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introduction 
from Dr Elizabeth Robertson, 
Director of Research, Diabetes UK 
As we publish our research strategy for the next fve years, we do so 
at a time of unprecedented challenge. The COVID-19 pandemic has 
acutely and disproportionately affected people living with diabetes, 
bringing into sharp focus the seriousness of the condition. This new 
threat has emerged alongside an existing diabetes emergency. Almost 
half a billion people are living with diabetes worldwide1. The costs of 
diabetes care are vast. And the scale of the problem is increasing.  

Rising levels of obesity are contributing to the growing numbers of people 
living with type 2 and gestational diabetes2. And for reasons we don’t fully 
understand, the incidence of type 1 diabetes is also increasing3. 

The only way to effectively end the harm caused by diabetes is 
through research. But current levels of research funding are too 
low. Less than 1% of what’s spent on diabetes care and support is 
invested in research4,5. And with the COVID-19 pandemic delivering a 
sharp shock to the income of medical research charities, the funding 
landscape may face even tougher challenges in the future. 

The UK has some of the best diabetes researchers and research 
centres anywhere in the world, working on new treatments, better 
ways to care and support people living with diabetes, and achieving an 
even deeper understanding of the complexity and causes of diabetes. 
But without more investment in research, and a plan to make sure our 
funding is directed to where it’s needed most, we won’t be able to 
make progress at the pace we need to. 
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Our ambitions 
Our organisational strategy, A Generation to End the Harm, sets 
out two big ambitions. Firstly, that we want people to live well 
and longer with diabetes, and secondly, we want to cure or 
prevent diabetes. 

To fulfl these ambitions, we’ve defned fve outcomes we want to see. 
And we know research is critical to help us achieve these: 

1. More people with or at risk of type 1, type 2 and all other 
forms of diabetes will beneft from new treatments that cure 
or prevent the condition. 

2. More people will be in remission from type 2 diabetes. 

3. More people will get the quality of care they need to manage 
their diabetes well. 

4. Fewer people will get type 2 and gestational diabetes. 

5. More people will live better and more confdent lives with 
diabetes, free from discrimination. 

This document sets out our research priorities under each outcome 
and how focusing on these priorities will move us closer to delivering 
our ambitions. 

Shaping the future together 
We have developed our research priorities in partnership with the 
Diabetes Research Steering Groups, which were formerly known as the 
Clinical Studies Groups. The groups are a platform for people living with 
diabetes, researchers and healthcare professionals to work together to 
use personal, professional and clinical experiences to focus and develop 
research. They agreed specifc areas where there was a critical lack of 
understanding and a severe unmet need in research. As a result, we’re 
dedicating an additional £2.5 million to these research priorities over the 
next fve years, but we know this alone isn’t enough. 

So, we’ve set out fve key commitments later in this strategy 
determining how we will strengthen the research environment and 
champion these priorities. We need to bring new and different thinking 
into diabetes research, nurture rising talent, work with partners to fnd 
more funding opportunities and continue to put the voices of a wide 
range of people at the heart of our work. 

We launch this strategy at a time of huge change and challenge for so 
many, including the research community. COVID-19 has required us to 
think differently about how we work. We need to make sure that the 
research we fund is ft for a new world, helping overcome future health 
crises, as well as reducing the harm for everyone living with or at risk 
of diabetes now. 

The future must be transformative research on a greater scale. 
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delivering on our 
2015 to 2019 
research strategy 
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“In implementing their 2015 to 2019 research
strategy, Diabetes UK has shown the way in 
enabling life-changing research.” 
“They have established the Diabetes Research Steering Groups and 
created partnerships to boost diabetes research funding. They are at 
the forefront of supporting young researchers and investing in future 
leaders. They have delivered standout successes in type 2 diabetes 
remission and immunotherapy for type 1. Across so many measures, 
Diabetes UK has provided a frm platform to reduce the harm diabetes 
causes and make an even bigger impact in the future”. 

Professor Stephanie Amiel is Professor of diabetes research 
at King’s College London and Chair of Diabetes UK’s Science 
and Research Advisory Group. 

here’s the difference we made 
5 



  

 
 

 

 

we increased our funding 
In 2015, we committed to increase our year-on-year support for new 
project grants and help our researchers gain follow-on support for the 
later stages of their work. We have delivered this through: 

– Increasing our total research expenditure over the past fve years 
by £4.2 million, from £32.2 million in 2010 to 2014 to £36.4 million 
in 2015 to 2019. 

– Growing our support for early career researchers through our 
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personal support schemes, from £8 million in 2010 to 2014 to 
£11.7 million in 2015 to 2019. 

we grew investment 
In 2015 we said we’d work with partners to direct more funding into 
UK diabetes research. Since then we have: 

– Set up partnerships with charitable funders such as the British Heart 
Foundation and JDRF, alongside the National Institute for Health 
Research and the Academy of Medical Sciences, bringing an extra 
£2.7 million into diabetes research since 2015. 

“The sheer volume of high quality applications
means that we cannot fund every excellent
project that we would like to. But by building
exciting partnerships with key funding
organisations, we’ve been able to support much
more of the very best collaborative research”. 
Professor David Adams, Chair of the Diabetes UK Research 
Committee, is Pro-Vice-Chancellor and Professor of Hepatology 
at the University of Birmingham. 



 

 

 

 

 

we supported 
future leaders 
In 2015 we said we’d support more diabetes early career researchers 
to become leaders in their feld. We’ve achieved this through: 

– Launching and committing £2.4 million to the Harry Keen 
Intermediate Clinical Fellowship, providing dedicated leadership 
support for diabetes researchers working in the NHS. 

