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Summary

Obesity and Type 2 Diabetes Mellitus (T2DM) are chronic conditions with significant
personal, societal, and economic impacts. Expanding on existing trial evidence, the
NHS piloted a 52-week low-calorie diet programme for T2DM, delivered by private
providers using total diet replacement products and behaviour change support. This
study aimed to determine the extent to which providers and coaches adhered to the
service specification outlined by NHS England. An observational qualitative study
was conducted to examine the delivery of both one-to-one and group-based delivery
of programme sessions. Observations of 122 sessions across eight programme deliv-
ery samples and two service providers were completed. Adherence to the service
specification was stronger for those outcomes that were easily measurable, such as
weight and blood glucose, while less tangible elements of the specification, such as
empowering service users, and person-centred delivery were less consistently
observed. One-to-one sessions were more successful in their person-centred deliv-
ery, and the skills of the coaches delivering the sessions had a strong impact on
adherence to the specification. Overall, the results show that there was variability by
provider and delivery mode in the extent to which sessions of the NHS Low-Calorie
Diet Programme reflected the intended service specification. In subsequent pro-
grammes it is recommended that one-to-one sessions are used, with accompanying
peer support, and that providers improve standardised training and quality assurance

to ensure specification adherence.
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© 2024 The Authors. Clinical Obesity published by John Wiley & Sons Ltd on behalf of World Obesity Federation.

Clinical Obesity. 2024;e12652.
https://doi.org/10.1111/cob.12652

wileyonlinelibrary.com/journal/cob 10f 10


https://orcid.org/0000-0002-3658-3485
https://orcid.org/0000-0001-9225-0442
mailto:j.r.marwood@leedsbeckett.ac.uk
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://wileyonlinelibrary.com/journal/cob
https://doi.org/10.1111/cob.12652
http://crossmark.crossref.org/dialog/?doi=10.1111%2Fcob.12652&domain=pdf&date_stamp=2024-03-02

MARWOOD ET AL

20 | WILEY_SEEaiY

KEYWORDS

1 | INTRODUCTION

Type 2 Diabetes Mellitus (T2DM) is a chronic condition with an
increasing global prevalence, often associated with increased rates of
obesity.? The personal® and financial* costs of T2DM are high, and
there is an urgent need to develop effective and equitable interven-
tions. Recent trials have suggested that low-calorie diet interventions
incorporating total diet replacement (TDR) may be an effective treat-
ment for weight reduction and improved blood glucose control.>®
Building on this evidence, the National Health Service England (NHSE)
launched a pilot programme of a low-calorie diet, TDR-based inter-
vention for people living with T2DM and overweight or obesity, in
September 2020 (‘NHS Low-Calorie Diet Programme’ (NHS-LCD)
now known as the NHS Type 2 Diabetes Path to Remission Pro-
gramme [T2DR]). The NHS-LCD was a 52-week long programme,
delivered by four independent providers via digital, group or one-
to-one coaching sessions. The programme included a 12-week TDR
phase followed by ~6 weeks of gradual food reintroduction, then a
weight maintenance phase, alongside dietary and physical activity
guidance, supported by behaviour change techniques (BCTs). A full
description of the intervention can be found in Evans et al.”

The commissioned providers' programme designs, including the
content and delivery of the coaching sessions, were derived from the
NHSE service specification,2 which mandated use of BCTs and other
service parameters such as empowering service users, promoting
inclusion, and tailoring to cultural context. Both the service parame-
ters and the delivery of BCTs were important elements of the pilot;
the delivery of BCTs was crucial to support efficacy and adherence to
the lifestyle components of the programme, while the service parame-
ters were established to ensure consistency and equity of provision.

