
Basic principles of Type 2 Diabetes management

NICE update: NG28

Dr Sarah Ali

Consultant Diabetologist
Royal Free London NHS Foundation Trust

Board of Trustees Diabetes UK
Board of Trustees South Asian Health Foundation UK



Conflicts of interest
NICE guidelines committee (2019 – 2023)

• Core member: Type 1 diabetes in adults: diagnosis and management NG17

• Core member: Type 2 diabetes in adults: management NG28

• Core member: Diabetes in pregnancy: management from preconception to the postnatal 
period NG3
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Cost of Diabetes



• Study carried out by York Health Economics Consortium & commissioned by DUK

• NHS spends £ 10.7 bn a year on diabetes (USD 14.7 bn) → 2035 estimated to increase to £ 18 bn

• Globally: diabetes-related health expenditures (direct costs) ~$ 1 trillion USD - 11.5% of total global health spending

• Approx £ 4.4bn per yr: routine diabetes care:

➢ Diagnosis/ diabetes appointments/ eye screening/ blood tests/ medications/ diabetes technology/ education and support programmes

• Every week diabetes leads to:

➢ 2,990 cases of HF/ 930+ CVA/ 660 MI/ 184 amputations

• Diabetes complications costs the UK healthcare system £ 6.2 bn a year 

➢ 60% of overall costs of diabetes to the NHS

➢ 6% of the UK health budget



Cost of treatment?
▪ Metformin: 

➢ £1

▪ Gliclazide: 

➢ £1.60

▪ Empagliflozin: 

➢ £35

▪ Mounjaro: 

➢ £85 - 120



The purpose of guidelines

To guide clinical decision making
➢ Distill all the evidence into actionable clinical choices

To grade the strength of recommendations
➢ Empowers healthcare professionals and patients to decide which choices are the 

most important

To guide regulators and payers in making interventions available

To highlight areas where evidence is lacking
To highlight areas where evidence is lacking



National Institute for Health and Care Excellence
• Established in April 1999

• Provides guidance to NHS England & Wales

• Multiple work streams or ‘centres’ producing guidance
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Health Excellence
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Technology Evaluation
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diagnostic technology and 

‘medical 
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Centre for Clinical 

Practice

Clinical guidelines for 

the management of 

individual conditions, 

e.g. diabetes



Who is ‘the decision maker’?
Who sits on the Appraisal Committees?

Classification of Bryan et al. (2007); * NICE Website, June 2011
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Input from clinicians is critical:

• Disease background (including 
epidemiology, natural disease history and 
patient subgroups)

• Current treatments (‘comparator’ 
technologies) and the likely role of the new 
technology

• Experience of use in routine practice, 
effectiveness and adverse events

• Impact on NHS service delivery, 
personnel and education, patients



Hierarchy of evidence

Level Description

1++ High quality meta-analyses, systematic reviews of RCTs, or RCTs with a very low risk of bias

1+ Well conducted meta-analyses, systematic reviews of RCTs, or RCTs with a low risk of bias

1- Meta-analyses, systematic reviews or RCTs, or RCTs with a high risk of bias

2++ High quality systematic reviews of case-control or cohort studies or
High quality case-control or cohort studies with a very low risk of confounding, bias, or chance and a high probability that the relationship is causal

2+ Well conducted case-control or cohort studies with a low risk of confounding, bias, or chance and a moderate probability that the relationship is causal

2- Case-control or cohort studies with a high risk of confounding, bias, or chance and a significant risk that the relationship is not causal

3 Non-analytic studies, e.g. case reports, case series

4 Expert opinion

Harbour R and Miller J BMJ 2001



How do we judge value-for-money?
How are costs and health effects drawn together?



