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Abstract

Background The National Health Service Type 2 Diabetes Path to Remission programme in England (known

as the NHS Low Calorie Diet programme when piloted) was established to support people living with excess

weight and Type 2 Diabetes to lose weight and improve their glycaemic control. A mixed method evaluation was
commissioned to provide an enhanced understanding of the long-term cost effectiveness of the pilot programme, its
implementation, equity and transferability across broad and diverse populations. This study provided key insights on
implementation and equity from the service providers' perspective.

Methods Thirteen focus groups were conducted with commercial providers of the programme, during the initial
pilot rollout. Participants were purposively sampled across all provider organisations and staff roles involved in
implementing and delivering the programme. Normalisation Process Theory (NPT) was used to design the topic
schedule, with the addition of topics on equity and person-centredness. Data were thematically analysed using NPT
constructs with additional inductively created codes. Codes were summarised, and analytical themes generated.

Results The programme was found to fulfil the requirements for normalisation from the providers' perspective.
However, barriers were identified in engaging GP practices and receiving sufficient referrals, as well as supporting
service users through challenges to remain compliant. There was variation in communication and training between
provider sites. Areas for learning and improvement included adapting systems and processes and closing the gap
where needs of service users are not fully met.

Conclusions The evaluation of the pilot programme demonstrated that it was workable when supported by
effective primary care engagement, comprehensive training, and effective internal and external communication.
However, limitations were identified in relation to programme specifications e.g. eligibility criteria, service specification
and local commissioning decisions e.g. pattern of roll out, incentivisation of general practice. A person-centred
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approach to care is fundamental and should include cultural adaptation(s), and the assessment and signposting to

additional support and services where required.

Keywords Diabetes, Obesity, Diet, Re:Mission, Normalisation process theory, Delivery of health care

Introduction

In England, approximately 3.4 million people aged 16
years and over, live with Type 2 diabetes [1] and 64% of
adults live with excess weight, 26% of whom live with
obesity [2]. Urgent action is therefore needed to reduce
the significant impact on health and wellbeing, and the
associated NHS and societal costs [1, 3].

Recent evidence shows that a low-calorie diet (LCD)
using Total Diet Replacement (TDR), can produce clini-
cally significant weight loss, support remission of type
2 diabetes (T2D), and improve quality of life, for some
people living with, or at risk of obesity and T2D [4-11].
The NHS Long Term Plan [12] made a commitment to
pilot an LCD programme delivered using TDR, for peo-
ple living with excess weight and T2D. During the initial
12-weeks of the programme, all meals are replaced with
TDR products (e.g., soups and shakes) amounting to
800-900 kilocalories per day, followed by 6 weeks of food
reintroduction and weight maintenance for a further 34
weeks, provided through behaviour change support.

NHS England (NHSE) initially piloted the programme
across ten sites, each receiving one of three delivery mod-
els (group, 1:1 and digital) (see Additional File 1) [13].
The NHS LCD programme was delivered by commercial
service providers, with the local health system (referred
to hereon in as ‘primary care’) being responsible for
referring eligible patients to the programme. Commis-
sioning of commercial weight management programmes
could be viewed as part of the process of ‘commerciali-
sation of care’ within the NHS. The commercial provid-
ers are private limited companies which are for profit,
and this context should be borne in mind when consid-
ering key insights on implementation and equity from
the service providers’ perspective. The programme was
available to adults (18—-65 years) with a body mass index
(BMI)>27 kg/m® (=25 kg/m?® for Black, Asian and other
minoritized ethnic groups) and T2D diagnosis within
the last 6 years [14]. The programme aimed to achieve
remission from T2M by improving glycaemic parameters
and weight loss. This programme has now been adapted
following the evaluation process and renamed the NHS
Type 2 Diabetes Path to Remission programme. The
COVID-19 pandemic occurred concurrently with the
planned implementation of the LCD programme pilot, so
most of the delivery at the point of data collection had
been remote.

The Re:Mission study [15] is the evaluation of the pilot
NHS LCD Programme, and as part of this evaluation this

paper aims to explore the experiences of provider staff to
address the following research question:

What do provider staff perceive to be the key barri-
ers and facilitators to effective delivery, integration
and normalisation into routine care?

Methods

This study received ethical approval from Leeds Beckett
University (REF79441) and is reported using the COREQ
checklist (see Additional File 2) [16]. Participants were
purposively sampled across all four provider organisa-
tions and across all staff roles involved in implementing
and delivering the programme across the first ten pilot
sites in England. The link administrator in each organisa-
tion was contacted and they organised the focus groups.
Researchers were not known to the participants. All eli-
gible staff were invited to take part. Focus groups (n=13)
were conducted with staff (n=66), two participants were
unable to attend on the day, but one attended an alterna-
tive group. Two provider organisations took part in three
focus groups each, one provider organisation took part
in 5 focus groups and one provider organisation took
part in 2 focus groups. Staff included senior and middle
managers, and frontline staff in each organisation. Pro-
gramme deliverers had a variety of experience and were
either registered dietitians or nutritionists or had an
undergraduate or postgraduate degree in nutrition, pub-
lic health, sports exercise, or psychology. Some staff held
multiple roles delivering and supporting delivery of the
programme, and some programme deliverers also held
management roles; many staff worked on multiple pro-
grammes within each organisation. Table 1 shows the
characteristics of the focus groups.

Normalisation Process Theory (NPT) was used to col-
lect and analyse the data [17]. We used NPT to describe
‘a linear process in time; starting with sense-making, then
moving through engagement and participation, taking
action and then reflecting back [18, 19]. NPT is flexible
in how it can be used, which enabled us to conduct the
analysis in response to what we were sensing in the data.
Thematic analysis is a widely used method and was our
starting point [20], using the main four NPT constructs
(Coherence, Cognitive Participation, Collective Action,
and Reflexive Monitoring) deductively, but also creat-
ing codes inductively, both within the NPT constructs
and introducing additional codes. We broadly followed
Thomas and Harden’s outline for thematic synthesis:
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Table 1 Characteristics of focus groups
Mode of programme Role of participants

Number of

delivery participants*
1101 Programme deliverers 4
1to1 Programme deliverers 5
1to1 Senior & middle man- 5

agement team

Senior & middle man- 6
agement team

1to 1, Group, Digital

1101 Programme deliverers 5
1to 1, Group, Digital Patient support team 4
Digital Digital team 6
Group Programme deliverers 5
Digital Senior & middle man- 8
agement team
Digital Programme deliverers 8
Digital Patient support team 6
Group Programme deliverers 6
Group Senior & middle man- 3

agement team

*n=66 participants, 3 people participated in 2 focus groups each and 1 person
participated in 3 focus groups (these 4 people had multiple roles within the
organisation)

using a 3-stage process of coding of text ‘line-by-line’;
the development of ‘descriptive themes’; and the genera-
tion of ‘analytical themes’ [21]. These analytical themes
can be equated to third order interpretations. Applying
these systematic, in-depth, coding methods to the data
increased the rigour and transparency of the analysis.