Previous studies have evaluated the underpinning behavioural
science theory” and the intended BCTs and service parameters’
across the different service providers. This work highlighted a drift in
fidelity when comparing the provider specifications to that stipulated
by NHSE,’ and demonstrated that fidelity of BCT delivery in

What this study adds?
e This study provides a synthesis of session observations of the delivery of the NHS Low-

Calorie Diet programme.

diabetes remission, low-calorie diet, session observation, total diet replacement, type 2 diabetes

What is already known about this subject?

e Low-calorie diets can have a positive impact on Type 2 Diabetes Mellitus and obesity.

e NHS England has commissioned a Low-Calorie Diet programme to aid in diabetes remission.
e Previous research from our group identified a drift in fidelity from the translation of service

specification to provider service design.

e This is crucial for commissioners of similar services as it provides insight into the often unob-
served interaction between coach and service user, and the way in which service specifica-

tions are translated into delivery.

comparison to the service specification was low to moderate, with
variation across providers and delivery models.'° This suggests a drift
in fidelity from NHSE service specification at design stage, and an
incomplete adherence to the delivery of BCTs within the sessions,
which could have implications for the outcomes of the programme.
This study provides a supporting narrative to Evans et al.}° by
qualitatively exploring whether the sessions were delivered in accor-
dance with the service parameters stipulated by NHSE, providing
insight into the consistency and equity of the programme, and
whether it was delivered in alignment with the service specification
commissioned by NHSE. The study therefore addresses the following
two research questions: (1) Based on qualitative observation of ses-
sions, did the delivery of sessions reflect the stipulated parameters of
the NHSE service specification? (2) Were there differences in delivery

across providers, delivery modes, and programme stages?

2 | METHODS

21 | Design, setting, and participants

An observational study was conducted to examine the delivery of
both one-to-one and group-based delivery of programme sessions,
employing a qualitative approach.* Full details of the methodology
can be found in Table A and are briefly described below.

Three providers were commissioned to deliver one-to-one or
group-based online or face-to-face behavioural support across
10 localities in England. However, due to a lack of engagement from
one provider, sessions were sampled from two providers across five
localities between January 2022 and February 2023. In response to
the COVID-19 pandemic, all sessions were conducted remotely using
videoconferencing software. Table 1 outlines the coverage of session
observations for each sample.

For Provider 1, two group-based courses were observed, for Pro-

vider 2, two group-based courses and four one-to-one courses were
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TABLE 1 Sample characteristics.

Provider Sample Delivery model

One 1 Group No
One 2 Group No
Two 3 Group Yes
Two 4 Group Yes
Two 5 One-to-one Yes
Two 6 One-to-one Yes
Two 7 One-to-one Yes
Two 8 One-to-one Yes

Note: Locality is not reported to protect anonymity.

observed. Due to two participant withdrawals, only one full one-
to-one course across all phases and weeks of the programme was
observed. In sample eight, data collection began during the middle of
the programme to ensure observation of the remaining sessions (see
Table 1).

2.2 | Procedure

Service providers were invited to participate in this study by NHSE
who acted as the gatekeeper. We asked service provider leads who
were delivering the sessions to be observed, to circulate a participant
information sheet, and to gain consent from each group
participant prior to the observations. The service provider session
leads completed a consent form which confirmed the distribution of
the information sheet, and gaining of consent from each group partici-
pant. The researchers were not active participants in the group and
were there to observe only. The study received ethical approval from
Leeds Beckett University (107887) and data collection occurred
between January 2022 and February 2023.

Two researchers observed the live sessions. One recorded the
delivery of planned BCTs as described by Evans et al.}° The other
researcher (JM, KK, TB, LJE, KD, SJ, or CH) used a session observation
checklist to capture whether the delivery of the session aligned with
the service specification.® The checklist was developed by KD, by
extracting information from the NHSE service specification and
included a list of programme principles which acted as prompts for
qualitative field notes for session observers (see Table B). The final

checklist was reviewed and agreed with the rest of the research team.

2.3 | Analysis

The field note observation logs were coded using NVivo 12 software
against a coding framework containing the 33 service specification
items spanning each phase of the programme. Initially, data were
coded against each item within the 33-item specification, which
were then consolidated, merging 33 items into 5 core components.