Cost effectiveness paradigm



QoL values: examples
• From NICE evaluation of Lucentis

• Age-related macular degeneration

➢ Full health (including sight) = 100%

➢ Mild disease = 83%

➢ Moderate disease = 73%

➢ Severe disease = 57%



What is a QALY? 
• A Quality Adjusted Life Year (QALY) is a factor of both the quality & quantity of life

•  A QALY places a weight on time in different health states, and is a ‘common currency’ for comparing benefits gained from a variety of 
interventions on both quality of life and survival

•  One QALY is the equivalent of one year in full health

•  An example of a QALY calculation:

Utility

Examples of quality of life 
(utility) scores for common 

diabetes related health 
states



NICE Panel: Reviewing the evidence
What do the panel look at:

➢ Robustness of the evidence base (sufficient sample, more than one trial, broad inclusion criteria)

➢ Clinical trial design (pragmatic, prespecified SAP, attention to SAE)

Expectations:

➢ Data quality

➢ Trial data summaries

➢ The economic model

Panel take Stakeholder comments into consideration 

➢ Quality of comments

➢ Constructive, reasoned and considered



NICE guidelines 2015

Primarily tailored to NHS:

1. Core Focus and Philosophy
❑ Glucose management

❑ Ensuring treatments cost-effective within the 
NHS

❑ Step-wise approach 

2. Treatment Sequence and Drug Choice
❑ First-Line: Metformin unless contraindicated

❑ Second-Line (After Metformin):
• Sulfonylureas or DPP-4i 
• SGLT-2i and GLP-1RA: less favourable due 

to high costs

3. Patient Characteristics and Assessment

❑ Rigid criteria for certain medications (e.g. BMI 
for GLP-1RA) 

❑ Recommended stopping drugs if a specific, 

high HbA1c reduction (e.g., 11 mmol/mol) not 
achieved within 6 months



The evolution of T2D glucose-lowering guidelines

1. American Diabetes Association. Diabetes Care 1991;14(Suppl. 2):10–13; 2. Alberti KGMM and Gries FA. Diabetic Med 1988;5:275–281; 3. Tan MH, et  al. Can Med Assoc J 1992;147(5):697–712; 4. Meltzer S, et al. Can Med Assoc J 1998;159(8 Suppl.):S1–29; 5. European Diabetes Policy Group. Diabetic Med 1999;16:716–730; 6. American Diabetes Association. Diabetes Care 2008;31(Suppl. 1):S12–S54; 7. Nathan DM, et al. Diabetologia 2009;52:17–30; 8. Garber 
AJ, et al. Endocr Pract 2013;19(Suppl. 2):1–48; 9. Inzucchi SE, et  al. Diabetes Care 2015;38:140–149; 
10. Harper W, et al. Can J  Diabetes 2013;37:S61–S68; 11. Garber AJ, et al. Endocr Pract 2018;24:91–120; 12. Houlden RL, et al. Can J  Diabetes 2018;42:S1–S5; 
13. Davies M, et al. Diabetologia 2018 [Epub ahead of print]; 14. UKPDS Group. Lancet 1998;352:837–53; 15. Gerstein HC, et al. N Engl J Med 2008;358:2545–2559; 16. Patel A, et al. N Engl J Med 2008;358:2560–2572; 17. Duckworth W, et  al. N Engl J Med 2009;360:129–139; 18. FDA. https://www.fda.gov/downloads/Drugs/Guidances/ucm071627.pdf  (Accessed November 2018); 
19. Bailey AV, Day C. Clin Pharmacist 2018;10(4). DOI: 10.1211/CP.2018.20204351 [Epub]
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NICE guidelines (2015) vs EASD/ADA consensus



Previous 2015 NICE T2D guidelines were out of date, glucose focussed 
and very restrictive with respect to SGLT-2i 

• Treatment change and intensification dictated 
by HbA1c only 

• First line: only metformin

• SGLT-2i recommended for consideration:

1. At first intensification, as dual therapy 
+ metformin ONLY if SU contraindicated  

2. At second intensification, as triple 
therapy ONLY in combination with 
metformin, + SU 

3. When metformin is 
contraindicated/not tolerated instead 
of DPP-4i only if SU or pioglitazone is 
not appropriate 



Updated NG28 guidelines were a significant move ‘from glucose to risk’ 
& place SGLT-2i as a cornerstone of diabetes disease management 



The updated guideline has several substantial and important changes vs the 2015 version 