– Increasing our overall research fellowship commitment and bringing 
a total of 18 new fellows into diabetes research. 

– Providing a dedicated funding scheme for early career researchers. 
This has provided much needed seed funding to 45 researchers at 
29 universities across the UK. 

– Investing £2.6 million funding for 27 PhD studentships over the last 
fve years, from understanding beta cell failure in type 2 diabetes to 
using machine learning to predict type 1 diabetes. 

Dr Lee Roberts is one of Diabetes UK’s 
RD Lawrence Fellows 
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we gave people with 
diabetes a louder voice 
In 2015 we said we would champion the priorities that matter most to 
people living with or at risk of diabetes. 

– In 2017, we established the Diabetes Research Steering Groups 
so people living with diabetes, healthcare professionals, including 
diabetes doctors, nurses, dietitians and podiatrists, and academics 
could set the agenda for research together. These groups span 
all areas of diabetes research from the causes of diabetes to acute 
care. Find out more on pages 10 and 11. 

– We led the James Lind Alliance Priority Setting Partnership for 
type 2 diabetes6 to discover what people living with diabetes 
and healthcare professionals think the top 10 research priorities 
should be. This gathered insight from over 2,500 people and was 
recognised for its wide reach and the diversity of its participants. 
These priorities have been reviewed by the Diabetes Research 
Steering Groups to begin to move them forward. 

– The Grants Advisory Panel has continued to support Diabetes UK to 
keep our research funding focused on what matters most to people 
living with diabetes. The panel works alongside scientists to review 
applications we receive and make sure we fund research that’s 
relevant and important to people living with diabetes. 

“The Diabetes Research Steering Groups are a
part of Diabetes UK’s artillery in fighting diabetes,
and I feel lucky and proud to be part of it.” 
Dr Goher Ayman lives with type 1 diabetes, and was one of the frst 
members of the Diabetes Research Steering Groups. 

8 



99 



  

 

 

 

 

 
 

 
 

 
 

 
Pe

op
le

 li

diabetes research steering groups 
A hub for diabetes research 

who are they? f diabetes
vi

ng
w

ith
o 

s 
r a

t
i k o

r

iec
ntists 

S 

purpose 
Identify research priorities and
uncover ways to address them,
so future research will... 

Focus on what matters 
most to people with or
at risk of diabetes. 

Move even faster. 

Be even more effective. 

Attract more investment. 

Healthcare professionals 

1010 



 

 

 
 

 

 
 

 
 

 

Research community 
The groups lay out clear 
recommendations to researchers 
and funders on how best to 
address gaps in research. 
They published a report tackling 
mental wellbeing and setting out the 
path future research should take. 

The groups work with the wider 
research community to secure 
greater investment in the urgent 
priority areas. 
Partnering with the NIHR, they called 
for better ways to protect those 
most at risk from complications. 

kickoff priorities 
Transforming
the mental 
wellbeing of
people with
diabetes 

Supporting
people with
diabetes 
and eating
disorders 

Preventing
complications
in people
who are at 
high risk 

“We’re using the Diabetes
Research Steering Groups
priorities to drive our strategic
funding, but the roadmap they
set is also for the wider research 
community to follow. In this way, 
together we can ensure that the
most crucial diabetes research 
happens faster.” 
Dr Elizabeth Robertson, 
Diabetes UK’s Director of Research 

Diabetes UK 

We use the priorities to make 
strategic funding decisions. 
We put a call out for research 
around diabetes and eating 
disorders. We’ve now invested 
over £300,000 into this gap. Go to 
page 23 to read about the projects. 

1111 
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research 
priorities 
Our research priorities support the five
outcomes set out in our organisational strategy. 
By working with the Diabetes Research Steering Groups, the wider 
research community and involving more people living with or at risk 
of diabetes, we know we’re focusing on today’s most urgent and 
important challenges. 

This is not just our strategy. It’s a call to arms. We want funders, 
researchers and organisations to join us in fueling more valuable, 
more innovative and more impactful research. These are our 
plans to change lives through research. We won’t stop until we 
can say that together, we have created a world where diabetes 
can do no harm. 
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1 cure or prevent 
More people with or at risk of
developing type 1, type 2 and other
forms of diabetes will benefit from 
new treatments that cure or prevent
the condition. 

14 

Where we are now 
To cure or prevent type 1 diabetes, we need to halt the immune 
attack behind the condition. Funding is needed for late-phase 
clinical trials to make the frst licensed immunotherapy a reality, 
opening the foodgates to more treatments. We need to capitalise on 
breakthroughs in islet cell transplantation and beta cell regeneration 
that are already moving us closer to a cure. 

A so-called ‘practical cure’ for type 1 diabetes is also on the 
horizon. Closed loop technology can improve blood glucose levels 
and make living with diabetes drastically simpler. Devices are now 
reaching healthcare markets around the world but more needs to be 
understood about the impact they have, on both people’s physical 
and mental health. 

To stop the development and progression of type 2 diabetes we need 
to know more about insulin resistance and beta cell failure. We need 
to understand the particularly aggressive nature of type 2 diabetes in 
children and young people7, and the different strategies we need to 
tackle it. 

We need to look at the heterogeneity of type 2 diabetes, and 
understand if ‘subtypes’ – each with potential differences in aetiology 
and progression – exist. This knowledge could revolutionise the way 
type 2 diabetes is viewed, opening up personalised and far more 
effective cure and prevention strategies8. 