The merged groupings were further amended, to remove items

Access to a programme-specific app

OBESITY

Session numbers observed (n = 124)
Full course

Full course

Full course

Full course

Full course

1-10

1-3

14-21

already addressed via the BCT coding (see Evans et al.1°)

resulting in a
final group of four core components: (1) methods of delivery; (2) per-
son-centred delivery; (3) empowering behaviour change via social and
psychological support; and (4) procedural items. These components
were used as a framework for summarising the qualitative observa-

tional data (see Table 2).

3 | RESULTS

Table 3 presents participant retention in the group programme. Both
providers experienced attrition, with each group seeing a high rate of
reduction in participants by the end of the programme at 52 weeks
(retention ranged from 41.2% to 60.0%).

The adherence of the sessions to the programme specification
varied between and within providers. Table C illustrates examples of
good practice and areas for improvement by provider and delivery
model, supported by extracts from observer field notes. Below is a
synthesis of observations pertaining to specification adherence, orga-

nised by the four core components.

3.1 | Methods of delivery

‘Methods of delivery’ encompassed factors such as the type of infor-
mation that was provided, and how this was delivered. Delivery was
conducted online using PowerPoint presentations, participant hand-
book/modules, and references to a provider app where relevant. Dur-
ing remote delivery, participants were able to join sessions from
various locations such as their workplace or car, leading them to often
refrain from using cameras, microphones, or chat functions. While this
flexibility was beneficial for individuals who might not have otherwise
participated, it hindered group engagement and interaction with the
coach. As a result, it proved challenging for observers to determine
the level of engagement in the programme. Although the service spec-
ification did not stipulate specific methods of delivery, the observa-
tions made here, such as the skill of coaches in delivering the material,
underpin the adherence to other service specification items, as dis-

cussed in the following sections.
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TABLE 2 Merged specification grouping.

Merged grouping name

1. Methods of delivery

2. Person-centred delivery

3. Empowering behaviour change via
social and psychological support

4. Practical support for goal setting
outcome focus?

5. Procedural items

Original service
specification
groupings

Methods of delivery

Adopted approach

Relationship

Content

Content

Support

Content

Support

Content

Checks and measures

Original service specification items added to merged grouping name

What information has been provided?
What supporting material has been used?
What methods of communication has been used for delivery?

Adopt a person-centred, empathy-building approach in delivering the service.
This includes finding ways to help service users make changes by understanding
their beliefs, needs and preferences and building their confidence

Ensure that the service is delivered in a way which is culturally sensitive to local
populations, and flexible enough to meet the needs of service users with diverse
needs

Delivery of the service will be tailored to the circumstances and cultural context
(their needs) of service users and will be sensitive to different culinary traditions,
including where possible for the TDR products themselves

Access to the service will accommodate the diverse needs of the target
population in terms of availability, accessibility, customs and location, as far as
possible

All individuals must be treated with courtesy

Nature of relationship between provider and service user

Does the practitioner appear to be an appropriate person to be delivering the
programme?

Staff delivering the service will, ideally, reflect the diversity of the population
accessing the service

Dietary advice should reflect the culinary traditions of the communities in which
the service is being provided wherever possible

Content must consider the social and psychological support needed to support
people to implement behaviour changes in environments which promote
unhealthy behaviours

The content of the sessions with service users should aim to empower people
with Type 2 diabetes to take a leading role in instituting and maintaining long-
term behaviour changes

Ensure that family or peer support is accommodated where this would be helpful
to a service user

The provider must provide service users with appropriate support throughout
the duration of participation in the service

Support to set tailored achievable short-, medium-, and long-term dietary and
physical activity goals

Support to ensure appropriate energy intake, and steady increases in appropriate
physical activity to meet their individualised weight maintenance goals

Provide support for engagement, retention, and achievement of intended
outcomes

Provide information and practical tools on nutrition, behaviour change and
weight management based on current national guidance e.g., the Eat Well Guide
The provider must support service users to achieve the Government's dietary
recommendations, using dietary approaches that are evidence based and
sustainable in the longer term