Focus on comprehensive 
assessment and treatment from 

diagnosis 

SGLT-2i recommended as dual first 
line with metformin 

SGLT-2i with proven CV benefit now 
recommended in >90% T2D pts 

Parallel assessment A1c, CV risk and 
kidney function



NICE analysis 2024

• Analysis of health records in England

• ~590,000 people 

• Significant disparities in SGLT-2 inhibitor prescriptions for T2D in England

• SGLT-2i not offered equitably across the UK

• SGLT-2i under-prescribed: 

• Women

• Older people

• Black or Black British individuals

• Analysis of primary care data  → proportion of people prescribed SGLT-2i low: 

➢1 in 5 people with co-morbid ASCVD/ at high risk of CVD had current prescription for SGLT-2i vs 1 in 3 pts with CHF



Figure 2: Proportion of type 2 diabetes patients with an SGLT-2i 
prescription in England, by gender and comorbidity

Patients with co-morbid heart failure 
& current prescription:

➢ 1 in 4 women (23%) 
➢ 1 in 3 men (35%)

Similar pattern seen in women with 
ASCVD or high CVD risk

NB. UTIs & thrush/ Pregnancy & 

breast feeding which may 

contribute to lower use in women

NICE analysis of Clinical Practice Research Datalink (CPRD) data 2024

Inequality of access: Women less likely to have a current SGLT-2i prescription



Inequality of access: Older age groups less likely to have a current SGLT-2i prescription

People with ASCVD & current prescription:
➢ 32% aged 50-59 yrs 
➢ 13% aged 80-89 yrs

Similar age-related trends seen in people 
with heart failure or high CVD risk

NB. Polypharmacy/ resistance to switching

NICE analysis of Clinical Practice Research Datalink (CPRD) data 2024

Figure 1: Proportion of type 2 diabetes patients with an SGLT-2i 
prescription in England, by age group and comorbidity



People with current prescription by gender
➢ Lower percentage Black/ Black British people 

vs
➢ White people had a prescription

All groups (ASCVD, CHF or high CVD risk) 
Differences smaller than by age or gender

Patients with high CVD risk & current prescription:
➢ 16% Black/ Black British people 
➢ 21% White people

Odds of receiving prescriptions with ASCVD lower by:
➢ 22% Black/ Black British people 
➢ 15% Socioeconomically deprived

Figure 3: Proportion of type 2 diabetes patients with an SGLT-2i 

prescription in England, by ethnicity and comorbidity

NICE analysis of Clinical Practice Research Datalink (CPRD) data 2024

Inequality of access: Black or Black British less likely to have a current SGLT-2i prescription



Update August 2025: Draft NICE NG28 guidelines 



Update August 2025: Draft NICE NG28 guidelines 

•  Draft guideline introduces different 

treatment approaches based on:

➢  Patient characteristics 

➢ Co-morbidities

•Shift towards a more personalised approach 

•  Moves away from a 'one-size-fits-all' 
approach

 

•Aligns closer with international (EASD) 
guidelines

•Aligns with NHS 10-Year Health Plan: shift 
from treatment to prevention



Update August 2025: Draft NICE NG28 guidelines 

• SGLT-2i moved from 2nd → 1st choice 
treatment

• SGLT-2i: joint 1st line treatment + Metformin

• Metformin intolerant → commence SGLT-2i 
alone 

• More patients benefit from GLP-1RA



• Adults with cardiovascular disease:
➢ triple therapy including GLP-1RA

• Adults with early onset T2D:
➢ dual therapy before GLP-1RA considered

• People living with obesity:
➢ specific treatment combinations

• People with DKD: 
➢ tailored recommendations based on 

renal function

• Adults with frailty: 

➢ considered for metformin alone initially

Update August 2025: Draft NICE NG28 guidelines 



“This represents a significant evolution in how we approach type 2 diabetes treatment. We're 
moving beyond simply managing blood sugar to taking a holistic view of a person's health, 

particularly their cardiovascular and kidney health"

Professor Jonathan Benger
NICE deputy chief executive and chief medical officer



Thank you
ANY QUESTIONS?
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