Data collection

The focus group questions were designed to answer the
research questions and were underpinned by NPT con-
structs (see Additional File 3). The question schedule was
sent in advance and the first focus group acted as a pilot,
whereupon minor amendments to the questions were
made. Focus groups were conducted by researchers expe-
rienced in qualitative data collection (SJ, PW, CH, CF)
between October 2021 and February 2022, and were one
hour long. Most focus groups consisted of staff carry-
ing out one role type; however, some were mixed. Focus
groups were conducted online using MS Teams, audio
and video recorded, and written observational field notes
taken. Recordings were transcribed verbatim.

Data analysis

Line-by-line coding

All transcripts were coded (TB, SJ, PW) using the frame-
work described in Additional File 4. TB and SJ then coded
the text in the main nodes to all the sub-nodes, some of
which they created independently. NVivo software (QS
International Pty Ltd. Version 12) was used to assist the
process of storing and organising textual data and initial
coding (See Additional File 4 for codebook).
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Generation of descriptive themes

TB and S] reviewed and streamlined the content of the
nodes. TB and SJ reflected on the definitions of the node
properties and refined the codebook, ensuring the sub-
node labels and definitions accurately reflected the text
contained within them. SJ reviewed the inductive nodes
through the theoretical lens of NPT for interpretation
and renamed some of them to reflect this change. Dis-
tinct inductive nodes and sub-nodes were kept, in addi-
tion to NPT components, and gaps in the data were
identified. TB and S] reviewed the spread of the data
across the codebook both within and across provider
type and staff role. TB and SJ completed narrative sum-
maries for each node and wrote key summary statements,
underpinned by quotations.

Generation of analytical themes

SJ used the summary statements to answer research
question 1 by mapping out the data through the lens of
the four NPT concepts of coherence, cognitive participa-
tion, collective action, and reflexive monitoring. TB and
SJ inferred barriers and facilitators from what the partici-
pants had told us about their experiences (See Additional
File 4). Through discussion, additional analytical themes
were identified that contributed to the ‘strategic narra-
tive’ [22] which underpinned the implications for inter-
vention development and future implementation.

Findings

The following section outlines the descriptive themes,
followed by the analytical themes associated with bar-
riers and facilitators that were inferred from the data
coded to NPT constructs. Exemplar quotes are included;
summary statements, data linkage tables, and quotations
are in Additional File 5.

Coherence

Barriers to coherence

Four main barriers to coherence were identified.

1) There was uncertainty between provider staff about
whether the principal aim of the programme was diabe-
tes remission or weight loss. Providers sometimes framed
it from the service user (SU) point of view and recognised
that the focus of the programme might differ between
SUs. Providers cited other aims, including reduced blood
glucose, blood pressure and medication. Long-term and
holistic aims were to stabilise and sustain SUs improved
condition and quality of life.

“I think sort of weight loss was kind of seen as a main
sort of aim in general, so then use weight loss to then
progress diabetes remission along the way, sort of
stabilise you know, kind of help with people strug-
gling with blood glucose levels. I guess education
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around sort of nutrition, lifestyle and building sort
of a more sustainable healthy living aspect as well”
(PS1, PFGO1).

2) The LCD programme was very similar in parts to other
weight management programmes and sometimes used
the same staff and systems.

“.. I think the reality is when it comes to health care
programmes the content isn’t massively different
when the population is the same, so obviously there
was that support that I could give as well with kind
of the training and the learning aspect” (PFGO06,
PSI6).

3) The LCD programme was more onerous for staff
compared to other weight management/ diabetes pro-
grammes. Providers noticed that the LCD programme
was ‘our most complex programme’ (PS43) with ‘more
serious data collection’ (PS32).

4) The LCD programme was reported as more challeng-
ing than other similar weight management programmes
for SUs to remain compliant, in terms of intensity and
duration.

“We’re obviously looking in greater depth about
reducing meds, achieving remission, and so on so
forth. So there is quite a big difference between what
we're trying to achieve. You know the programme’s
longer, there’s more support, you know, intense is
probably the wrong word, but the 12 weeks is quite
intense for people. So that’s kind of the main differ-
ences between the two, I guess” (PFG07, PS11).

Facilitators to coherence

Three main facilitators to coherence were identified.

1) The main difference to other programmes was the
TDR phase which involves a complete removal of food
for the first 12 weeks.

“..think the obvious massive difference is that you
completely take solid food away from people, isn’t it?
So it doesn’t really give them any, any choice but to
focus on the reasons why. So that for me I think is, is
personally the biggest difference” (PFG02, PS5).

Providers also differentiated the LCD programme
according to high level, longer-term support for SUs.

“And I think what I think I really like about this is
not just the short-term fix which it does provide you
help the diabetes go into remission, but also the lon-
ger term coaching support that they get provided
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with, which I think when I've worked in weight loss
groups and exercise referrals and various things
for many many years now, I think this is quite
exceptional in terms of the way it delivers it” (PS6,
PFGO02).

2) Providers being responsible for SU’s clinical measure-
ments facilitates coherence by providing a satisfactory
rationale for the role of the provider. SU self-monitoring
of their clinical measurements also acted as a motiva-
tional tool for positive behaviour change.

“So basically we obviously have to collect the set
data for every single session. So weight, glucose levels
and then blood pressure if necessary.” (PG504, PS11).

“So taking that blood glucose and taking those read-
ings from people is really effective” (PFG07, PS30).

3) Effectiveness of the programme was confirmed to the
providers by SU’s weight loss and reduced blood glucose
and diabetes medications.

“.. you get results much more quickly than in the
NHS. I mean one of the biggest problems in the NHS,
I was seeing patients twice a year, and you can’t get
results that way” (PFG11, PS50).

Following and supporting SUs in their personal journeys
encouraged provider staff to buy-into the programme.

“it’s quite rare as well for any sort of behaviour
change programme, that you get to stay with
someone for 12 months. So, it’s quite a unique
opportunity, when you, when it’s a client led ser-
vice, which is what it is” (PFGO01, PS4) .

Four, inter-dependent, descriptive themes were identi-
fied: (1) preparation for mobilisation, (2) supporting
enrolment and delivery, (3) communication and (4) train-
ing sessions. For details on themes 1 and 2 see Additional
File 5.

Communication

Communication, feedback loops, and training, were
crucial to engagement and participation with the pro-
gramme, for all the stakeholders. Communication
channels could be external or internal to the provider
organisation. Middle managers played a vital role bridg-
ing communication between stakeholders and facilitat-
ing external training. Teamwork and peer support was
important in facilitating cognitive participation.
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Feedback loops
Feedback was used by provider organisations for service
improvement, maintaining standards, encouragement of
staff and professional development.

This coach recognised how feedback on delivery per-
formance helped them to deliver a better service.

“So it goes both ways, it’s the support to SUs, the
business to be able to make sure the delivery is cor-
rect and on how it’s done, and then any feedback on
that, and to develop that, and then of course your
own personal development in making sure that
you're doing [it right], you know, this is why we're
here enjoying our role to be able to support the SUs
going forward.” (PFG04, PS19).

