Diabetes Nursing 
22: JDN034

DVLA (2018) Assessing fitness to drive – a guide for medical 
professionals. DVLA, Swansea. Available at: https://bit.ly/2R4JvGs 
(accessed 30.01.19)

Enzlin	P,	Mathieu	C,	Van	den	Bruel	A	et	al	 (2013)	Prevalence	and	
predictors of sexual dysfunction in patients with type 1 diabetes. 
Diabetes Care 26: 409–14

Frier BM, Schernthaner G, Heller SR (2011) Hypoglycemia and 
cardiovascular risks. Diabetes Care 34(Suppl 2): 132–7

Gadsby R (2017) How to… diagnose, manage and monitor 
microalbuminuria. Diabetes & Primary Care 19: 13

Gæde	P,	Oellgaard	J,	Carstensen	B	et	al	(2016)	Years	of	life	gained	
by multifactorial intervention in patients with type 2 diabetes 
mellitus and microalbuminuria: 21 years follow-up on the 
Steno-2 randomised trial. Diabetologia 59: 2298–307

Hulme	KD,	Gallo	LA,	Short	KR	(2017)	Influenza	virus	and	glycemic	
variability in diabetes: a killer combination? Front Microbiol 8: 
861

Injection	 Technique	 Matters	 (2018)	 Best practice guideline to 
support correct injection technique in diabetes care. TREND-UK. 
Available	 at:	 https://trend-uk.org/injection-technique-matters	
(accessed 30.01.19)

International Diabetes Federation (2017) IDF Diabetes Atlas (8th 
edition). IDF, Brussels, Belgium. Available at: https://bit.ly/2RX1Gyg 
(accessed 30.01.19)

Inzucchi	 SE,	 Bergenstal	 RM,	Buse	 JB	 et	 al	 (2012)	Management	 of	
hyperglycemia in type 2 diabetes: a patient-centered approach: 
position statement of the American Diabetes Association (ADA) 
and the European Association for the Study of Diabetes (EASD). 
Diabetes Care 35: 1364–79

King	P,	Peacock	I,	Donnelly	R	(1999)	The	UK	Prospective	Diabetes	
Study	(UKPDS):	clinical	and	therapeutic	implications	for	type	2	
diabetes. Br J Clin Pharmacol 48: 643–8

Kreider KE (2017) Diabetes distress or major depressive disorder? 
A practical approach to diagnosing and treating psychological 
comorbidities of diabetes. Diabetes Ther 8: 1–7

Lean	ME,	Leslie	WS,	Barnes	AC	et	al	(2018)	Primary	care-led	weight	
management for remission of type 2 diabetes (DiRECT): an open-
label, cluster-randomised trial. Lancet 391: 541–51

Malavige LS, Levy JC (2009) Erectile dysfunction in diabetes 
mellitus. J Sex Med 6: 1232–47

McGovern	 A,	 Tippu	 Z,	 Hinton	 W	 et	 al	 (2018)	 Comparison	 of	
medication adherence and persistence in type 2 diabetes: 
A  systematic	 review	 and	meta-analysis.	Diabetes Obes Metab 
20: 1040–3

NHS England (2014) Building health partnerships: Social 
prescribing in City and Hackney. NHSE, London. Available at: 
https://bit.ly/2UvjCwu (accessed 30.01.19)

NHS England (2018) Language Matters: Language and diabetes. 
NHSE, London. Available at: https://bit.ly/2tpAmt9 (accessed 
30.01.19)

NHS England (2019) Planning for the next 10 years of the NHS: 
A guide to help your discussions. NHSE, London. Available at: 
https://bit.ly/2O7CleL	(accessed	30.01.19)

NICE (2011) Hypertension in adults: diagnosis and management 
[CG127] (updated 2011). NICE, London. Available at: 
www.nice.org.uk/guidance/cg127 (accessed 30.01.19)

NICE (2013) Neuropathic pain in adults: pharmacological 
management in non-specialist settings [CG173] (updated 2018). 
NICE, London. Available at: www.nice.org.uk/guidance/cg173 
(accessed 30.01.19)

NICE (2014a) Cardiovascular disease: risk assessment and reduction, 
including lipid modification [CG181] (updated 2016). NICE, 
London. Available at: www.nice.org.uk/guidance/cg181 
(accessed 30.01.19)