  

 

  
 

 
 

  
 

 
 

 

 

 

The impact of our research 
In 2014 we formed the Type 1 Diabetes 
Immunotherapy Consortium, in partnership 
with JDRF. This network of research 
centres and scientists has changed 
the landscape in the UK, providing the 
expertise and infrastructure to run large 
immunotherapy clinical trials and recruit to 
them quickly. It has helped the UK go from 
struggling to carry out trials to now being 
one of the leading countries of choice for 
immunotherapy research. 

Our research fellow, Professor David Hodson 
(pictured) pioneered imaging technology 
to study how beta cells orchestrate the 
release of insulin. In 2016, he found that 
type 2 diabetes might be due to a handful 
of beta cells failing, rather than all of them9. 
His research opens up the possibility of kick 
starting small groups of beta cells, called 
hubs, to help people make the right amount 
of insulin, stopping the progression 
of type 2 diabetes. 

Research priorities
We need to work with researchers, 
funders and partners to: 
– Support the Type 1 Diabetes 

Immunotherapy Consortium to reach 
the frst licensed immunotherapy for 
type 1 diabetes. 

– Enable better understanding 
of diabetes when it arises in 
non-typical circumstances, such 
as type 2 diabetes in children or 
type 1 diabetes after some 
cancer treatments. 

– Drive forward understanding of how 
to restore insulin secretion in people 
with type 1 diabetes and how to 
measure the success of doing so in 
clinical trials. 

– Better understand the fundamental 
biological and physiological 
mechanisms behind type 1, type 2 
and gestational diabetes in order to 
reach a cure. 
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more people 
in remission 
More people will be in remission
from type 2 diabetes. 
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Where we are now 
Remission has the potential to offer millions of people living with type 2 
diabetes a better quality of life, but more research is needed. 

Evidence shows that weight loss is key to people going into remission 
and to remaining there. Both bariatric surgery and dietary changes 
can result in life-changing outcomes. Trials found that 30 to 60% of 
people with type 2 diabetes who have had bariatric surgery go into 
remission10, and there’s evidence some can stay there for up to 
10 years11. Studies suggest that changes to gut hormone levels 
post-surgery can lead to improved blood glucose levels12 and 
combination gut hormone therapies are showing early potential to 
replicate the effects of surgery13,14. 

For people who lose weight by making changes to their diet, the 
strongest evidence shows that a low-calorie diet, alongside weight 
loss support from a healthcare professional, can help people go 
into remission15. 

It’s these kinds of results that give us real hope for big changes in 
the near future. But we need to fnd ways to make sure that as many 
people as possible with type 2 diabetes can beneft from remission. 
Weight management interventions for remission have predominately 
been delivered in White populations. We need more research, 
especially to understand how effective remission interventions can 
be in Black, Asian and Minority Ethnic (BAME) populations. And we 
need to understand how to personalise approaches to remission to 
make them as effective as possible. 



 

 

 

 
 

 
 

 

 

 

  
 

 

 

 

 

  

 

The impact of our research 
In 2013, we funded Professors Mike Lean and Roy Taylor to set up 
the DiRECT study and conduct a cluster randomised trial to see if a 
low-calorie weight management programme could put type 2 diabetes 
into remission. Two years later, 36% of participants were in remission15 

and DiRECT was integral to the NHS England pilot remission 
programme, due to start in the autumn of 2020. 

The DiRECT study is helping change lives right now, as well as revealing 
further insights into how type 2 diabetes can be put into remission16. 

“I’ll never forget the people who gave me the
opportunity to do it. I struggle to think what
would have happened had I not taken part. I don’t
think I would have been in the condition I’m now 
in – so, for me, it has been life-changing”. 
Edward Morrison has now been in remission for nearly fve years after 
taking part in DiRECT. 

Research priorities
We need to work with researchers, funders and partners to: 
– Increase understanding of the underlying biology, physiology 

and mechanisms of remission. 

– Begin to work on personalising remission interventions based 
on individual variation, choice and local and regional context. 
For example, whether the impact of support from peers and 
health professionals, or whether digital interventions are more 
or less effective than face-to-face. 

– Establish care pathways for people who reach remission to 
ensure that they receive the care they need and remission can 
be maintained. 

– Increase understanding of the impact of remission 
interventions on psychological wellbeing. 

– Establish the effectiveness of different weight management 
interventions in different BAME communities. 

– Make sure interventions that are successful in clinical trials 
become clinical practice. 

– Drive forward our understanding of the role of gut hormones 
in remission. 

– Establish the best approaches to combining remission 
interventions with other therapies. 
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quality of care 
More people will get the quality
of care they need to manage their
diabetes well. 

3 
Where we are 
We know that accurate and timely diagnosis of diabetes is critical 
if people are to receive the right care at the right time. A quarter of 
children with type 1 diabetes are diagnosed dangerously late when 
they’re already very unwell. As well as this, we estimate that there 
are at least 1 million people in the UK living with undiagnosed type 2 
diabetes right now17. More research is essential if we want healthcare 
professionals to give accurate diagnoses earlier and more often, 
including searching for ways to identity who has a higher genetic risk 
of type 1 or type 2 diabetes. 

And after a diagnosis, access to support and treatments to help 
people avoid complications is critical. Too many people with diabetes 
still live with kidney disease, sight loss, heart disease and amputations. 
We need to keep researching how and why these complications 
happen. We need more effective ways to prevent, manage and treat 
them now and in the future. 

The impact of our research 
Our Harry Keen research fellow, Dr Richard Oram, together with 
scientists at Seattle University, developed a genetic ‘risk calculator’ 
using data science techniques18. It uses genetic information to help 
fnd children at highest risk of developing type 1 diabetes, and could 
in the future lead to earlier and more accurate diagnoses. 



