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Key points 

• Digital diabetes education programmes can have benefits but are not a replacement for group-
based options. 

• NHS Healthy Living for People with Diabetes, a digital diabetes education programme that is 
available for free throughout England, has major limitations. 

• There is no direct evidence supporting the use of NHS Healthy Living, as it is significantly different to 
the predecessor programmes which had been the subject of the studies which were carried out. 

• The indirect evidence that is available suggests that NHS Healthy Living is not likely to help 
participants achieve meaningful improvements in blood glucose control or other markers of health. 

• It is also unlikely to help participants reduce medication needs, achieve remission, or feel more 
empowered; whilst there are reasonable doubts as to whether it is truly cost-effective. 

• The content of NHS Healthy Living is outdated and fails to reflect the positive messages that 
contemporary evidence allows, including that type 2 diabetes does not need to be progressive, 
remission is possible for many, and a range of dietary approaches can be effective. 

• There are also concerns that NHS Healthy Living may increase health inequalities through being less 
accessible for individuals from certain groups. 

• The way NHS Healthy Living has been promoted has lacked transparency and is often misleading, 
with questions remaining around its selection for national implementation. 
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Abstract 

In recent years digital diabetes education programmes have become increasingly popular. Although 
they have clear benefits, they should not be considered to provide a complete solution to meet the 
educational needs of all people with type 2 diabetes. NHS Healthy Living for People with Diabetes, a 
digital diabetes education programme, has been made available throughout England without cost to 
NHS commissioners or patients. This makes the programme an attractive proposition for stretched 
healthcare services. There is however no direct evidence supporting the use of NHS Healthy Living, as it 
is significantly different to the predecessor programmes which had been the subject of the studies 
which were carried out. The (indirect) evidence that is available does not suggest that participation in 
the programme is likely to lead to clinically meaningful improvements in blood glucose control, a 
reduced need for diabetes medications, remission of type 2 diabetes, increased patient 
empowerment, or reduced diabetes-related distress. There are also concerns that it fails to reflect 
significant shifts in how type 2 diabetes is considered and managed (including that the condition need 
not be progressive and that a range of dietary approaches can be effective), that it may not be truly 
cost-effective, and that it might increase health inequalities. As such, questions should be asked as to 
how and why this programme has been chosen for national implementation. 

 

Introduction 

It is estimated that nearly 6 million people in the UK are living with diabetes, 90% of whom have type 2 
diabetes1. Type 2 diabetes can lead to serious health consequences2 and places a huge financial 
burden on health services3, so effective care is essential. Group-based structured education 
programmes are well established as a part of routine care for people with type 2 diabetes and within 
National Institute for Health and Care Excellence (NICE) guidelines4, with clear and consistent 
evidence supporting the efficacy of such approaches5-9. 

In recent years, digital diabetes education programmes have become increasingly popular. A wide 
range of options are now available, including the NHS Healthy Living for People with Diabetes 
Programme (hereafter referred to simply as “NHS Healthy Living”). This programme is available 
throughout England without cost to NHS commissioners or patients, making it an attractive proposition 
for stretched healthcare services. It is however essential that we give pause for thought when 
considering what options are made available to patients. Choices should not be made purely based on 
short-term financial considerations, as such decisions risk a significant increase in longer-term costs 
and complications if the programmes adopted are ineffective. 

It is also important to bear in mind that although NHS Healthy Living does not cost NHS providers or 
patients anything, the national implementation of the programme constitutes a significant investment 
of NHS funds. It is therefore important to consider whether this money has been utilised fairly and 
justifiably, or whether it could have been better applied elsewhere. To this end, the current article 
critically appraises NHS Health Living, and the evidence used to support its adoption. 

Before proceeding, it is worth noting that it is not the stated intention of NHS Health Living to displace 
other forms of education for people with diabetes. In fact, NHS England has communicated to NHS 
providers that this programme was intended to be an addition to existing offerings, not a replacement 
for them10. However, the authors are aware of multiple cases where the replacement of existing 
offerings with NHS Healthy Living is being proposed. Further, in a recent appraisal of the national 
implementation of the programme it is reported that some areas considered NHS Health Living to be a 
duplication of existing programmes, with one case site stopping commissioning another programme as 

This preprint research paper has not been peer reviewed. Electronic copy available at: https://ssrn.com/abstract=5191501

Pr
ep

rin
t n

ot
 p

ee
r r

ev
ie

w
ed



3 
 

a result10. As such, the risk of NHS Healthy Living displacing other programmes needs to be taken 
seriously, and consideration needs to be afforded to the potential impact this could have on the quality 
of diabetes care in England. 