Routine data collection was also used to offer occasional
feedback to the staff on progress of the pilot programme.
This was eagerly awaited, “Cause obviously we’re waiting
for that initial data to come back” (PFG02, PS8).

Coaches also found feedback on the programme use-
ful to answer SUs’ questions and to close feedback loops
with other SU queries.

“.. participants [SUs] ask a lot like how can you tell
me how it’s going? [...] being able to go back to him
and say, look, average client loses nine and half kg?”
(PFG02, PS5).

Communication loops were said to be present for nega-
tive/positive feedback and health incidents. When feed-
back was received from other stakeholders there was a
process for it to be disseminated appropriately. If it was
positive, it was shared with the team lead and cascaded to
team members.

“«

.. we'll share positive feedback, we will contact the
delivery coach’s line manager to share positive feed-
back, to make sure that then gets shared with them.
‘Cause it’s important that, as line managers, they
are aware of their team’s success and feedback that’s
been provided” (PFGO5, PS21).

If feedback was negative, it was shared with the team lead
and shared with team member(s) as appropriate, and fol-
lowed up, where necessary.

“«

.. in the event we were to get in negative feedback,
again wed follow a similar process so, depending on
what the feedback was as well, we would speak to
the coach’s line manager or if it was a patient sup-
port team, speak to their line manager, or it was to
get escalated to myself [senior manager] to investi-
gate, and this could be something like just looking at
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a training need or it could be absolutely anything”
(PFGOS, PS21).

Training sessions

Provider organisations developed a schedule of training
sessions for different audiences e.g. referrers, programme
deliverers. There were induction and ongoing training
sessions to ensure staff were able to fulfil their functions
and specific training where a skills need was identified
(see Additional File 5).

Facilitators and barriers to cognitive participation
Effectiveness of these communication channels and
training sessions was important, as they had the poten-
tial to become facilitators or barriers to engagement and
participation.

Facilitators to communication

Open channels were the basis for communication and
require fully operational, complete feedback loops, with
efficient and effective communication links that function
well.

“.. we'll just ask a question on there (coaches’ What-
sApp), or just email another coach and say, do
you know anything about this? Have you got any
resources?” (PFG2, PS8).

Providers understood the link between acting on feed-
back and SU benefit and communicating externally with
referrers and commissioners.

Facilitators to training

Provider staff recognised the importance of a standard
schedule of teaching sessions, using multiple teaching
methods, provided by experts within the provider organ-
isations. Training was ongoing and responsive to the
changing needs of staff, who gave enthusiastic and posi-
tive feedback about the training programme.

“I think all those [elements of the programme] are
covered to a really good depth in terms of the, the
training cycle and that means that when you do go
out into the field you feel well prepared and organ-
ised.” (PFG02, PS06).

Participants reported that when quantitative data were
triangulated with personal observation, it was compelling
and reinforced engagement because it demonstrated that
what they learnt in training appeared to be effective.

“I think it’s really positive the feedback that partici-
pants are giving to coaches and, and what coaches
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are seeing in terms of changes with participants and
also from a data aspect that we tend to pull, you
can see that it's being beneficial to people” (PFG13,
PS63).

Barriers to communication

When communication channels became blocked this
created a barrier. This could happen when feedback loops
were broken or incomplete, or the links in other com-
munication channels were dysfunctional. Provider staff
felt this posed a barrier to offering high quality care.
Coaches noticed how communicating across organisa-
tional boundaries was harder than within the provider
organisation, and that having more responsibility held
within the provider organisation, eased some of these
challenges.

“I mean, I don’t know about other organisations, but
I think when I speak from like primary care setting
there is sometimes a bit of a disconnect. That's not in
a, it’s just sometimes the two don’t always marry up.
I feel that LCD is a bit better because if the responsi-
bility is given to us more, which I think is better, but
I feel like when the, when there’s a bit more respon-
sibility on the primary care network, it sometimes
its a bit disjointed... [holding more responsibility
within the provider] does relieve a lot of pressures”
(PFG06, PS26).

Batrriers to training sessions

There were examples of increased workload, as new
training sessions had to be developed and standardised,
and with the creation of additional material required as
the programme became more established. GP involve-
ment in training differed across pilot areas (see Addi-
tional File 5, Mobilisation) and providers tried to adapt
the training material accordingly, however, this created
an additional burden on resources. Healthcare staff had
to be persuaded on the benefits for specific patients, and
the difference between the LCD and other programmes.
Providers referred to the need to train GPs in the accu-
rate identification and referral of suitable patients.

“So we go through that in a lot of detail explaining
the referral form process with them and the path-
way” (PFG10, PS§49).

Collective action

Barriers faced by service users

The main barriers for SUs appeared to disproportionately
impact people from minoritised ethnic groups (people
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from Asian or African Caribbean backgrounds were
mentioned by provider staff). Multiple intersecting bar-
riers related to language and the need for translation, but
the minoritised ethnic group was not specified.

“I would say from my perspective, one of the chal-
lenges is the fact that we can’t offer the care in, in any
language other than English unless the patient pro-
vides their own translator. So if someone hasn’t got
a family member or friend who's willing to translate
for them for the duration of the programme, then we
can’t accept them onto the programme, so obviously
that has its issues. And I think for a 12-month pro-
gramme it’s quite a lot for a patient to depend on a
family member or friend to be able to commit to that
translation for a long period of time, so that’s defi-
nitely a barrier” (PFG12, PS60).

Lack of family support was reported as a barrier which
more commonly affected women from minoritised eth-
nic groups, who reported challenges in managing the
programme whilst still cooking for their families.

“Yeah no I was just thinking about my experience
and 1, I think I had very few patients coming from
Asian or African Caribbean background, very few
patients. And I noticed that with some of these
patients, especially if they are women there is like,
like a big challenge, is that some time they are not
really understood or supported from their family
because traditional food is such a big part of their
culture, especially women, they are the main cooker
in the house. So one of the main challenges to discuss
is how they’re going to still, you know, cook and pro-
vide for their families, for their husband. So some-
times they are not as much understood or supported
from, from their, from their families. But not all the
time, but it’s something that I found more common
from, from this patient coming from these back-
grounds, I think” (PFG11, PS51).

Lack of attention to traditional cultural events such as
Ramadan and Christmas, especially during the TDR
phase, can create a barrier.

If TDR was not free of charge, provider staff speculated
that this would be a key barrier.

“We do get people asking though if, is it, is it free, free
of charge before we've had time to tell them it'’s free of
charge, so they do always ask that. A few do always
ask that question, so it could be a barrier” (PFGOS,
PS23).
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Provider staff viewed managing conversations about
mental health as a barrier to covering intended pro-
gramme content; these conversations were not given
enough coverage within the sessions.