 
  

 
 

 

 

  

 

 

   

 

 

  

Dr Pamela Bowman, with funding from Diabetes UK, studied the 
long-term effects of taking sulphonylurea tablets in people with neonatal 
diabetes. In 2018, they discovered that more than 9 out of 10 people had 
excellent blood glucose control after 10 years of taking the therapy19. 

“Within just a few weeks of switching treatment, 
it became obvious that Jack’s blood sugar levels
were really stable. He had stopped collapsing on
the floor and he suddenly started smiling and
laughing. For us, it really was a miracle.” 
Emma’s son Jack has neonatal diabetes. This research shows for 
the frst time that he can safely take sulphonylurea tablets as a very 
effective long term treatment. 

Research priorities
We need to work with researchers, funders and partners to: 
– Support research which allows the accurate diagnosis of 

different forms of diabetes, understanding their heterogeneity. 

– Increase understanding of the mechanisms underlying 
diabetes complications and who gets them, alongside 
developing approaches to manage and prevent them. 

– Develop and optimise technology which can assist with 
managing blood glucose levels and diabetes complications. 

– Establish the optimal treatments for type 2 diabetes when 
metformin is no longer suffcient. 

– Improve the transition of people with all types of diabetes 
from paediatric to adult care. 

– Increase understanding about how diet affects 
diabetes management. 

– Develop guidance for people with fuctuating hormone 
levels, for example during puberty, the menstrual cycle and 
menopause, to help them manage their diabetes. 

– Improve health services for diabetes care, making more 
effective use of patient-reported outcome measures, audit 
and real-world data to drive service improvement. 

– Ensure people with diabetes continue to receive the 
best possible care as they get older and need support in 
different ways. 
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2020 

fewer people will4 
get type 2 and 
gestational diabetes 

Where we are 
We’re facing an urgent public health epidemic. 29% of adults in the 
UK are living with obesity, as are 20% of 10 to 11 year olds20. Obesity 
is a key factor driving the rise in type 2 diabetes over the last 20 years 
and the increase of new cases of diabetes in pregnancy21. 

Around 35,000 pregnant women in the UK develop gestational 
diabetes every year22, increasing the risk of complications and the risk 
of future type 2 diabetes for both the mother and child23. But there’s 
still no universal diagnostic criteria, making it harder to identify and 
support those at risk. 

For type 2 diabetes, the role of lifestyle and in particular, diet and activity 
levels, is a key focus for prevention strategies. Reductions in weight 
and HbA1c demonstrated in the NHS Diabetes Prevention Programme 
are encouraging, and are comparable to national programmes in the 
USA and Finland24,25, providing hope it may lead to reductions in future 
incidence of type 2 diabetes. But we must never stop evaluating, 
learning from and improving programmes to make sure we can best 
support people to reduce their risk. 



  

 

 

 

 

  
 

 

The impact of our research 
In 2016, research supported by Diabetes UK found a more accurate 
way to identify who is at a high risk of developing gestational 
diabetes, meaning women can take measures to prevent or manage 
the condition26. Researchers at King’s College London found that 
analysing some simple measurements, including blood pressure and 
skin fold thickness, together with personal information and family 
details, can accurately predict the risk of gestational diabetes in 
women with obesity. 

Recent research into the genetic markers of type 2 diabetes is 
fnding new ways to prevent the condition developing. We supported 
researchers at the University of Bristol who discovered that risk 
markers of type 2 diabetes appear in childhood, often decades before 
a clinical diagnosis27. They found that people with a high genetic 
risk have certain metabolic disturbances in their childhood and early 
adulthood. In the future, these insights could help us reach and treat 
more people before the harm is done. 

Research priorities
We need to work with researchers, funders and partners to: 
– Support a culture of collaborative innovation and insight sharing, 

embedding it into all research and prevention programmes. 

– Find the best ways to prevent type 2 diabetes and help 
people live with a healthy weight without increasing stigma. 

– Determine the health inequalities people with or at risk of 
type 2 and gestational diabetes face, particularly relating to 
sociodemographics, and develop strategies to fght them. 

– Drive forward understanding about the environments and 
systems that can cause obesity, and develop new ways to 
change them. 

– Test the effectiveness of local, regional, national, workplace 
or community programmes to help people manage their risk 
of type 2 diabetes. 

– Develop research that gives us a deeper and richer 
understanding of the effects of gestational diabetes on pregnant 
women and their experience of living with the condition. 
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better and more 5 
confident lives 
People with diabetes will live better 
and more confident lives, free 
from discrimination. 

Where we are now 
People with diabetes experience much higher rates of mental health 
problems compared to people without the condition28. But we don’t 
know enough about how or why this happens, or how to best care for 
them if they do. 

To live better lives now and reduce their risk of complications in the 
future, people need information and tools to manage their diabetes. 
Over the past 20 years, education courses have helped people with 
type 1 and type 2 diabetes manage their condition, and improve their 
health29,30. Digital self-management courses are now also becoming 
available, but we need to keep increasing uptake, access and 
meaningful evaluation. 

There’s also a vast spectrum of digital apps and technologies 
available to help people with diabetes live well. But we need to know 
more about how effective these technologies really are for people living 
with diabetes. 



 
 
 
 
 
 

 

 

 

 

 

 

  
  

A huge barrier to living well is the stigma of diabetes. Diabetes is 
shockingly misunderstood and those who have experienced social 
stigma report that it impacts them emotionally, socially and affects their 
diabetes management31. Through research we need to understand, 
reduce and ultimately prevent stigma from ever happening. 