 

The case for digital programmes 

Growing evidence suggests that digital education programmes can be effective in the context of type 2 
diabetes management11-13. There are also clear potential benefits to the use of digital programmes 
compared to the use of face-to-face group programmes, some of which are summarised in Table 1. 
Importantly, the appropriate utilisation of such programmes may help to reduce inequalities and 
increase the uptake of diabetes education. It is beyond the scope of the current article to explore the 
general benefits of digital programmes further, but it is clear they have a place as part of the menu of 
options available to support people with type 2 diabetes in trying to improve their health.  

 

Table 1. Possible Benefits of Digital Diabetes Education Programmes 

More accessible for people who cannot attend a group programme*. 

May reduce costs for participants (e.g., by removing costs associated with transport or childcare)*. 

Increased flexibility – participants can access programmes at times, and in places, that suit them. 

May increase engagement with individuals who will not attend a group programme. 

More easily scaled up than group programmes (e.g., by removing limits based on the  
availability of staff and/or physical spaces from which to deliver programmes*). 

Reduced delivery costs (e.g., through removal of the need to pay 
staff and/or for physical spaces from which to deliver programmes*) †. 

Shorter waiting times (i.e., participants can be set-up almost immediately,  
rather than having to wait for a place on a suitable programme to be available). 

Less impact if an individual does not engage (i.e., if an individual does not attend a group programme 
their place cannot usually be filled, so is wasted – this is not the case with digital programmes). 

Content can often be updated more quickly and easily. 

* These issues can also be reduced or removed through the provision of remotely delivered group programmes. 
† This does not consider possible costs associated with development or the provision of additional support. 
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NHS Healthy Living 

NHS Healthy Living is one such digital education programme. It was derived from HeLP-Diabetes, an 
online education programme developed at University College London, and is well placed to command 
a significant proportion of the diabetes education “market”. This is predominantly because it has been 
made free to access, as a result of significant funding from NHS England. Its branding as an NHS 
programme also gives it an advantage over its competition. These advantages mean it is particularly 
important that commissioners, decision makers and healthcare professionals are aware of its 
strengths and limitations, to allow them to make informed decisions about how to use it. Cost should 
never be the only factor considered when making healthcare decisions on an individual or systemic 
basis. As it has been adopted for national rollout, it is also reasonable to expect a high level of evidence 
to support its effectiveness. 

 

NHS Healthy Living – Strengths 

Potential strengths of NHS Healthy living, in addition to those of digital diabetes education programmes 
more broadly (see Table 1), are not limited to the absence of cost to NHS providers and patients. One 
such strength is that the programme presents information through a mixture of modalities, including 
text-based articles, videos, and interactive quizzes. This helps to ensure the content is more engaging 
to the user than if a single method has been used (e.g., if all content is purely text based and/or lacks 
interactive elements). There are also a range of tracking tools, including a food diary and the ability to 
enter data for steps, weight and blood glucose control. These tools are useful for patients and may help 
to encourage prolonged engagement. 

Another key benefit is the inclusion of interviews with people living with diabetes. This helps to provide 
a patient perspective and to make the programme more personable, something that is often lacking in 
digital interventions. By comparison, the opportunity to engage with other people with diabetes during 
group-based programmes can sometimes be as important as the content of the education. The 
inclusion of this content in NHS Healthy Living cannot completely replicate the interactions that take 
place during group programmes, but they may help to mitigate their loss. 

Finally, the inclusion of goal setting tools is another strength, particularly as steps asking the individual 
to consider how important their goal is to them, and to think about potential barriers between them and 
their goal(s), are included. Many goal setting tools omit these important steps, and focus on “what” 
rather than “why”. It is the “why” that keeps people going if things become difficult though, as they 
often do when making lifestyle changes. 

 

NHS Healthy Living – Limitations 

Despite these general strengths, there are some key concerns and limitations with NHS Healthy Living. 
These issues, which are summarised in Table 2 and explored further below, raise questions as to 
whether NHS Health Living should be widely promoted, and as to how this programme came to be the 
NHS’ choice for national roll out over any of the other available options. This is particularly the case 
given the absence of an open, transparent and competitive process. 
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Table 2. Limitations of NHS Healthy Living for People with Diabetes 
No direct evidence to support its use* 

 Poor uptake† 
Poor completion rates† 

Small, non-clinically meaningful improvements in blood glucose control† 
No reduction in medication needs† 

No evidence that participants are likely to achieve remission† 
No improvement in body weight management† 

No improvement in blood pressure† 
No improvements in blood lipid levels† 

No increase in feelings of empowerment or self-efficacy† 
No reduction in diabetes related distress† 

Uncertainty over cost-effectiveness† 
Removal of onboarding process (compared to predecessor programmes) may further reduce uptake 

No additional support provided 
Content is outdated and fails to reflect the positive messages that contemporary evidence allows 

Concerns that the programme may increase health inequalities 
* This is due to the major changes made to the programme compared to the predecessor programmes which 
were the subject of the studies that have been carried out. 
† These are all based on studies of the predecessor programmes. None of these factors have been assessed for 
the version of the programme that has been implemented nationally. 