The provider must support service users to achieve the Government's dietary
recommendations, using dietary approaches that are evidence based and
sustainable in the longer term

The provider should ensure service user involvement and engagement in the
design, evaluation, and improvement of the service

Medication check at commencement of TDR specifically: sulphonylureas,
meglitinides, or SGLT2 inhibitors

Weight measurements must be taken objectively at every face-to-face session
Monitoring of adverse events and appropriate actions taken

For service users who are prescribed medication which may lower blood
pressure at the time of referral, blood pressure must be monitored by the
provider as follows. During the TDR Phase blood pressure monitoring should be
undertaken at every session with the provider
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TABLE 2 (Continued)

Original service
specification
Merged grouping name groupings Original service specification items added to merged grouping name

e BMI check to ensure that if below 21 kg/m? (19 kg/m? in people of South Asian
or Chinese origin) service user moves to weight maintenance phase with no
further weight loss supported

e During the TDR Phase and during any rescue package period finger prick
capillary blood glucose testing should be undertaken at every session with the

provider
Programme e Emphasise to service users the importance of continuing to attend for annual
messaging reviews at their GP practice, regardless of the outcome achieved with the service
Abstract programme e The provider must use reasonable endeavours to ensure equal access by all
principles service users, reduce health inequalities and promote inclusion, tailoring the

service to support and target those with greatest need through a proportionate
universalism approach and equality of access for people with protected
characteristics under the Equality Act 2010

Food reintroduction e Stepped and gradual approach to food reintroduction

e Focus on transition from TDR to balanced diet

o Work with service users to assess their dietary intake and support planning of
sustainable dietary changes, to achieve a healthy balanced diet as set out in the
current national guidance

e During the Food Re-introduction Phase, the sessions must provide information
and practical tools on nutrition and weight management based on current
national guidance

Support e The sessions must support behaviour change, enabling compliance with the TDR
during the TDR Phase
e Support to achieve correct calorie intake and nutritional balance from real foods,
with targets set according to the service user's preference for maintaining their
weight or aiming for further controlled weight loss and improved diet quality
through nutritional and behaviour change support

Physical activity e Support service users to undertake regular physical activity and aim to minimise
or break-up extended periods of being sedentary, ultimately working towards
achieving the UK Chief Medical Officer's physical activity recommendations

e Sessions may incorporate methods for self-monitoring and may include the
provision of, or integration with, wearable devices once the TDR Phase is

complete

Rescue package e During the TDR Phase and during any rescue package period finger prick
capillary blood glucose testing should be undertaken at every session with the
provider

Weight maintenance e Focus on service user preference for maintaining a steady weight or aiming for
further controlled weight loss and ensuring changes are embedded for the
longer term

e As part of the final session, the provider must conduct a post-intervention
assessment of (objective) weight and wellbeing for all service users who attend

o As part of the final session BMI must also be calculated

o As part of the final session arrangements for collection of service user's
feedback/customer satisfaction survey should be agreed

e As part of the final session, the Provider must conduct a post-intervention
assessment on the achievement of individual goals for all service users who
attend

Removed Content e Appearance of engagement by service users with session content
o This specification item was removed as this was deemed too subjective
(determining someone's level of engagement based on whether their camera was
on or off during virtual session is not an appropriate approach. There could be
various reasons why someone keeps their camera off such as privacy concerns or
technical limitations. Engagement was assessed based on active participation,
contribution to discussion if there was one)

Abbreviations: BCTs, behaviour change techniques; TDR, total diet replacement.
2Note this grouping was removed as it covers BCTs discussed in Evans.*°
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TABLE 3 Participant retention in the group programme.
Number of Number of
participants enrolled participants retained