The impact of our research 
Our research is already working hard to help people lead happier, 
more confdent lives with diabetes. In 2018, the Diabetes Research 
Steering Groups identifed a major gap in knowledge and research 
about diabetes and mental wellbeing. We united world-renowned 
researchers and people living with diabetes to discuss and agree 
priority areas, leading to a landmark report that showed where 
investment was urgently needed the most32. 

The report led us to launch a strategic funding call focused on 
preventing and treating eating disorders in people with type 1 and type 2 
diabetes. With our funding, Dr Christina Jones at the University of Surrey 
is developing an intervention for parents and carers to help children with 
type 1 diabetes avoid eating problems. While Dr Gemma Traviss-Turner 
at the University of Leeds is designing an online intervention to help treat 
people with type 2 diabetes and binge eating disorder. 

Research priorities
We need to work with researchers, funders and partners to: 
– Increase understanding of the mechanisms underlying 

depression for people living with diabetes, including the 
impact of the social stigma that people with diabetes face. 

– Improve primary prevention of mental health issues at the 
time of diagnosis. 

– Improve screening for and management of diabetes distress 
in routine care pathways. 

– Enable research which supports people who fnd it diffcult 
to engage with their diabetes; and those with diabetes and 
eating disorders. 

– Increase understanding of the impact of current diabetes 
technologies on mental health, and their effectiveness in 
helping people with diabetes live well. 

– Drive forward policy-related research, to help understand 
the impact of public health policies which support living 
well with diabetes. 
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we won’t stop 
We are leading the way. We are investing heavily to accelerate 
progress, and calling for others to follow our lead. We will always 
support the best investigator-led proposals, from basic science 
through to clinical research, while keeping a sharp focus on 
funding our strategic priorities. 

As long as diabetes exists, we won’t stop.
Here’s how we will continue to fund, support
and enable research: 

2424 



 

 
 

 

 

 

 

  

 

bring new ideas into 
diabetes research 
Today’s treatments and technologies all started with a great idea 
that research funding helped bring from the lab to the diabetes clinic. 
We will keep leading the feld in innovative thinking, and kick-starting 
new areas of exploration to move even faster towards ending the 
harm diabetes does. 

We are excited by the potential of new concepts and ideas that can 
transform the future. And we want researchers and funders to unite 
with us to make them a reality. Can data science and machine learning 
be used for risk stratifcation or prediction? Or could social science 
research break through inequalities? The challenge and scale of the 
problem is too great to keep doing the same things. We will create 
new ways of working with innovative funders and researchers. We will 
keep learning and progressing together to increase the impact of what 
we do. We are determined to keep pushing ourselves, our partners 
and society forward to change more lives. We are going to end the 
harm diabetes does for this and every generation to come. 

we will: 
– Work with the Diabetes Research Steering Groups to understand 

where new types of research might be needed. 

– Encourage new forms of research through our investigator-led and 
strategic funding streams. 

– Review the application and peer review processes for our 
investigator led funding schemes, to support innovative ideas. 

– Grow our investment in innovative research, through strategic funding 
and leverage partner and donor support for specifc programmes. 

– Broaden our engagement and reach with researchers and research 
organisations outside our current contacts and networks. 

We’re already supporting exciting new methods in diabetes 
research. In 2019, we funded Professor David Bennet to 
use machine learning to identify risk factors for painful 
neuropathy. He will develop a ‘calculator’ that could help to 
spot people most at risk, so they can be better supported 
and helped to avoid debilitating pain. 
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bring people together to 
accelerate progress 
Diabetes UK is powered by its volunteers and so is its research. 
We wouldn’t be the unstoppable force we are without the people 
who give their time, energy and passion to work tirelessly to end 
the harm caused by diabetes. 

We champion and celebrate the Diabetes Research Steering Groups, 
through our Grants Advisory Panel we keep people with diabetes 
integral to our funding decisions, and we ensure we always lead the 
feld in urgent, relevant and life-changing research. 

we will: 
– Open a strategic funding stream driven by the priorities identifed by 

the Diabetes Research Steering Groups, adding £2.5 million for 
research over fve years and even more partnership investment. 

– Continue to lead the way in patient and public involvement in 
research, and make sure we always listen to a diverse range of 
people, of different ages, ethnicities and backgrounds. 

– Bring the research community and people living with diabetes 
together to fnd the most important research questions on diabetes 
in different ethnic minority groups. 

“It’s a great opportunity to share ideas, meet
like-minded people, and have your voice heard
by diabetes experts. The professionals really do
listen to us ‘lay’ people!” 
Jinty Moffett is living with type 1 diabetes and a member of both our 
Grants Advisory Panel and a Diabetes Research Steering Group. 
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make sure that research 
benefits people with 
diabetes sooner 
It’s no good funding research that just sits in a scientifc journal. 
Diabetes is harming more and more people every day. We have a duty 
to make sure research makes a difference to them. We will work with 
scientists, the NHS, policy makers and industry to make sure new 
treatments, technologies and improvements to care reach the people 
who need them today. 

In 2018 we saw the results of an economic study which 
calculated the costs and savings involved in delivering the 
DiRECT programme33. It suggested that the health service 
could save money if remission programmes became 
available. Since then NHS England has committed to 
piloting a remission programme for 5,000 people with 
type 2 diabetes and NHS Scotland started to roll them out. 

we will: 
– Ensure that we support high quality research that has a clear line 

of sight to, or supports, translation in to practice. This includes 
health economic evaluations and research focused on health service 
design and improvement. 

– Lead the way in opening up research fndings and encourage others 
to do the same, to support the rapid roll-out of new treatments. This 
includes the publication of open datasets, and research protocols 
and methodologies where possible. 