 

 

Evidence base 

The first significant limitation of NHS Healthy Living, and perhaps the most concerning in relation to 
whether the national adoption of this programme was justified, is that (despite claims to the contrary) it 
is not truly based on a programme which has been appraised in a controlled trial14. To support this 
discussion, an overview of how the programme has changed over time is provided in Figure 1. 

As introduced previously, NHS Healthy Living is based on the HeLP-Diabetes programme. Although 
there has been a trial of HeLP-Diabetes15, this was of the original unstructured version of the 
programme, which participants engaged with in a non-linear fashion (i.e., they did not work through a 
set programme in a pre-defined order). In 2013, incentives were introduced to encourage general 
practices in England to refer patients to structured diabetes education. In response to this, HeLP-
Diabetes was adapted into a structured programme (i.e., participants completed it in a set order). This 
was a significant change to the nature of the programme. NHS Healthy Living is based on this 
structured programme, and as such is not based on the programme which was assessed in the HeLP-
Diabetes trial. Despite this, evidence from the HeLP-Diabetes trial (which, as discussed subsequently, 
is limited in itself) is still used to support the use of NHS Healthy Living. The appropriateness of this is 
debatable, particularly as there has been a lack of transparency over the discrepancies between the 
programme currently being offered to people with diabetes and the programme on which the evidence 
used to support its use is based. 

The structured version of HeLP-Diabetes from which NHS Healthy Living is derived has never been the 
subject of a controlled trial. It has only ever been appraised in a small “real-world study”, which 
assessed the feasibility, acceptability and impact of the programme in five general practices in 
London16. This assessment found poor uptake and completion rates: of 791 people who registered to 
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use the programme, only 188 (23.8%) started the programme and just 74 (9.4%) completed it. The 
number of patients who were invited to engage with the programme but never registered to do so is not 
reported, thus actual uptake may be significantly lower than the rate reported. Whether NHS Healthy 
Living can help to address concerns over the take up of diabetes education – one of the primary 
arguments used to supports its adoption - is therefore debatable. Further, there was no assessment of 
changes in blood glucose control, or other objective markers of health, in this study. There is therefore 
no meaningful evidence to support the use of the structured version of the HeLP-Diabetes programme, 
and the limited evidence that is available suggests that engagement with the programme was poor. 

It is also important to note that further changes were made to the programme during national rollout 
(this is explored in the next section). This creates an even greater gap between NHS Healthy Living and 
the programme that was the subject of the HeLP-Diabetes trial. 

 

 

 

 

 

 

Figure 1. NHS Healthy Living is NOT the programme that was assessed in the HeLP-Diabetes Trial 

Initial HeLP-Diabetes programme developed,  
as an unstructured programme (2011-2013) 

[Initial, unstructured, HeLP-Diabetes Programme was  
the subject of a randomised controlled trial (2013-2015)] 

 
 

Incentives encouraging referrals to structured diabetes  
education programmes introduced (2013) 

HeLP-Diabetes  
[Structured 

Programme] 

NHS Healthy Living  
[Structured 

Programme] 

HeLP-Diabetes  
[Unstructured 
Programme] 

(significant changes  
to programme) 

(significant changes  
to programme) 

First major removal from initial programme: 
HeLP-Diabetes adapted, to become  

a structured programme (2014-2016) 

[The structured version of HeLP-Diabetes was the  
subject of a non-randomised, real-world study (2016);  

this version of the programme has NOT been the subject of a 
randomised controlled trial] 

Second major removal from initial programme: 
structured version of HeLP-Diabetes adapted  

into NHS Healthy Living (2019-2021) 

[NHS Healthy Living has NOT been the subject  
of a randomised controlled trial] 
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Programme fidelity 

As introduced above, there are significant differences between the NHS Healthy Living programme that 
is available nationally and the original version of HeLP-Diabetes (see Figure 1). Ultimately, NHS Healthy 
Living is meaningfully different to any version of the programme which has been the subject of a formal 
study, despite evidence from these studies being used to justify its widespread implementation. 
Supporting this assertion, a 2022 paper assessing fidelity of NHS Healthy Living to HeLP-Diabetes 
highlighted significant differences between the programmes14. Although it was concluded that NHS 
Healthy Living had good fidelity to HeLP-Diabetes in relation to the behaviour change techniques used, 
major alterations were identified, including, but not limited to, the removal of the onboarding and 
additional support elements. These points are explored further below. 