“..and obviously as well like I said before, a lot of
emphasis on the mental health side of things. You
know I might have had a topic planned or something
planned for that, for that session, but then conversa-
tion’s taken a bit of a turn so we've, you know, delved
a bit deeper into that side of things. So yeah, I think,
I think especially I don’t know about anyone, any-
one else, but Id say especially with my participants
there’s, there seems to be a lot of mental health con-
versations going on there” (PFG02, PS9).

Lack of trust could be a barrier to engagement, regardless
of method of programme delivery.

“So we, we end up, we work with, it's the same as
someone in a traditional environment coming to
your clinic with their arms crossed and they sit there
and they’re yes, no answers. We use the same skills,
just in a, in a, in a remote setting really” (PFG11,
PS57).

There were many personal characteristics and circum-
stances of SUs that providers felt created barriers to
completing the programme. Reasons were inconsistent
and highlighted the multiple and varied reasons for drop-
out, which are unique to each SU. Reasons included psy-
chological reasons, chaotic circumstances, multiple life
events, busy lifestyles, work commitments that revolve
around food, people with larger families, people who
do not work but have a lot of ‘thinking time; living with
severe depression and other health issues, having a lot
going on at home, mental traumas, and mindset.

“For me, my group has been the workers tend to be
more disciplined I found so they’re busy so they’re
not likely to think, think about food as much. And
I found that they get a lot of family support. And it
tends to be people that don’t work who are left, who
have got a lot of thinking time and got, got quite a lot
going on at home or are quite severely depressed and
got, got other issues and probably other health issues
as well. They, they really want to do it at the begin-
ning and I find it’s that type of person where it's more
likely to, to slip” (PFGO2, PS8).

Providers highlighted the importance of motivation to
engage with the programme.

Page 7 of 13

“Retention is better when GPs only refer those most
likely to stay in the programme. So if the GPs do a
good job of filtering and just kind of assessing who
they think is suitable, explaining implicitly what
it involves, then retention is going to be better and
suitability for the programme is going to be higher”
(PEG04, PS17).

Providers highlighted cases they considered were ‘inap-
propriate’ referrals, suggesting a tension between refer-
rers and providers over responsibility for retention.

“I've had one client who probably, who shouldn’t
have been referred by their GP because of their men-
tal health status in relation to food. So, there’s been
previous disordered eating that wasn’t really, prob-
ably picked up and wasn’t appropriate for the refer-
ral in the first place” (PFGO1, PS4).

Facilitating referrals

Providers were ultimately reliant on referrers for work-
ability of the programme. Low volume referrals made it
challenging for providers to fill the spaces. It was sug-
gested that more written information on the eligibility
criteria and the risks from undertaking TDR, would help
with the flow of referrals.

Providers viewed their role as bridging between stake-
holders, to support the referral process. For example,
contract liaison officers supported the liaison between
SUs, their own organisations and the local health ser-
vice leads. Therefore, good communication, including
feedback and sharing of information, between contract
liaison officers and GP practices, was deemed vital in
making the programme work.

“Yeah Id say so yeah, there’s the contract liaison
officers there, the guys in the middle that will kind
of liaise with the GP practices and then, and share
information as they need to, same as we would, if
we felt there was a GP practice that was incorrectly
referring, as an example, we would feed that back
to the CLO for that area, who would then work with
that GP practice to make sure going forwards that,
you know, the referrals that they sent through are eli-
gible or correct” (PFGOS5, PS21).

This bridging role reduced barriers and increased facilita-
tors to programme activity. Achieving referrals required
engagement with various primary care stakeholders
(pharmacists, practice nurses).

“..I regularly meet with different practices, engage
with different health groups of health professionals
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and this is often with in combination with our proj-
ect officer within the CCG. So, we've been having a
lot of different interactions. Some of them have been
requested by referring pharmacists early on in, in
the referral phase and a lot of the time it'’s proactive
with us, and it’s come sometimes through individu-
als wanting to be referred by GPs as well. So, there’s
been an approach where we have addressed different
practices and had significant volumes through from
them, volumes of referrals, once we've taken that
approach.” (PFG09, PS39).

However, providers relied mainly on communication
with non-clinical staff in GP practices.

“Id say mainly like the secretaries and the admin
team at the, at the GP surgeries is who we speak to.
Occasionally if we've been chasing something up and
we've rang a practice a couple of times, we sent a few
emails, we might get a nurse or GP calling if they've
got a specific query, but generally it is just kind of
their admin and secretary team that we speak to”
(PFG12, PS60).

Reflexive monitoring

Requirements for normalisation

There emerged two strands to understanding the require-
ments for normalisation: those within the delivery
organisation and those within the wider context. The
embedding process within the provider organisation was
evidenced through their communication structures.

“.. pretty much weekly meetings, to sort of get to a
point where, you know, we were all clear on what the
plan was going to be and then reviewing those plans
ongoing” (PFGO03, PS15)

There was recognition of the ongoing process of embed-
ding knowledge and understanding of the programme
within General Practice.

“I think it’s about general practice gaining familiar-
ity, really understanding the programme. The GPs
that have seen the individuals that have benefited,
then go on to make the best next referrals’ (PFG09,
PS39)

There was a need for key partners to build up confidence
in the programme.

“I think one of the challenges is just per area primary
care, understanding the level of all the different
options and how this programme would then roll out
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is how does it sit alongside all the other, you know,
programmes that an individual could qualify for
multiple in the same time, and it's supporting pri-
mary care to understand which one is going to be the
most beneficial for each patient” (PFGO1, PS13).

There was reference to the cost effectiveness focus for the
commissioners.

“.. depends on the commissioning model, certainly
you would need to get, you know, slightly higher vol-
umes to make it particularly attractive and worth-
while to commission, let alone deliver’ (PFGO09,
PS41)

Links and contracts with other programmes were seen to
strengthen the position of the provider organisation with
the wider stakeholders.

“‘we’ve been commissioned separately by a local
authority to deliver some weight management, Tier
2 weight management programmies, so we're getting
sort of the, as an organisation we're getting slightly
more embedded into delivery of related services, but
those both complement each other” (PFG09, PS§41)

The requirements for normalisation were identified as
good communication systems, that included informal
and formal sessions with coaches and management, lay-
ing the foundation for increasing referrals and the belief
that if the programme was successful it would mean fur-
ther funding to extend the programme.

Areas for improvement

TDR products

Providers varied in how many TDR products they
offered. Provider staff suggested offering a wider choice
of products and enabling SUs to taste before ordering.
Provider staff said there was little scope for changing
products if SUs did not like them and identified that the
process for exchanging products needed improving.

»

“.. they would really like to try products beforehand.
(PEGO1, PS1).

“.. about 20% that maybe of my participants have
found that they really don’t like a certain flavour, or
they've really struggled with that, and then it’s been
kind of the, oh you've got to push through or order
early and kind of hope they've got leftovers” (PFGO1,
PS1)
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Internal feedback

Provider staff identified that regular (at least monthly)
feedback and updates needed to be prioritised, although
the difficulties of bringing everyone together for feedback
and update sessions was acknowledged, and one-to-one
sessions suggested for those unable to attend. One coach
said:

A little bit of feedback [from management] would
be a bit more appreciated but recognise time is an
issue” (PFGOI, PS01).