Provider One 15 7 (41.2%)
Group A

Provider One 14 6 (42.9%)
Group B

Provider Two 10 6 (60.0%)
Group A

Provider Two 17 9 (52.9%)
Group B

Across both providers, variations in teaching styles and levels of
staff experience were observed in the delivery methods of different
coaches. Although both providers demonstrated instances of strong
delivery, the methods used by Provider 1 more often provided a
hands-on approach to learning, promoting visual engagement and
interaction with the content and between group members through
methods such as flip-chart activities. These included delivering online
presentations in an informal yet structured manner and prioritising
discussion over reliance on PowerPoint slides. The use of breakout
rooms using the videoconferencing software enabled participants to
engage in smaller group discussions, promoting active participation. In
contrast, the delivery from Provider 2 often followed a lecture-style
format, with emphasis on slides, and fewer opportunities for discus-
sions. Many of these slides detailing session structure and approach
were repeated during sessions throughout the programme. This dem-
onstrates the provider adhering to the service specification content,
but observations often suggested that this approach was repetitive
and left less time for covering important session content and partici-
pant interaction.

There was also variability between coaches in the time allo-
cated for questions and the use of the chat function. When coaches
possessed strong facilitation skills, they were able to effectively
manage the session and allocate sufficient time for participants to
ask questions. This approach ensured that participants understood
the topic and had opportunities to clarify their understanding and
gain further insights which enhanced the person-centredness of
delivery. However, across both providers some coaches appeared
to lack the skills to manage time effectively meaning that content
was missed, and there were missed opportunities to fully engage in
issues brought up by participants. For Provider 2 group delivery,
the main approach to interaction between coach and participants
was through the online chat function, which resulted in a less inter-

active delivery.

3.2 | Person-centred delivery
Adopting a person-centred approach was stipulated in the NHSE ser-
vice specification. Effective person-centred delivery included building

relationships with participants. Participants appeared to be well-

engaged when coaches used friendly language, accessible communica-
tion, and made efforts to establish connections. For example, coaches
created an inclusive atmosphere by using language such as ‘us’
instead of ‘you’, emphasising their presence and support throughout
the participant's journey.

There was evidence of a person-centred approach being deliv-
ered in all three phases and by both providers, with Provider 1 demon-
strating more effective implementation. In the first phase (TDR), the
coach empathised with potential challenges such as experiencing hun-
ger. In the second and third (food reintroduction, weight maintenance)
phases, the coach used a calming tone to reflect on group achieve-
ments and reinforce success and effort.

During Provider 2 one-to-one sessions, tailored person-centred
delivery was evident. The coaches focused on the participant's perso-
nalised action plan and employed motivational interviewing skills by
summarising, affirming, and reflecting on positive aspects. The one-
to-one delivery model appeared to facilitate adherence to the service
specification. Maintaining focus on individual goals and discussions
proved more challenging in group sessions, and some participants
appeared more willing to share experiences in breakout groups with-
out direct coach involvement.

Coach continuity influenced the relationship with participants;
over time the rapport between coach and participants grew stronger.
In contrast, when substitute coaches led sessions, participants inter-
acted less. This was particularly important for the one-to-one delivery
illustrated by Provider 2, where one participant experienced poor
coach continuity, making it difficult to establish a relationship despite
the encouraging and empathetic nature of different coaches.

Some coaches, across both providers, demonstrated less person-
centred approaches, including rehearsed and rigid delivery reminiscent
of reciting from a script, as well as direct and unempathetic
approaches, and the use of academic and non-person-centred lan-
guage. In one session, person-first language was not used, and partici-
pants were referred to as ‘diabetics’. Some sessions were described
by observers as prescriptive, with didactic delivery and limited group
interaction. There were also instances where a disconnect existed
between the coach and participants' lived experiences, particularly
concerning socio-demographic differences. For example, during a
group session, one participant reported that her clothes no longer fit
her due to weight loss. The coach responded by saying it was a good
excuse to buy a new wardrobe, however, the participant responded
that she could not afford it.