In relation to the first key point of difference noted above – the removal of the onboarding processes – 
user initiation was facilitated by an introductory training session with a practice nurse in the HeLP-
Diabetes trial, to ensure patients knew how to access and navigate the programme. By contrast, this 
does not occur for NHS Healthy Living. As a result, uptake and engagement (which were already poor 
for the structured version of HeLP-Diabetes16) may be reduced. If these introductory sessions were run, 
to avoid this potential issue, then the costs associated with the delivery of the programme at a local 
level would no longer be zero and there would be an increased burden on staff within primary care to 
support this. As a result, some of the key arguments for adoption of NHS Healthy Living would be 
reduced or removed. 

In relation to the second key point of difference – the absence of additional support elements - the 
HeLP-Diabetes trial included follow-up telephone calls, and participants had access to a moderated 
forum. No additional support is provided to participants of NHS Healthy Living. This is a significant 
change, and a major limitation that is likely to negatively impact on the effectiveness of the programme. 

Although some adaptations are inevitable to facilitate large-scale implementation of interventions 
developed through smaller trials, the nature of the differences between NHS Healthy Living and the 
programme(s) on which it is based (and from which the evidence used to support its implementation is 
derived) is concerning. It is also of note that the initial implementation plan for NHS Healthy Living, 
which involved a phased rollout in 10 early engagement areas to develop and test strategies for 
national deployment, was not able to be carried out due to the onset of the COVID pandemic. Although 
this was unavoidable, it is likely to have exacerbated some of the issues faced when adapting the 
programme for widespread use. It may help to explain some of the concerns and confusion that were 
identified during the appraisal of the initial application of the programme too10. 

Every change and alteration further removes NHS Healthy Living from the evidence base upon which it 
is founded, and further increases the perception (as explored subsequently) that some of the claims 
used to promote it are misleading. To the knowledge of the authors, there has been no meaningful 
assessment of the impact of any of the changes that have been made. Ultimately, the incongruence 
between the programme(s) from which the evidence base was derived and the programme that has 
been implemented nationally is problematic, particularly when there is such limited evidence of 
effectiveness for any version of the programme. Despite this, in the absence of any other evidence 
outcomes from the trial of the unstructured version of the HeLP-Diabetes Programme are used in the 
following sections as a proxy indicator of NHS Healthy Living’s possible impact. It is however important 
that these sections are considered in the context of the limitations that have already been discussed. 
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Cost-effectiveness 

The principal rationale for adopting NHS Healthy Living, at least in areas where the authors have direct 
experience of commissioners looking to replace existing options with this programme, is unsurprisingly 
the cost (or lack thereof). It is therefore important to note that the initial economic evaluation of the 
programme did not provide clear evidence that participation in the programme would reduce spending 
per patient over time. Attempting to reduce costs by adopting this programme solely because it is free 
of charge may therefore be a false economy. 

Within the initial NHS promotion of the programme, it was claimed that there would be savings of £111 
per patient. However, in the analysis this value was derived from the 95% confidence intervals for the 
estimated savings ranged from a saving of £384 per patient to an increased spend of £136 per patient17. 
As such, it is possible that running the programme could cost the NHS more per person than if usual 
care was provided. This analysis does not therefore provide robust evidence that the programme would 
lead to savings. Further, these values were taken from an analysis using imputed data. When only data 
from complete cases were used the mean estimated saving was reduced to £37 per patient, with 95% 
confidence intervals ranging from a saving of £367 to an increased spend of £282 per patient. Although 
it can be debated which of these methods is most appropriate, the presentation of the more favourable 
outcome, without making the nature of the analysis clear or providing the confidence intervals for 
context, can be considered misleading. 

It should be noted that a later analysis did conclude that NHS Healthy Living is cost-effective, based on 
the willingness-to-pay threshold set by NICE per quality-adjusted life year (QALY) gained18. There was 
however significant uncertainty in this outcome, with 95% confidence intervals for the cost per QALY 
gained ranging from £-203,949 all the way up to £190,267 in the complete case analysis. In addition to 
this high degree of uncertainty, and as noted by the authors of this analysis, a QALY is not a clinical 
outcome, and it does not have a straightforward association with outcomes such as HbA1c. As such, 
these findings should not be considered independently of other evidence pertaining to the 
effectiveness of the programme. 

For comparison, group education has been demonstrated to be highly cost-effective19,20, likely in part 
because it allows multiple patients to be given help and support simultaneously. In one independent 
review, the X-PERT Diabetes programme was found to be the most cost-effective lifestyle 
intervention19. Further, it has previously been estimated that national implementation of X-PERT 
Diabetes could result in annual savings to the NHS of £367 million21, a value that would likely be higher 
today due to improvements in the effectiveness of the programme (as demonstrated by improved 
outcomes during annual audits) and increases in the costs associated with managing diabetes. 