– Unite the research community to increase recruitment to diabetes 
clinical trials. 

– Bring together existing data for use in research and support other 
researchers and organisations to contribute their information 
towards our common goals. 
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“The Harry Keen Fellowship gives me the
opportunity to invest much more of my time
in research, do a much more ambitious 
project and really provide a great foundation 
for me to develop into a research leader” 
In 2018, Dr Claire Meek became our latest Harry Keen 
Fellow. She’s fnding out if reducing calories during 
pregnancy could improve the management of gestational 
diabetes, and make for healthier mums and babies. 

3030 



 
 

 
 

 
 

 
 

 

 

 

 

  
 

 

 

 

encourage the best minds 
into diabetes research 
Great research cannot happen without great researchers. As new and 
exciting ideas emerge, the next generation of diabetes researchers must 
be ready to pick up the baton. We want to support researchers already 
working in diabetes to develop their careers, transition to independence 
and become the research leaders of the future. We’ll continue to 
support the most talented, determined and innovative scientists and 
healthcare professionals across a wide range of disciplines to make 
diabetes research their life’s work, in pursuit of a world where diabetes 
can do no harm. 

we will: 
– Maintain our focus on early career researchers, increasing the 

number of and investment in PhD studentship, fellowship and early 
career small grant awards. 

– Increase access to a frst grant by streamlining the application and 
review process for our early career small grant scheme. 

– Update funding policies for our existing fellowship schemes to 
provide as much fexibility as possible to our award holders. 

– Attract more researchers into diabetes at as early a stage as possible 
and work with our community of early career researchers to better 
understand the barriers and motivators to a career in diabetes research. 

– Support a mentorship programme for our early career researchers. 

– Provide a springboard from small grants to larger awards through 
our funding schemes, so that the best ideas can scale up and help 
more people living with diabetes. 

– Increase the involvement of early career researchers in the Diabetes 
Research Steering Groups. 
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leverage the power 
of partnership 
We can all achieve more by working together. Acting as a hub and a 
facilitator, we will unite experts and organisations to drive change. We 
will build on existing partnership models and keep pushing for more 
investment into research to end the harm. We will work with international 
partners to make the biggest difference for people with diabetes. 

We’re forming more partnerships to bring greater 
investment into diabetes research. The Diabetes Research 
Steering Groups identifed that protecting people who are 
at very high risk of developing diabetes complications 
was an urgent priority for future research. So in 2020, we 
set up a partnership with the National Institute for Health 
Research to launch a strategic funding call to fll this 
research gap and fnd answers that will stop the harm. 

we will: 
– Work with partners to increase the overall investment in diabetes 

research in the UK. 

– Always seek partnership opportunities in our own funding, especially 
in areas of key strategic importance, so we can maximise the impact 
of our investment. 

– Explore ways to foster international collaboration, including within 
our existing funding schemes. 

– Work with partners outside our traditional funding focus to bring 
new thinking into diabetes research. 
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join us to 
end the harm 
The next fve years are critical. Now more than ever the 
opportunity to drive real change is at hand. We know research 
can bring an end to the harm done by diabetes, but only 
when we unite forces. 

We must push to ensure people with diabetes live well and 
live longer. All of us can use our experiences, voices, 
networks and understanding to reach our vision faster. 
We all have a leading role. For researchers and funders; 
these priorities are yours. Make them a reality and change 
the lives of people with or at risk of diabetes. 

34 



  
 

 

 

 

  

  

 

  

 

 

  

 

 

 

 

 

 

  

  

  
 

acknowledgements 
To develop this strategy we 
consulted widely with the
research community, funders 
and with people living
with diabetes. We’d like to 
particularly thank: 

The Diabetes UK Research Strategy 
Advisory Group 
– Professor David Adams, University 

of Birmingham and Chair of the 
Diabetes UK Research Committee 

– Professor Stephanie Amiel, King’s 
College London and Chair of the 
Diabetes UK Science and Research 
Advisory Group 

– Dr Karen Kennedy, University of 
Cambridge, Director of the Strategic 
Partnerships Offce 

The Diabetes UK Science and Research 
Advisory Group 
– Professor Stephanie Amiel, 

King’s College London, Chair 

– Alastair Smith, Expert by Experience, 
Vice-Chair 

– Dave Duff, Expert by Experience 

– Professor Costanza Emanueli, 
Imperial College London 

– Sarah Gibbs, Expert by Experience 

– Katie Grey, Derbyshire Community 
Health Services NHS Foundation Trust 

– Professor Andrew Hattersley, 
University of Exeter 

– Roy Johnson, Expert by Experience 

– Professor Sally Marshall, (Chair of the 
Leadership Panel for the Diabetes 
Research Steering Groups), 
Newcastle University 

– Pat Mooney, Expert by Experience 

– Maria Padfeld, Surrey and Sussex NHS 
Healthcare Trust 

– Dr Lee Roberts, University of Leeds 

– Professor Martin Rutter, 
University of Manchester 

– Professor James Shaw, 
Newcastle University 

– Professor Nick Wareham, 
University of Cambridge 

The Chairs and members of the 
Diabetes Research Steering Groups 

35 



 

 

  
 

 

  
 
 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

  

 

references 
1. International Diabetes Federation, (2019). IDF 

Diabetes Atlas, 9th edn. Brussels, Belgium: IDF. 
Available at: https://www.diabetesatlas.org 

2. NHS Digital, Health Survey for England, 
(2017). Available at: https://digital.nhs.uk/data-
andinformation/publications/statistical/health-
survey-for-england/2017. 