Wider system issues

Wider system issues for providers ranged from national
commissioning decisions related to the service specifica-
tion, to local commissioning related to the area, through
to receiving appropriate referrals in sufficient numbers
and external factors, such as media portrayals of the
programme, that influenced uptake. Nationally, there
were requirements for eligibility, such as having had reti-
nal screening, that led to exclusion. Staff reported that
locally, to be able to make well informed decisions, com-
missioners needed to see and understand how the pro-
gramme fitted with what else was going on in the area.

“I think from a commissioning point of view it’s, it’ll
probably be seeing how it fits as part of a wider sort
of offer for the, for the, whichever area the program
runs in, so you have different levels of service, like
NDPPB, and you have the, obviously the low calorie
diet programme, but then you'll have so also other
Tier 2 services, and commissioners will be thinking
about that balance between what's on offer between
those different services” (PFG01, PS04).

In the opinion of provider staff, the referral process
required improvement e.g. simplifying, offering financial
incentives to GPs for referrals. Increased confidence in,
and understanding of the programme, were expected to
improve referral rates. Inappropriate referrals, particu-
larly early on, showed a lack of clarity on what the pro-
gramme could offer and who would benefit most. Staff
noted how it took time to build up trust with GPs and for
them to build confidence in the programme— especially
when requesting a change in medication.

“Convincing some practices about the meds changes
required...These people [clients] have been on blood
pressure meds for 10 years and suddenly we're pro-
posing just stopping them for example, and that
takes a little bit of trust building” (PFG12, PS57).
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The boundaries around medical responsibilities were
reported as contested e.g. when the provider requested
the doctor to reduce the patient’s medication. Having a
Medical Director (with appropriate clinical qualifica-
tions) within the provider organisation, to discuss issues
around medical conditions and emerging issues, such as
raised blood pressure and glucose readings, was seen as
beneficial. From a provider perspective, relieving the GP
practices of some of their responsibilities, should be seen
positively as a resource saving.

Provider staff recognised that eligibility criteria were
perceived as unnecessarily limiting by GPs. They sug-
gested that eligibility processes needed to be revised to
help increase numbers of referrals. Databases holding
pilot data aided analysis of progress and outcomes; how-
ever, it was noted by one provider that their database
would benefit from being able to store more qualitative
information, such as patient lifestyle, family life, likes and
dislikes.

Equity across SU population

One provider talked about how they were using their
data to check for equity of referral; although this might
have been happening it was not mentioned by other pro-
viders when the topic of equity was raised.

“.. we would benchmark the referrals and the num-
ber of people that we had on the programme against
the kind of local data. So, looking at IMD deciles,
people you know ethnicities and gender, that kind of
thing. And just to make sure that we were kind of,
our referrals were representative of the local area’
(PFG10, P§49)

There was limited evidence that all providers were tar-
geting the programme to ensure that it was being offered
and accessible to all patients who met the criteria, taking
into account SUs’ culture, religion or beliefs.

“.. some of the external triggers, the examples that
we had were like you know going to the pub or going
out for a drink and that sort of thing that wasn’t
quite appropriate for my [Asian ladies] group. So, I
changed it slightly” (PFG08, PS34)

Efforts to ensure the inclusion of minoritised ethnic
groups was limited, with only one provider planning to
make specific adaptations for those where English was
not their first language.

“.. maybe either visuals or, better visuals or in their
language, you know, if it's a common language that
we can put it in that” (PFG03, PS30)
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“«

. we do have kind of Urdu speaking and Hindi
speaking sessions coming up. So for those specific
groups that we’re putting on in Feb, there will be a
translated book hopefully for them” (PFG03, PS11)

There appeared to be little recognition that more proac-
tive work needed to be done to improve equity, rather
than framing equity as a capacity issue or a lack of need.

.. it’s about practices’ capacity to do some of that
targeted work so you know, if we know that, you
know, a certain demographic is going to benefit more
from it then doing that targeted work is sometimes
what they’re not able to have that sort of time and
capacity to do that “ (PFG03, PS15)

“.. we have to you know, promote it and target those
particular groups as I say and we, we’re working on
a language group in November, but I don’t think we
would have the demand unless we go out and pro-
mote it, specifically” (PFG03, PS15).

Provider staff pointed out that more flexibility in delivery
methods offered greater possibility of equity. Specifically,
they noted how virtual delivery was preferred in many
cases.

“20% virtual would be much more, much better from
all the points you're talking about around equity
and inclusion and personalisation and all of that, let
alone mobilisation and delivery” (PFG09, PS41)

Discussion
We have provided insights from commercial providers’
experiences of delivering the NHS LCD pilot programme.
A strength of the study was that our sample was com-
prehensive and representative of staff roles, geographi-
cal regions, and delivery models across the four provider
organisations, with only one participant not attending
a focus group. The overall strategic narrative was one
of ‘commercialisation of care, meaning the structures
and assumptions of commissioning, referral and provi-
sion operated through commercial contracts that do not
reward spending extra resources on creating an equitable
referral and delivery process. Provider and primary care
structures and systems that facilitated coherence and
promoted communication and training were more likely
to lead to successful implementation, whilst acknowledg-
ing the importance of SU characteristics.

There is limited evidence of health care profession-
als’ perceptions about referring people for obesity
care in community settings, or commercial providers
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perceptions of delivery of weight management, it is the
latter which this paper seeks to redress [23]. Excellent
communication between referrers and providers was
fundamental; to engage GP staff and to train them in the
referral process and follow-up communications of their
patients. However, open communication channels with
GP services were not always evident. This posed chal-
lenges for providers due to their dependence on receiving
referrals from GP practices and also due to the respon-
sibility for practices to provide ongoing support to SUs.
This highlights commonality with the data from the local
health service leads, which showed that engagement was
dependent on the primary care team and collaboration
was crucial to success of the programme [24].

Facilitators of collective action identified by providers
included close teamwork within provider organisations,
trusting relationships between coaches and SUs and
wider choices of TDR products. This is in line with other
literature around the importance of trust in the relation-
ship between provider and SU [25]. A range of barriers
were identified by providers for SUs compliance and con-
tinuation with the programme, associated with personal
characteristics, environment, skills and preferences. The
main barriers for SUs appeared to disproportionately
impact people from minoritised ethnic groups. Multiple
and intersecting barriers included ethnicity, culture, lan-
guage and translation requirements, digital competency,
veganism, taste preferences, needs of the family, and time
to attend sessions. Language barriers puts the onus on
and creates inequalities for the participant. Research by
Digital Scotland highlights that language and translation
requirements is the biggest barrier for ethnic minorities
accessing weight management services [26]. The poten-
tial cost of TDR products outside of a pilot context was
raised as a crucial barrier to collective action.