 

Effectiveness for improving blood glucose control 

Although an imperfect marker, HbA1c is the most commonly used indicator of effectiveness for 
interventions aimed at people with diabetes. In the HeLP-Diabetes trial, the HbA1c reduction was 
small, with a reduction of just 0.8mmol/mol in the intervention group at 12 months compared to 
baseline15. This is not a clinically meaningful reduction, even though it was promoted as such by the 
NHS when NHS Healthy Living was launched. Further, the difference between the control group and the 
intervention group was also small (-2.6 mmol/mol), and was primarily driven by the 1.8 mmol/mol 
increase in HbA1c in the control group. Accepting such small improvements in blood glucose control is 
unambitious, at best, at a time where it is increasingly clear that significant improvements in diabetes 
management, and even remission of type 2 diabetes, are possible. 
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By comparison, the mean reduction in HbA1c in the most recent annual audit of X-PERT programmes 
was 8.6mmol/mol at 12 months (95% confidence intervals -8.5 to -8.3mmol/mol; n=2,542)22, more than 
10 times greater than the decrease shown in the programme on which NHS Healthy Living is based. In 
the original X-PERT clinical trial, HbA1c was reduced by 6.0 mmol/mol at 14 months23. 

 

Effectiveness for reducing medication requirements 

Contemporary evidence has demonstrated that a reduced requirement for medications is a realistic 
target for many people with type 2 diabetes, with published guidance available to support practitioners 
in facilitating this in individuals following certain dietary approaches24. These reductions in medication 
needs are because the adoption of suitable lifestyle changes can lead to improvements in the risk factors 
such medications are intended to address, and thus the need for them is reduced or removed. The 
prospect of reducing the need for medication is a strong motivator for many people, as it can have a 
significant impact on physical, mental and social health and wellbeing (including through reducing the 
risk of side-effects such as hypoglycaemia). Reducing the use of diabetes medications can result in 
significant savings too: diabetes medications account for approximately 15% of all prescription costs in 
England, with £1.53 billion spent on drug items prescribed for the treatment of diabetes in 2022/233.  

To the knowledge of the authors, there has been no evidence presented demonstrating a reduction in 
medication requirements following attendance of NHS Healthy Living. Indeed, in analyses of the HeLP-
Diabetes programme there was actually a small increase in the mean cost of medication per user per 
month17. Further, there were no participants at 12 months who were recorded as taking no medication, 
thus there cannot have been any cases of complete omission of diabetes medications (and, as a brief 
aside, there cannot have been any participants amongst those for whom this data was available who 
achieved remission of their type 2 diabetes, as continuing to take diabetes medications precludes them 
being classified as such based on the most widely accepted definition25). 

Again, NHS Healthy Living’s performance in this area does not compare favourably to existing 
programmes. In the original controlled trial of the X-PERT Diabetes programme, for example, the 
programme was shown to be effective for reducing diabetes medication (with a “number needed to 
treat” of seven for this outcome)23. Audit data since the trial suggests that the proportion of participants 
of X-PERT programmes who are able to reduce their medication needs has increased. This is not 
surprising, based on developments in diabetes care (such as the move towards supporting a broader 
range of dietary approaches to meet patient needs) and changes in the perspective of how type 2 
diabetes is managed (such as increased awareness around the possibility of achieving diabetes 
remission, and the fact type 2 diabetes need not be a progressive condition, that allow for a more positive 
approach to be taken). The results from the most recent audit, for example, show that over half of the 
participants for whom relevant data were available (576/1,144; 50.3%) reduced the amount of diabetes 
medication they needed by 6 months22. 

 

Effectiveness for improving other markers of health 

The HeLP-Diabetes trial failed to achieve clinically important or statistically significant improvements 
in systolic blood pressure, diastolic blood pressure, body mass index (which actually showed a mean 
increase in the intervention group), total cholesterol, or HDL-cholesterol15. There were therefore no 
statistically significant improvements in any of the health markers that were measured, beyond the 
small, non-clinically meaningful decrease in HbA1c noted before. In contrast, in the published 2021 
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audit of X-PERT Programmes, statistically significant improvements were seen for body weight, body 
mass index, waist circumference, systolic blood pressure, diastolic blood pressure, Non-HDL 
cholesterol, triglycerides, total cholesterol to HDL ratio, and triglycerides to HDL ratio26. These findings, 
which are consistent with those observed in other annual audits of X-PERT Programmes, suggest these 
programmes have a wide range of benefits beyond improved blood glucose control; an assertion that 
cannot be made for NHS Healthy Living, based on the available evidence.  