3. Long, A.E., Gillespie, K.M., Rokni, S., Bingley, P.J. 
and Williams, A.J., (2012). Rising incidence of type 1 
diabetes is associated with altered immunophenotype 
at diagnosis. Diabetes, 61(3), 683-686 

4. Hex, N., Bartlett, C., Wright, D., Taylor, M. and Varley, 
D., (2012). Estimating the current and future costs of 
type 1 and type 2 diabetes in the UK, including direct 
health costs and indirect societal and productivity 
costs. Diabetic Medicine, 29(7), 855-862. 

5. UK Clinical Research Collaboration. UK Health 
Research Analysis 2018., (2020). Available online at: 
https://hrcsonline.net/reports/analysis-reports/uk-
health-research-analysis-2018/ 

6. Finer, S., Robb, P., Cowan, K., Daly, A., Robertson, 
E. and Farmer, A., (2017). Top ten research priorities 
for type 2 diabetes: results from the Diabetes UK– 
James Lind Alliance Priority Setting Partnership. The 
Lancet Diabetes & Endocrinology, 5(12), 935-936. 

7. Wilmot, E. and Idris, I., (2014). Early onset 
type 2 diabetes: risk factors, clinical impact and 
management. Therapeutic advances in chronic 
disease, 5(6), 234-244. 

8. Ahlqvist, E., Storm, P., Käräjämäki, A., Martinell, M., 
Dorkhan, M., Carlsson, A., Vikman, P., Prasad, R.B., 
Aly, D.M., Almgren, P. and Wessman, Y., (2018). 
Novel subgroups of adult-onset diabetes and their 
association with outcomes: a data-driven cluster 
analysis of six variables. The Lancet Diabetes & 
Endocrinology, 6(5), 361-369. 

9. Johnston, N.R., Mitchell, R.K., Haythorne, E., 
Pessoa, M.P., Semplici, F., Ferrer, J., Piemonti, L., 
Marchetti, P., Bugliani, M., Bosco, D. and Berishvili, 
E., (2016). Beta cell hubs dictate pancreatic islet 
responses to glucose. Cell metabolism, 24(3), 
389-401. 

10. Rubino, F., Nathan, D.M., Eckel, R.H., Schauer, 
P.R., Alberti, K.G.M., Zimmet, P.Z., Del Prato, S., Ji, 
L., Sadikot, S.M., Herman, W.H. and Amiel, S.A., 
(2016). Metabolic surgery in the treatment algorithm 
for type 2 diabetes: a joint statement by international 
diabetes organizations. Surgery for Obesity and 
Related Diseases, 12(6), 1144-1162. 

11. Pessoa, B.M., Browning, M.G., Mazzini, G.S., 
Wolfe, L., Kaplan, A., Khoraki, J. and Campos, 
G.M., (2020). Factors Mediating Type 2 Diabetes 
Remission and Relapse after Gastric Bypass 
Surgery. Journal of the American College of 
Surgeons, 230(1), 7-16. 

12. Dirksen, C., Jørgensen, N.B., Bojsen-Møller, K.N., 
Jacobsen, S.H., Hansen, D.L., Worm, D., Holst, J.J. 
and Madsbad, S., (2012). Mechanisms of improved 
glycaemic control after Roux-en-Y gastric bypass. 
Diabetologia, 55(7), 1890-1901. 

13. Tan, T., Behary, P., Tharakan, G., Minnion, J., Al-
Najim, W., Albrechtsen, N.J.W., Holst, J.J. and 
Bloom, S.R., (2017). The effect of a subcutaneous 
infusion of GLP-1, OXM, and PYY on energy intake 
and expenditure in obese volunteers. The Journal 
of Clinical Endocrinology & Metabolism, 102(7), 
2364-2372. 

14. Ambery, P., Parker, V.E., Stumvoll, M., Posch, M.G., 
Heise, T., Plum-Moerschel, L., Tsai, L.F., Robertson, 
D., Jain, M., Petrone, M. and Rondinone, C., (2018). 
MEDI0382, a GLP-1 and glucagon receptor dual 
agonist, in obese or overweight patients with 
type 2 diabetes: a randomised, controlled, double-
blind, ascending dose and phase 2a study. The 
Lancet, 391(10140), 2607-2618. 

15. Lean, M.E., Leslie, W.S., Barnes, A.C., Brosnahan, 
N., Thom, G., McCombie, L., Peters, C., 
Zhyzhneuskaya, S., Al-Mrabeh, A., Hollingsworth, 
K.G. and Rodrigues, A.M., (2019). Durability of a 
primary care-led weight-management intervention 
for remission of type 2 diabetes: 2-year results of the 
DiRECT open-label, cluster-randomised trial. The 
Lancet Diabetes & Endocrinology, 7(5), 344-355. 

16. Taylor, R., Al-Mrabeh, A., Zhyzhneuskaya, 
S., Peters, C., Barnes, A.C., Aribisala, B.S., 
Hollingsworth, K.G., Mathers, J.C., Sattar, N. and 
Lean, M.E., (2018). Remission of human type 2 
diabetes requires decrease in liver and pancreas fat 
content but is dependent upon capacity for cell 
recovery. Cell metabolism, 28(4), 547-556. 

17. Estimated from NCVIN (2016), Diabetes Prevalence 
Model for England + estimated growth between 
2015–2020 from APHO (2010) Prevalence Models 
for Scotland and Wales. 

36 

https://hrcsonline.net/reports/analysis-reports/uk
https://digital.nhs.uk/data
https://www.diabetesatlas.org


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

18. Sharp, S.A., Rich, S.S., Wood, A.R., Jones, 
S.E., Beaumont, R.N., Harrison, J.W., Schneider, 
D.A., Locke, J.M., Tyrrell, J., Weedon, M.N. 
and Hagopian, W.A., (2019). Development and 
standardization of an improved type 1 diabetes 
genetic risk score for use in newborn screening and 
incident diagnosis. Diabetes Care, 42(2), 200-207. 