Despite some efforts to customise service delivery and address
the diverse needs of the population, this was not consistently
achieved, particularly in group settings. For example, a participant
raised challenges related to work and home life, concerning the timing
of using TDR products. The participant worked in a nursery and found
it difficult to provide food for others while being on TDR. The coach
was unable to offer tailored solutions or advice on how to handle
these challenges effectively. However, in one-to-one sessions, these
needs were more easily accommodated, providing a personalised and
accessible approach, tailored to a participants' specific needs

and circumstances.
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Despite the ethnically diverse composition of the groups, there
was limited cultural adaptation in the programme delivery across Pro-
vider 2's sessions (both group and one-to-one). Missed opportunities
occurred in addressing cultural barriers to exercise and the signifi-
cance of culturally adapting food, which could have offered valuable
insights and strategies for fostering inclusivity, meeting diverse needs
and improved future service delivery through feedback by coaches.
Provider 1 demonstrated adaptations to encompass cultural diversity,
such as accommodating dietary preferences, discussing culturally
diverse foods and signposting to the provider website which offered

resources related to Easter and Ramadan.

3.3 | Empowering behaviour change via social and
psychological support

Provider 1 coaches encouraged participants to seek social
support from family and friends, share experiences, and adopt new
habits during the programme. As a result, some people attended the
sessions with a family member. Observers noted varying degrees of
social support within the group setting, with some groups showing
cohesion, peer discussion, and encouragement, whereas others had
limited interaction. In one instance, a group independently created a
peer WhatsApp group for support and idea sharing. For some groups,
peer support was evident in breakout rooms, where participants dis-
cussed common challenges or tips.

Some coaches opted for a procedural delivery style, while others
actively sought to empower, verbally reward, and motivate individuals
through praise, and celebrating success. When coaches encouraged
active participation and fostered a sense of achievability within a sup-
portive environment this was well received. An example of this was a
step count activity where participants tracked their weekly steps to
reach a destination on a map, which service users actively engaged
with. However, some instances of social support may have had unin-
tended consequences; in Provider 1's final session, the coach specifi-
cally highlighted individuals who had achieved weight loss and
publicly recognised their accomplishments by announcing their names
in front of the group. As a result, the observer noted that some mem-
bers of the group left the session shortly after the discussion. This
raised concerns about potential feelings of shame for those who had
not met their weight loss targets. In contrast, the other Provider
1 coach reported achieving targets as a group rather than an individ-
ual level. This approach appears to be more inclusive and empowering,
as it acknowledges the progress of the entire group and provides sup-
port to all participants regardless of their individual weight loss.

Although not stipulated in the specification, it was observed that
a clear support gap was identified across providers for emotional eat-
ing and psychological support (see Table C ‘areas for improvement’).
It was unclear if this support gap arose from time constraints or insuf-
ficient coach training. This observation was important, as the ability to
empower participants for long-term behaviour changes relied on the

individual coach's skill set which appeared to be variable.

OBESITY

3.4 | Procedural items

Providers used varying approaches to ensure adherence to the
TDR phase. The NHSE specification stipulated where there was a
risk of disengagement, a single meal of non-starchy vegetables
could be offered, with further substitution of a single TDR meal
with a nutritionally appropriate meal of no more than 300 calories.
Between providers, there was some discrepancy around supple-
menting TDR products with non-starchy vegetables. Initially, Pro-
vider 2 permitted consumption of non-starchy vegetables during
the TDR phase. Provider 1 discouraged regular use but offered an
alternative by allowing one-off food consumption for a day, which
could be used up to three times during the TDR phase. Neither of
these approaches were entirely compliant with the NHSE service
specification. However, observers noted that the approach of Pro-
vider 1 was advantageous for participants who had special events
to attend, providing them with the opportunity to enjoy the occa-
sion without feeling restricted, and therefore making the pro-
gramme more personalised and accommodating to individual
needs.

Providers generally followed the specification regarding the grad-
ual transition from TDR to food reintroduction and weight mainte-
nance stages. However, for one provider, sessions appeared to lack a
clear association with the relevant phase of the programme. This is
essential as each phase of the programme involves specific require-
ments and changes, and therefore needs different information and
support. For example, one coach failed to discuss TDR in multiple ses-
sions during the TDR phase. In addition, coaches occasionally deviated
from the session plan, discussing topics such as physical activity which
should not be discussed or advocated during TDR according to the
NHSE specification (Section 3.2).