 

Effectiveness for improving participant empowerment or self-efficacy 

Type 2 diabetes is a condition where individuals are required to manage their own health for long 
periods of time. It has previously been estimated that, on average, people with diabetes spend just 3 
hours per year with their care team; leaving them to self-manage their health for the remaining 8,757 
hours27. The ability of education programmes to help people with diabetes feel more capable and 
confident with managing their health is therefore exceptionally important. It could even be argued that 
this is the primary benefit of such programmes, as opposed to more prescriptive interventions which 
do little to support sustainable self-management. In the HeLP-Diabetes trial, there was not a 
statistically significant improvement in diabetes self-management efficacy15. Conversely, participants 
of X-PERT programmes consistently exhibit significant improvements in empowerment, as assessed 
using the validated Diabetes Empowerment Scale-Short Form (DES-SF) questionnaire28. This is 
evidenced by a statistically significant improvement in the X-PERT clinical trial23 and an increase of 
approximately 20% consistently observed in annual audits (including in the published 2021 audit 
results26 and the most recent audit report22). 

 

Effectiveness for reducing diabetes related distress 

Promotion of NHS Healthy Living has claimed that attendance of the programme results in a reduction 
in diabetes related distress. However, in the trial on which the programme is based, the outcome for 
this metric, as measured using the Problem Areas in Diabetes (PAID) scale29, was not statistically 
significant15. Support for this claim (i.e., of a reduction in diabetes related distress) instead comes from 
a smaller, non-randomised trial30, which should not be given more weighting than the clinical trial. It 
could therefore be argued that results have been cherry picked to support favourable outcomes, 
particularly as the source of the information was not made clear. Ultimately, the claim that attendance 
of NHS Healthy Living reduces diabetes related distress can be considered to be misleading. For X-
PERT Programmes, there was a statistically significant improvement in the “psychosocial adjustment 
to diabetes” subscale of the empowerment score utilised in the clinical trial23. 

 

Nature and tone of content 

Over the course of the last decade there has been a significant shift in how type 2 diabetes (and its 
management) is viewed. As noted previously, this includes important advances in understanding how 
remission is possible for many31, and a change in dietary guidance from many major relevant 
organisations to acknowledge, for example, that one-size-does-not-fit-all and that a range of dietary 
approaches can be effective32-35. These advances are not fairly reflected within NHS Healthy Living, and 
thus large elements of the programme can be considered to be outdated. 
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Firstly, the programme does not support the use of individualised and flexible dietary approaches, as is 
recommended by organisations such as Diabetes UK33. Instead, it focuses predominantly on the 
promotion of a low-fat diet, often through broad, vague allusions to a “balanced and healthy diet”, 
which is largely meaningless terminology that provides no practically useful information to the 
participant. This does not support patient choice, and so reduces the chance that individuals will be 
able to adopt an approach that fits their needs and preferences. The ability to do this is essential if they 
are to be able to maintain any lifestyle changes they make long-term.  

Further, although remission is mentioned, the programme predominantly frames type 2 diabetes as a 
progressive condition. This archaic messaging undermines the messages of patient hope that more 
contemporary evidence supports. Patient hope, often centred around the prospect of reducing 
medication needs and/or achieving remission of type 2 diabetes, is a powerful motivator that should be 
built into the key messages of education programmes and diabetes care more broadly. This is missing 
from NHS Healthy Living. 

Where content has been added in line with more contemporary guidance (including brief allusions to 
remission and dietary approaches beyond a low-fat diet, for example) this is superficial. It has also 
been done in a way that a creates a contradiction with much of the content of the programme, as other 
sections have not been updated accordingly. This is more likely to cause confusion than to promote 
increased feelings of empowerment.  

 

Additional Support 

For many people (with or without diabetes) it is unrealistic to expect meaningful and lasting lifestyle 
changes to be made without additional support. Knowledge, or a lack thereof, is often not the primary 
barrier to making lifestyle modifications. Effective support helps people to translate knowledge or 
intentions into actions; it helps motivate them; it helps them to stick to the changes they are trying to 
implement when challenges arise; and it helps them to make adjustments when things aren’t working 
as intended. Support, whether from peers or healthcare professionals, is a vital component of group 
programmes. Although it is difficult to replicate this degree of support in digital interventions, support 
can be built into them in multiple ways, such as through the inclusion of one-to-one health coaching or 
moderated forums. Where support methods are not incorporated, participants will have to seek it 
elsewhere. This invariably increases the burden on their healthcare team, which is not something an 
effective educational intervention should do. The alternative is that they do not receive any additional 
support at all, which will reduce the chances of them achieving their health goals and increases the 
likelihood that they will need further medical support downstream. 

Based on the above, it is important to note that no additional support is provided to participants of NHS 
Healthy Living; something noted as a concern by case sites in a recent appraisal of national 
implementation of the programme10. There were support elements included as part of the HeLP-
Diabetes programme on which NHS Healthy Living is based, but these were not retained when NHS 
Healthy Living was rolled out nationally14. As noted before, this is a significant change that may have a 
negative impact on the effectiveness of the programme.  