Reflexive monitoring highlighted areas of learning
related to the practical implementation of the pro-
gramme, motivation of SUs, and the importance of
normalisation. Overall, provider staff reflected very posi-
tively about the benefits of the LCD programme and the
ways it had been facilitated. From their perspective, what
had been learnt was being used to adapt provision. Areas
for improvement included internal feedback, wider sys-
tem issues relating to referrals, TDR products and equity.
Providers were concerned with getting the ‘right’ people
referred into the programme, meaning motivated people
and people without psychological issues related to food.
There is a danger that this approach could increase ineq-
uity as the programme expands. It will be interesting to
triangulate these findings with data from SUs (currently
being collected).

Cross-cutting themes emerged from the data, namely
equity and person-centredness. Equity of opportunity
was missing, which is fundamental to address the social
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gradient in health [27]. It is highly likely there are unad-
dressed needs of individual participants who identify
with minoritised groups,, that need to be met in order
for these individuals to be able to achieve the same out-
comes. Equity themes related to culture, ethnicity, lan-
guage, and digital engagement. There was little evidence
about inequities related to disability, age and place and
no mention of sexual orientation or gender identity. Pro-
viders viewed non-English language as the main barrier
to the programme being equitable. Equity is discussed in
more depth in the local health service lead data [24].

Reflecting on the pilot, it was clear to providers that
there was a limited response to adapting delivery for SUs
from minoritized ethnic groups. Providers varied in their
approach to cultural adaptations to the programme. A
recent review of qualitative studies around uptake and
adherence to weight management and T2D programmes
highlights limited UK data with participants’ discourse
around surface level factors such as language [28]. Bar-
riers to engagement and adherence for minoritised eth-
nic groups is a significant barrier to equity. A recent
documentary review of service parameters and behaviour
change content across four independent service provid-
ers of low-calorie diet programmes, conducted as part of
this Re:Mission study, highlights that healthy eating and
cultural tailoring are essential components of the service
specification and lack of cultural adaptation could have
consequences for the success of minority group members
of the programme [29].

Underlying psychological issues such as mental health
and emotional eating were raised by providers and have
been highlighted as an area of concern by tier 2 weight
management SUs [30]. Emotional factors that impact
on care must be considered if we are to deliver person-
centred care [31], as SUs value weight management
services that recognise the emotional aspect of weight
management [32]. More work is required to understand
these needs and the support (experience/skills/training)
required to appropriately address them, either within the
service or through signposted services.

Person-centred themes related to the importance of
the coach and SU relationship, and providers being able
to tailor the programme for the individual SU; the ben-
efit of peer support between SUs was also recognised.
This thread ran through the analysis, with buy-in from
providers coming from building a relationship over time,
being able to follow SUs throughout their journey, and
observing the physical and psychosocial benefits, which
reinforced providers’ coherence and positive perceptions
of the programme. This thread stresses the importance
of person-centred care and highlights some of the chal-
lenges of delivering this within the context of commer-
cialisation of care.
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Limitations

We did not distinguish between the different providers
when reporting the findings. As provider leads acted as
the gatekeeper to staff, this may have impacted partici-
pation. There was also variation in staff roles within and
between provider organisations, and some focus groups
consisted of staff who line managed others in the group.
This may have impacted on the openness of the discus-
sion, as researchers noted that a positive perspective was
given to all comments. It was noteworthy that no signifi-
cant negatives were acknowledged, even when prompted
by the researcher. It is therefore unclear as to whether
responses were biased or reflected genuinely high levels
of buy-in and operationalisation.

Recommendations
Key learning points that facilitate remote delivery of the
programme include:

« Taking a person-centred approach is critical and
can be achieved by developing positive working
relationship between provider and SU, which
includes building trust, taking time, positive
encouragement, constructive feedback, developing
confidence, and signposting to additional support
where required.

+ There needs to be a thorough assessment of SU
commitment to and interest in the programme
by a clinician who is well informed about the
specific offer; including SU eligibility, tolerance to
the products, and medication changes at point of
referral. More background information about each
SU would help the delivery staff develop person-
centeredness.

+ Cultural adaptation of the programme should be
continuously reviewed to ensure services meet
the needs of target populations. Equality impact
assessments would help providers to monitor equity
in uptake and impact.

+ Delivery team training in recognising and
signposting support for mental health and
emotional/disordered eating is important together
with appropriate training.

+ Provision of a diverse range of delivery methods
is key to making the programme accessible and
sustainable. One-to-one programme delivery enables
providers to start delivery promptly, whereas group
delivery is reliant on sufficient referral numbers
which can delay the start date. Remote delivery
enables providers to support more SUs. Supporting
Apps can enable regular and timely feedback and
support between provider and SUs. Providing a
range of TDR products is important to SUs.
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+ An effective operational system is critical given the
complexity of the programme and required data
capture. Close and supportive teamwork is highly
valued: access to immediate frontline support from
colleagues using online chats during live coaching
sessions with SUs was considered helpful.

« Itis important to understand local care pathways
and the wider context of the service delivery.

High engagement by primary care and effective
communication between providers and referrers is
critical.

Conclusions

The LCD programme pilot was most workable when sup-
ported by effective primary care engagement, compre-
hensive training of referrers and deliverers, and effective
internal and external communication. However, provider
organisations faced challenges working within the local
context, where commissioners were applying a national,
standard contract and service specification. A person-
centred approach to care is fundamental and should
include cultural adaptation and assessment and signpost-
ing to additional support and services where required.

Abbreviations

BMI Body mass index

GP General practitioner
LCD Low Calorie Diet

NHS National Health Service

NHSE  NHS England

NPT Normalisation Process Theory
PFG Provider focus group

PS Participant

SU Service user

TDR Total Diet Replacement
T2D Type 2 Diabetes

Supplementary Information
The online version contains supplementary material available at https://doi.
0rg/10.1186/512913-023-10501-y.

Supplementary Material 1: Additional File 1 presents an overview of pilot
areas, delivery models and programme structure

Supplementary Material 2: Additional File 2 provides a completed COREQ
checklist

Supplementary Material 3: Additional File 3 provides information on NPT
and the focus group question framework

Supplementary Material 4: Additional File 4 provides the codebook and an
example of data linkage

Supplementary Material 5: Additional File 5 provides further findings and

quotations from the data

Acknowledgements

The authors would like to acknowledge the Patient and Public Involvement
team who have worked on the coproduction of the Re:Mission study,
including Ken Clare, Abimbola Ojo, Jennifer Teke, Mike Willis, Gulsoom Akhtar,
Beth Clegg and Clair Goddard.

Page 12 of 13

The authors would like to acknowledge Clare Helm from NHS England, who
has worked on the coproduction of this study; identification of study aims,
gatekeeper to participants who were previously unknown to the interviewers
and provided feedback on an earlier draft of this manuscript. The authors
would also like to acknowledge all members of the steering and oversight
groups who are involved in the Re:Mission study including the clinical leads Dr
Mark Ashton and Dr Chirag Bakhai.