19. Bowman, P., Sulen, Å., Barbetti, F., Beltrand, 
J., Svalastoga, P., Codner, E., Tessmann, E.H., 
Juliusson, P.B., Skrivarhaug, T., Pearson, E.R. and 
Flanagan, S.E., (2018). Effectiveness and safety of 
long-term treatment with sulfonylureas in patients 
with neonatal diabetes due to KCNJ11 mutations: 
an international cohort study. The Lancet Diabetes & 
Endocrinology, 6(8), 637-646. 

20. Estimate calculated by using the rate of obesity from 
the Health Survey for England 2018 applied to the 
ONS population estimates 2018. 

21. Hauner H., (2010). Obesity and diabetes, in Holt 
RIG, Cockram CS, Flyvbjerg A et al (ed.) Textbook of 
diabetes, 4th edition. Oxford: Wiley-Blackwell 

22. National Institute for Health and Clinical Excellence., 
(2016). Diabetes in Pregnancy – quality standard 
(QS109). Available at: https://www.nice.org.uk/ 
guidance/qs109/chapter/Introduction 

23. Damm, P., Houshmand-Oeregaard, A., Kelstrup, L., 
Lauenborg, J., Mathiesen, E.R. and Clausen, T.D., 
(2016). Gestational diabetes mellitus and long-term 
consequences for mother and offspring: a view from 
Denmark. Diabetologia, 59(7), 1396-1399. 

24. Lindström, J., Ilanne-Parikka, P., Peltonen, M., 
Aunola, S., Eriksson, J.G., Hemiö, K., Hämäläinen, 
H., Härkönen, P., Keinänen-Kiukaanniemi, S., 
Laakso, M. and Louheranta, A., (2006). Sustained 
reduction in the incidence of type 2 diabetes 
by lifestyle intervention: follow-up of the Finnish 
Diabetes Prevention Study. The Lancet, 368(9548), 
1673-1679. 

25. Knowler, W.C., Barrett-Connor, E., Fowler, S.E., 
Hamman, R.F., Lachin, J.M., Walker, E.A. and 
Nathan, D.M., (2002). Reduction in the incidence 
of type 2 diabetes with lifestyle intervention or 
metformin. The New England journal of medicine, 
346(6), 393-403. 

26. White, S.L., Lawlor, D.A., Briley, A.L., Godfrey, K.M., 
Nelson, S.M., Oteng-Ntim, E., Robson, S.C., Sattar, 
N., Seed, P.T., Vieira, M.C. and Welsh, P., (2016). 
Early antenatal prediction of gestational diabetes in 
obese women: development of prediction tools for 
targeted intervention. PloS one, 11(12). 

27. Bell, J.A., Bull, C.J., Gunter, M.J., Carslake, D., 
Mahajan, A., Smith, G.D., Timpson, N.J. and 
Vincent, E.E., (2020). Early metabolic features of 
genetic liability to type 2 diabetes: cohort study with 
repeated metabolomics across early life. Diabetes 
Care, 43(5). 

28. Diabetes and Mental Health Report. (2018). All 
Party Parliamentary Group for Diabetes. Available at 
https://diabetesappg.fles.wordpress.com/2018/08/ 
appg-mental-health-report_v3.pdf 

29. Davies, M.J., Heller, S., Skinner, T.C., Campbell, 
M.J., Carey, M.E., Cradock, S., Dallosso, H.M., 
Daly, H., Doherty, Y., Eaton, S. and Fox, C., (2008). 
Effectiveness of the diabetes education and self 
management for ongoing and newly diagnosed 
(DESMOND) programme for people with newly 
diagnosed type 2 diabetes: cluster randomised 
controlled trial. BMJ, 336(7642), 491-495. 

30. DAFNE Study Group, (2002). Training in fexible, 
intensive insulin management to enable dietary 
freedom in people with type 1 diabetes: dose 
adjustment for normal eating (DAFNE) randomised 
controlled trial. BMJ, 325(7367), 746. 

31. Liu, N.F., Brown, A.S., Younge, M.F., Guzman, S.J., 
Close, K.l. and Wood, R., (2017). Stigma in people 
with type 1 or type 2 diabetes. Clinical Diabetes, 
35(1), 27-34. 

32. Wylie, T.A.F., Shah, C., Connor, R., Farmer, A.J., 
Ismail, K., Millar, B., Morris, A., Reynolds, R.M., 
Robertson, E., Swindell, R. Warren, E., and Holt 
R.I.G., (2019). Transforming mental well-being for 
people with diabetes: research recommendations 
from Diabetes UK’s 2019 Diabetes and Mental Well-
Being Workshop. Diabetic Medicine, 36(12), 1532. 

33. Xin, Y., Davies, A., McCombie, L., Briggs, A., 
Messow, C.M., Grieve, E., Leslie, W.S., Taylor, R. 
and Lean, M.E.J., (2019). Type 2 diabetes remission: 
economic evaluation of the DiRECT/Counterweight-
Plus weight management programme within a 
primary care randomized controlled trial. Diabetic 
Medicine, 36(8), 1003-1012. 

37 

https://diabetesappg.files.wordpress.com/2018/08
https://www.nice.org.uk


 
The British Diabetic Association operating as Diabetes UK, a charity registered 
in England and Wales (no. 215199) and in Scotland (no. SC039136). 
© Diabetes UK 2020 