 

Inclusivity and accessibility 

For any intervention, particularly those applied nationally, it is important to consider inclusivity, 
including whether implementation could present a barrier to access for some people. This is 
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particularly important in relation to groups who may already be subject to health inequalities, due to 
protected characteristics such as age, race or disability (for example). Concerns over the accessibility 
of NHS Healthy Living were apparent during a recent appraisal of national implementation of the 
programme, with there being a perception that the programme was more suited to well educated, 
native English speakers with a motivation to learn, as well as younger people and people who did not 
require face-to-face support10. As such, it was believed that the programme would not meet the needs 
of the patients who were most likely to live with type 2 diabetes and/or require additional support. 
Concerns have also been highlighted that the removal of facilitated access to support the onboarding 
of participants (which, as noted before, was included for HeLP-Diabetes but not in the national rollout 
of NHS Healthy Living) may disproportionately affect individuals with lower levels of education14, 
exacerbating this issue. In combination, these concerns suggest there is a significant risk that NHS 
Healthy Living might increase health inequalities. 

On this front, it is also noteworthy that none of the sites included in the appraisal of the national rollout 
of NHS Healthy Living monitored how many people were offered the programme, nor had they received 
any data from NHS England regarding uptake10. This precludes the ability to assess whether concerns 
over implementation of the programme widening inequalities are accurate. This issue was reported as 
creating a barrier to future implementation plans too, in relation to how and where recruitment efforts 
should be targeted, for example. 

It was noted in the aforementioned appraisal that some areas were grateful that a programme was 
available which could be offered to all people with diabetes, whereas existing programmes were often 
only being made available to newly diagnosed patients10. This is however an issue related to 
commissioning decisions and the availability of resources, it is NOT a specific strength of NHS Healthy 
Living compared to other options, which are often also suitable for those with more established 
diabetes, even if they are not being made available to them. The X-PERT Diabetes Programme, for 
example, has been tested in people with newly diagnosed type 2 diabetes and people with established 
type 2 diabetes, with the results suggesting that it is suitable for all people with type 2 diabetes 
irrelevant of when they were diagnosed. Indeed, in the most recent audit of programme outcomes, 15% 
of participants of X-PERT programmes had been diagnosed more than 10 years prior to attending, 
showing that these programmes are being used beyond people with newly diagnosed diabetes in some 
areas. If anything, individuals with established type 2 diabetes may be more likely to require the 
additional support that is missing from NHS Healthy Living, as they are more likely to have 
comorbidities, complex needs, and/or be experiencing complications. NHS Healthy Living may 
therefore be less appropriate for these patients than other available options. 

 

Limitations with only offering digital education 

Beyond the specific limitations of NHS Healthy Living, which raise questions over whether it meets the 
needs of people with diabetes and whether its national roll out is justified, there are also limitations to 
only offering a digital education option, despite the potential benefits of this mode of delivery. As 
highlighted earlier, it is NOT the intention of NHS England that NHS Healthy Living be a replacement for 
existing educational offerings, but there are valid concerns that in some areas commissioners may be 
treating it as such, primarily to reduce costs. It is therefore worth appraising the issues that may arise 
through doing so, which include: 
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• A significant risk of reduced uptake of diabetes education - much as some people will not 
engage with group-based programmes (e.g., due to social anxiety, negative perceptions related 
to their diagnosis or stigmas associated with it, or through an aversion to engaging with groups 
of people), some individuals will not engage with digital ones. One size does not fit all when it 
comes to engaging with interventions any more than it does when making lifestyle choices, so 
any education provision that only includes digital modalities is likely to alienate a proportion of 
the target audience. Providing a menu of options increases the likelihood of any given individual 
engaging with diabetes education, as it becomes more likely that there will be an option 
available that they are able to attend/access that they consider to be acceptable. 

 
• It is discriminatory against people who cannot engage with the technology required to access 

the programme – whether due to a lack of access to appropriate equipment, not possessing the 
skills required to utilise such equipment, and/or disabilities which may limit or remove the 
ability to engage with this equipment (or digital content more broadly), there are people who are 
unable to access or effectively engage with educational programmes using computers or other 
electronic devices. Only offering digital programmes therefore risks exacerbating existing 
inequalities and denying access to diabetes education to some of those who need it most. 
Although group programmes can also present barriers to attendance, they are often easier to 
adapt to meet individual needs than digital interventions are. Again, offering a range of modes of 
education delivery increases the likelihood that a programme will be available to meet the 
needs of any given patient. 