The Re:Mission study includes a multidisciplinary team of academics from
across the North of England. The authors would like to acknowledge all
members of the team including Dr Duncan Radley, Karina Kinsella, Dr Jamie
Matu, Dr Simon Rowlands, Dr Tanefa Apekay, Dr Stuart Flint, Prof Janet Cade,
Dr Adam Martin, Dr Maria Bryant, Dr Jordan Marwood, Dr Wendy Burton, Mick
Martson, Pooja Dhir and Tamla Evans. Particular thanks to Dr Kevin Drew, Prof
Maria Maynard and Prof Jim McKenna for commenting on the draft.

Author contributions

“LE secured funding for the Re:Mission study, and with CH, SJ and TB designed
the outline for the current work and managed access with NHS England.

CF, CH, SJand PW conducted fieldwork. CB, TB, SJ and PW contributed to

the analysis of data. All authors contributed to drafts of this paper and have
reviewed and agreed this final draft that is submitted for publication”

Funding

This work was supported by the National Institute for Health Research, Health
Services and Delivery Research [NIHR 132075]. The NHS England Low-Calorie
Diet Pilot is funded by NHS England.

Data availability

The datasets generated during this current study are not publicly available
due to reasons of privacy and confidentiality, and because of the inability to
de-identify the data. Additional knowledge of the data can be available from
the corresponding author on reasonable request.

Declarations
The views expressed in this paper are those of the author(s) and not
necessarily those of the NHS or the National Institute for Health Research.

Ethics approval and consent to participate

All methods were carried out in accordance with relevant guidelines and
regulations. The Re:Mission study was granted ethical approval by the Health
Research Authority (HRA) on 5 July 2021, REC ref: 21/WM/0136. Participants
provided both oral and written informed consent to participate in the
Re:Mission study, including consent for publication. No relationship had been
established prior to study commencement between the researchers and the
provider organisation staff.

Consent for publication
Not applicable.

Competing interests

Dr Tamara Brown holds an Honorary contract with Office of Health
Improvement and Disparities and received funding from the Office of Health
Improvement and Disparities and receives funding from the National Institute
for Health Research.Dr Catherine Homer receives funding from the National
Institute for Health Research. Dr Chirag Bakhai is a primary care advisor to
the national diabetes programme for NHS England and NHS Improvement.
Prof. Ells holds an Honorary contract with the Office of Health Improvement
and Disparities and receives funding from the National Institute for Health
Research, Medical Research Council, Office of Health Improvement and
Disparities and Leeds City Council.The other authors do not have any
competing interests.

Author details

'School of Health & Life Sciences, Teesside University, Centuria Building,
Middlesbrough, North Yorkshire TS1 3BX, UK

2Obesi‘[y Institute, School of Health, Leeds Beckett University, City
Campus, Leeds LS6 3QW, UK

3Sport and Physical Activity Research Centre, Sheffield Hallam University,
Olympic Legacy Park, 2 Old Hall Road, Sheffield S9 3TU, UK

4Public Health Team, Calderdale Council, Princess Buildings, Princess
Street, Halifax, West Yorkshire HX1 1TP, UK


https://doi.org/10.1186/s12913-023-10501-y
https://doi.org/10.1186/s12913-023-10501-y

Jones et al. BMC Health Services Research (2024) 24:53

®Larkside Practice, Churchfield Medical Centre, 322 Crawley Green Road,
Luton, Bedfordshire LU2 9SB, UK

Received: 12 June 2023 / Accepted: 19 December 2023
Published online: 10 January 2024

References

1. Public Health England. Diabetes prevalance model. London: Public Health
England; 2016.

2. NHS Digital. Health Survey for England, 2021 part 1. London: National Statis-
tics; 2022.

3. Gatineau M, Hancock C, Holman N, Outhwaite H, Oldridge L, Christie A, et al.
Adult obesity and type 2 Diabetes. London: Public Health England; 2014.

4. Castellana M, Conte E, Cignarelli A, Perrini S, Giustina A, Giovanella L, et al.
Efficacy and safety of very low calorie ketogenic diet (VLCKD) in patients with
overweight and obesity: a systematic review and meta-analysis. Reviews in
Endocrine and Metabolic Disorders. 2020;21(1):5-16.

5. Sellahewa L, Khan C, Lakkunarajah S, Idris I. A systematic review of evidence
on the use of very low calorie diets in people with Diabetes. Curr Diabetes
Rev. 2017;13(1):35-46.

6.  Caprio M, Infante M, Moriconi E, Armani A, Fabbri A, Mantovani G, et al.
Very-low-calorie ketogenic diet (VLCKD) in the management of metabolic
Diseases: systematic review and consensus statement from the Italian Society
of Endocrinology (SIE). J Endocrinol Investig. 2019;42(11):1365-86.

7. Rehackova L, Arnott B, Araujo-Soares V, Adamson A, Taylor R, Sniehotta F.
Efficacy and acceptability of very low energy diets in overweight and obese
people with type 2 Diabetes Mellitus: a systematic review with meta-analy-
ses. Diabet Med. 2016;33(5):580-91.

8. Astbury NM, Piernas C, Hartmann-Boyce J, Lapworth S, Aveyard P, Jebb SA. A
systematic review and meta-analysis of the effectiveness of meal replace-
ments for weight loss. Obes Rev. 2019;20(4):569-87.

9. Lean ME, Leslie WS, Barnes AC, Brosnahan N, Thom G, McCombie L, et al.
Durability of a primary care-led weight-management intervention for remis-
sion of type 2 Diabetes: 2-year results of the DIRECT open-label, cluster-
randomised trial. The Lancet Diabetes & Endocrinology. 2019;7(5):344-55.

10.  Astbury NM, Aveyard P, Nickless A, Hood K, Corfield K, Lowe R et al. Doctor
referral of overweight people to low energy total diet replacement treatment
(DROPLET): pragmatic randomised controlled trial. BMJ. 2018;362.

11, Ard JD, Lewis KH, Rothberg A, Auriemma A, Coburn SL, Cohen SS, et al. Effec-
tiveness of a total meal replacement program (OPTIFAST Program) on weight
loss: results from the OPTIWIN Study. Obesity. 2019;27(1):22-9.

12. NHS England. The NHS Long Term Plan. NHS; 2019.

13. NHS England and NHS Improvement. NHS low calorie Diet Programme- face
to face [one to one/group] delivery model - service specification. England;
2019.

14. NHS. Low calorie diets to treat obesity and Type 2 diabetes. 2019 [Avail-
able from: https://www.england.nhs.uk/diabetes/treatment-care/
low-calorie-diets/.

15, Ells L, Radley D, Homer C. A coproduced mixed method evaluation of the
NHS England Low-Calorie Diet implementation pilot. Protocol. 2021 12th
March 2021.

16. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int J
Qual Health Care. 2007;19(6):349-57.

17. May C, Finch T, Implementing. Embedding, and integrating practices: an
outline of normalization process theory. Sociology. 2009;43(3):535-54.