NICE (2014b) Chronic kidney disease in adults: assessment and 
management [CG182] (updated 2015). NICE, London. Available 
at: www.nice.org.uk/guidance/cg182 (accessed 30.01.19)

NICE (2015a) Type 2 diabetes in adults: management [NG28] 
(updated 2017). NICE, London. Available at: www.nice.org.uk/
guidance/ng28 (accessed 30.01.19) 

NICE (2015b) Diabetic foot problems: prevention and management 
[NG19] (updated 2016). NICE, London. Available at: 
www.nice.org.uk/guidance/ng19 (accessed 30.01.19)

NICE (2015c) Diabetes in pregnancy: management from 
preconception to the postnatal period [NG3]. NICE, London. 
Available at: www.nice.org.uk/guidance/ng3 (accessed 30.01.19)

NICE (2017) Clinical Knowledge Summaries: Erectile dysfunction. 
NICE, London. Available at: https://cks.nice.org.uk/erectile-
dysfunction (accessed 30.01.19)

Nicholson	EJ,	Cummings	MH,	Cranston	ICP	et	al	(2016)	The	Super	
Six model of care: Five years on. Diabetes & Primary Care 18: 
221– 6

Public	 Health	 England	 (2018)	 Pneumococcal: the green book, 
chapter 25.	 PHE,	 London.	 Available	 at:	 https://bit.ly/2RZ2jY8	
(accessed 30.01.19)

Ray KK, Seshasai SR, Wijesuriya S et al (2009) Effect of intensive 
control of glucose on cardiovascular outcomes and death in 
patients with diabetes mellitus: a meta-analysis of randomised 
controlled trials. Lancet 373: 1765–72

SIGN (2010) SIGN 116: Management of diabetes (updated 2017). 
SIGN, Edinburgh. Available at: https://bit.ly/2Gb1xjF (accessed 
30.01.19)

SIGN (2017) SIGN 154: Pharmacological management of glycaemic 
control in people with type 2 diabetes. SIGN, Edinburgh. 
Available at: https://bit.ly/2Gb1xjF (accessed 30.01.19)

Strain WD, Hope SV, Green A et al (2018) Type 2 diabetes mellitus 
in older people: a brief statement of key principles of modern 
day management including the assessment of frailty. A national 
collaborative stakeholder initiative. Diabet Med 35: 838–45

TREND-UK (2017) Blood glucose monitoring guidelines. Consensus 
Document. TREND-UK. Available at: https://bit.ly/2DMFpKJ 
(accessed 30.01.19)

TREND-UK (2018) Diabetes: Why do I sometime feel shaky, dizzy 
and sweaty? Hypoglycaemia explained. TREND-UK. Available at: 
https://bit.ly/2WzlXZ9	(accessed	30.01.19)

Twenefour	D,	Dyson	PA,	Hill	A	et	al	(2018)	Evidence-based nutrition 
guidelines for the prevention and management of diabetes. DUK, 
London. Available at: https://bit.ly/2xR60mp (accessed 30.01.19)

UK	 Prospective	 Diabetes	 Study	 Group	 (1998)	 Tight	 blood	
pressure control and risk of macrovascular and microvascular 
complications	in	type	2	diabetes:	UKPDS	38.	BMJ 317: 703–13

Whelton	 PK,	 Carey	 RM,	 Aronow	 WS	 et	 al	 (2018)	 2017	 ACC/
AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA	
Guideline	 for	 the	 Prevention,	 Detection,	 Evaluation,	 and	
Management	 of	 High	 Blood	 Pressure	 in	 Adults:	 Executive	
Summary: A Report of the American College of Cardiology/
American	 Heart	 Association	 Task	 Force	 on	 Clinical	 Practice	
Guidelines. Hypertension 71: 1269–324

Yudkin	JS,	Richter	B,	Gale	EA	(2010)	Intensified	glucose	lowering	in	
type 2 diabetes: time for a reappraisal. Diabetologia 53: 2079–85

“The aim of 
type 2 diabetes 

care, therefore, is 
to give a timely, 

holistic approach 
to include not just 

the management of 
hyperglycaemia but 
also cardiovascular 
and additional risk 

factors, so that we can 
add ‘years to life and 

life to years’.”