 
• A significant risk of worse patient outcomes – many individuals will benefit from components 

that only a group programme can offer, including peer support and an increased opportunity to 
discuss important concepts, personal experiences, and individualised options with others. 
When these people are added to those who cannot or will not attend a digital programme, there 
is an unacceptable risk of worsening care, and so health outcomes, for a significant number of 
patients if diabetes education is only offered in a digital format. Beyond this, although there is 
growing evidence that digital education programmes can be effective, the quality and depth of 
this evidence lags behind that which is available for group-based programmes. It would 
therefore be premature to replace group-based programmes with digital offerings. 

 
• A failure to meet NICE guidelines - one of the key NICE criteria for the delivery of structured 

diabetes education is that programmes should be delivered by appropriately trained 
educators4. This is not possible through digital education, thus NICE guidance cannot be met if 
this is the only mode of education offered. Further, NICE recommendations state that adults 
with type 2 diabetes should be offered group education as the preferred option, followed by an 
alternative of “equal standard” if the patient is unable to take part in group education, or prefers 
not to. Any adaptation to educational offerings that prioritises digital programmes, or replaces 
group programmes with a digital alternative, will clearly not meet this recommendation either. A 
meaningful debate could also be had as to whether or not some of the currently available digital 
programmes (including NHS Healthy Living) constitute an alternative of “equal standard”. 

 

 

 

This preprint research paper has not been peer reviewed. Electronic copy available at: https://ssrn.com/abstract=5191501

Pr
ep

rin
t n

ot
 p

ee
r r

ev
ie

w
ed



14 
 

Benefits of continuity 

As noted previously, in some areas commissioners have attempted to replace existing education 
programmes with alternatives that are perceived to be cheaper. The benefits associated with 
experience (e.g., in delivering a particular programme) and continuity should not be underestimated 
though. Familiarity with programmes and the protocols involved in implementing them allows for 
services to be delivered more efficiently and effectively than if new procedures need to be established 
and embedded, and/or if additional training and familiarisation work is necessary. This disruption 
should be factored into decision making, as should the perspectives of the individuals who are running 
the relevant services. Perhaps most importantly, feedback (and outcomes) from the individuals 
utilising them should also be considered. Responses to a recent appraisal of national implementation 
of NHS Health Living support the assertion that familiarity with existing options may be of benefit. For 
example, there was significant confusion amongst respondents as to where the programme fits with 
other programmes and referral pathways, and as to which programmes were suitable for which groups 
of patients10. 

Continuity should not be mistaken for inertia however, and the maintenance of the status quo due to 
complacency or purely for the sake of simplicity should be discouraged. Rather, it is prudent for service 
providers to regularly review their offerings to consider where improvements could be made, irrelevant 
of how long they have offered a particular programme for. But where continual development is present, 
there is objective evidence of effectiveness, and there is demonstrable evidence of participant 
engagement and satisfaction, this should support the ongoing delivery of existing programmes; 
particularly where alternative offerings are unable to provide high quality evidence to suggest they may 
be a superior option. 

 

Conclusion 

Although digital education programmes accessed on an individual basis can have benefits, they should 
not be considered to provide a complete solution to meet the educational needs of all people with type 
2 diabetes. Many of the benefits of group programmes, for which there is a clear and established 
evidence base demonstrating effectiveness, cannot be replaced through digital offerings. Digital 
programmes should therefore be offered as part of a menu of options alongside group programmes to 
help cater to the needs of as wide a range of people as possible. Different modalities of delivery should 
be considered complimentary, rather than as being in competition with each other. 

Whatever programmes are offered, it is important that there is good quality evidence to support their 
effectiveness. Decisions should not be made purely based on upfront costs, as this is a false economy 
if longer-term outlay, on medication and the management of complications for example, is increased 
due to the commissioning of ineffective interventions. Existing programmes, such as those offered by 
X-PERT Health, do have evidence of effectiveness. The evidence for NHS Healthy Living for People with 
Diabetes is however severely limited. The programme has not been assessed through a clinical trial, 
and the (indirect) evidence that is available does not suggest that participation in the programme is 
likely to lead to clinically meaningful improvements in blood glucose control or other markers of health. 
There are also doubts as to whether the programme is truly cost-effective, and concerns that it is 
outdated and might increase health inequalities. Questions can therefore be asked as to how and why 
this programme has become the de facto option of choice in England. 

Although NHS Healthy Living is free at an NHS provider and patient level, this should not obfuscate the 
fact the national implementation of the programme constitutes a significant investment of NHS funds. 

This preprint research paper has not been peer reviewed. Electronic copy available at: https://ssrn.com/abstract=5191501

Pr
ep

rin
t n

ot
 p

ee
r r

ev
ie

w
ed



15 
 

This money may have been better utilised to support uptake of existing education offerings, digital or 
otherwise, rather than trying to implement an additional option that has seemingly caused confusion, 
and which has little evidence to support its widespread use. 
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