18. May CR, Cummings A, Girling M, Bracher M, Mair FS, May CM, et al. Using
normalization process theory in feasibility studies and process evaluations
of complex healthcare interventions: a systematic review. Implement Sci.
2018;13:80. https://doi.org/10.1186/513012-018-0758-1.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32,

Page 13 of 13

McNaughton RJ, Steven A, Shucksmith J. Using normalization process theory
as a practical Tool across the Life Course of a qualitative Research Project.
Qual Health Res. 2020;30(2):217-27.

Braun'V, Clarke V, Weate P. Using thematic analysis in sport and exercise
research. In: Smith B, Sparkes AC, editors. Routledge Handbook of Qualitative
Research in Sport and Exercise. London: Routledge; 2016. pp. 191-205.
Thomas J, Harden A. Methods for the thematic synthesis of qualitative
research in systematic reviews. BMC Med Res Methodol. 2008;8:45. https://
doi.org/10.1186/1471-2288-8-45.

Fadlallah R, El-Jardali F, Nomier M, Hemadi N, Arif K, Langlois EV, et al. Using
narratives to impact health policy-making: a systematic review. Health Res
Policy Syst. 2019;17:26. https://doi.org/10.1186/512961-019-0423-4.
Bailey-Davis L, Pinto AM, Hanna DJ, Rethorst CD, Still CD, Foster GD.
Quialitative inquiry with primary care providers and specialists about adult
weight management care and referrals. Translational Behav Med. April
2022;12(4):576-84. https://doi.org/10.1093/tbm/ibac006.

Drew KJ, Homer C, Radley D, Freeman C, Kinsella K, Maynard M, Bakhai C, Ells
L. Equity and local Health systems- a qualitative evaluation of the experi-
ences of Local Health Service leads during the first two years of the NHS low
calorie Diet Programme Pilot. BMC Health Services Research. Under peer
review; April 2023.

Norman K, Burrows L, Chepulis L, et al. Understanding weight manage-
ment experiences from patient perspectives: qualitative exploration in
general practice. BMC Prim Care. 2023;24:45. https://doi.org/10.1186/
$12875-023-01998-7.

Digital Scotland. Weight Management. Final report. (Unpublished); 2021.
https://www.gov.scot/publications/understanding-diet-weight-type-
2-diabetes-minority-ethnic-groups-scotland-access-experiences-services-
support-weight-management-type-2-diabetes-recommendations-change/
pages/5/.

Marmot M. The Marmot review: fair society, healthy lives. The Strategic
Review of Health Inequalities in England Post-2010. London: The Marmot
Review; 2010.

Dhir P, Evans T, Drew KJ, Maynard M, Nobles J, Homers C, Ells L. Views, percep-
tions, and experiences of type 2 Diabetes or weight management pro-
grammes among minoritised ethnic groups living in high-income countries:
a systematic review of qualitative evidence. Unpublished. 2023.

Evans T, Dhir P, Radley D, Duarte C, Keyworth C, Homer C, Hill AJ, Hawkes

R, Matu J, McKenna J, Ells L. Does the design of the NHS Low-Calorie Diet
Programme have fidelity to the programme specification? A documentary
review of service parameters and behaviour change content in a type 2
Diabetes intervention. Diabet Med, Vol. 40 (4), e15022. April 2023.

Marwood J, Brown T, Kaiseler M, Clare K, Feeley A, Blackshaw J, Ells L.
Psychological support within tier 2 adult weight management services, are
we doing enough for people with mental health needs? A mixed-methods
survey. Clin Obes. 2023;e12580.

Quialitative opportunities. into user experiences of tier 2 and tier 3 weight
management services. 2017; Innovation Unit, Public Health England. https://
assets.publishing.service.gov.uk/government/uploads/system/uploads/
attachment_data/file/622422/Qualitative_opportunites_into_user_experi-
ences_t2_t3_weight_management_services.pdf.

Ells LJ, Ashton M, Li R, Logue J, Griffiths C, Torbahn G, Marwood J, Stubbs

J, Clare K, Gately PJ, Campbell-Scherer D. Can we deliver Person-Centred
Obesity Care across the Globe? Curr Obes Rep. 2022;11(4):350-5.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://www.england.nhs.uk/diabetes/treatment-care/low-calorie-diets/
https://www.england.nhs.uk/diabetes/treatment-care/low-calorie-diets/
https://doi.org/10.1186/s13012-018-0758-1
https://doi.org/10.1186/1471-2288-8-45
https://doi.org/10.1186/1471-2288-8-45
https://doi.org/10.1186/s12961-019-0423-4
https://doi.org/10.1093/tbm/ibac006
https://doi.org/10.1186/s12875-023-01998-7
https://doi.org/10.1186/s12875-023-01998-7
https://www.gov.scot/publications/understanding-diet-weight-type-2-diabetes-minority-ethnic-groups-scotland-access-experiences-services-support-weight-management-type-2-diabetes-recommendations-change/pages/5/
https://www.gov.scot/publications/understanding-diet-weight-type-2-diabetes-minority-ethnic-groups-scotland-access-experiences-services-support-weight-management-type-2-diabetes-recommendations-change/pages/5/
https://www.gov.scot/publications/understanding-diet-weight-type-2-diabetes-minority-ethnic-groups-scotland-access-experiences-services-support-weight-management-type-2-diabetes-recommendations-change/pages/5/
https://www.gov.scot/publications/understanding-diet-weight-type-2-diabetes-minority-ethnic-groups-scotland-access-experiences-services-support-weight-management-type-2-diabetes-recommendations-change/pages/5/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/622422/Qualitative_opportunites_into_user_experiences_t2_t3_weight_management_services.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/622422/Qualitative_opportunites_into_user_experiences_t2_t3_weight_management_services.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/622422/Qualitative_opportunites_into_user_experiences_t2_t3_weight_management_services.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/622422/Qualitative_opportunites_into_user_experiences_t2_t3_weight_management_services.pdf

	﻿Commercial provider staff experiences of the NHS low calorie diet programme pilot: a qualitative exploration of key barriers and facilitators
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Data collection
	﻿Data analysis
	﻿Line-by-line coding
	﻿Generation of descriptive themes
	﻿Generation of analytical themes


	﻿Findings
	﻿Coherence
	﻿Barriers to coherence
	﻿Facilitators to coherence
	﻿Communication
	﻿Feedback loops
	﻿Training sessions
	﻿Facilitators and barriers to cognitive participation
	﻿Facilitators to communication
	﻿Facilitators to training
	﻿Barriers to communication
	﻿Barriers to training sessions


	﻿Collective action
	﻿Barriers faced by service users
	﻿Facilitating referrals

	﻿Reflexive monitoring
	﻿Requirements for normalisation

	﻿Areas for improvement
	﻿TDR products
	﻿Internal feedback
	﻿Wider system issues
	﻿Equity across SU population

	﻿Discussion
	﻿Limitations
	﻿Recommendations

	﻿Conclusions
	﻿References