Session content aligned with national dietary and physical activity
recommendations (as cited in Section 4.1 of the NHSE specification),
providing information, and promoting behaviour change. Evidence-
based research and government guidelines were presented during
food reintroduction and weight maintenance, along with tools sup-
porting the Eat Well Guide and practical resources for behaviour
change, such as meal planning using recommended measures/servings
and online tools.

Both providers demonstrated strong adherence to recording and
monitoring outcomes that were easily measurable, such as weight
and blood glucose, which were collected via the provider app, in the
session (for 1:1 delivery), or via 1:1 phone calls with individuals taking
part in group delivery. Comparatively, there was less adherence to
outcomes that were not captured as part of programme reporting, for
example, there was inconsistency of messaging regarding physical
activity during the TDR phase, and of linking to local services. Partici-
pant involvement and engagement in the design, evaluation, and
improvement of the programme appeared limited during sessions.
Occasionally coaches signposted participants to survey links to pro-
vide feedback on their experience of the programme as part of a

provider-led evaluation.
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4 | DISCUSSION

This study explored whether providers and coaches of the NHS LCD
Programme delivered sessions, which reflected the NHSE service
specification, and whether there were differences in delivery across
providers, observed delivery modes, and programme stages.

Overall, the study revealed generally consistent delivery of the
specification across all three phases, while the primary differences
observed related to delivery models and providers. However, these
differences did not appear to impact the level of attrition, which was
considerable over the programme, with both providers experiencing
almost a 50% reduction. Although this is not uncommon in similar
low-calorie diet programmes,'? it may suggest that participants were
not sufficiently engaged by the LCD programme, content, or delivery.
Participant engagement with the content was difficult to ascertain;
however, the observations suggested providers and coaches did not
appear to seek participant involvement in the evaluation and improve-
ment of the programme, which was a requirement of the NHSE speci-
fication. Better enactment of this specification item by regularly
seeking and acting on service user feedback within sessions may have
improved attrition.

Regarding methods of delivery observed, it is important to
acknowledge the effect of COVID-19 and the impact of session plans
designed for face-to-face delivery being delivered remotely. While
remote delivery allowed participants to fit the sessions around their
existing commitments, it may have also presented barriers to group
engagement that may not have been present if the programme had
been delivered as planned. As the national roll-out of T2DR will
include the provision of a choice of digital or in-person one-to-one
delivery, this could potentially enhance adherence to the service spec-
ification and improve intervention delivery.

Coaches from both providers had heterogeneous experience and
skill sets, potentially impacting their methods of delivery because the
providers deliver a range of weight and lifestyle interventions, sup-
porting the findings from Evans et al.1° which highlighted that coaches
were a source of variability in the delivery of BCTs. The use of com-
plex and academic language in some sessions was problematic and
could present challenges for those who have English as a second lan-
guage or have lower health literacy than assumed by the coaches,
potentially hindering their understanding of the programme. Previous
research has identified that communication strategies used in public
health interventions need to be sensitive to language in order to be
appropriate for global majority communities.'® Furthermore, there is
an association between lower health literacy and poor glycaemic con-
trol in patients with T2DM,** demonstrating the importance of ensur-
ing session content is clearly communicated and understood by a
wide range of audiences.

One-to-one delivery was successful in offering a person-centred
approach, while group settings posed challenges in achieving the same
level of personalisation. Evans et al.X® found that there was greater
fidelity of BCT delivery in the group-based delivery models (64%) as
opposed to the one-to-one models (46%); however, this was largely

due to provider-level characteristics, rather than the delivery model

1.19 also found that the delivery methods adopted by

itself. Evans et a
Provider 1 contributed more favourably to the successful delivery of
BCTs than the methods used by Provider 2. This complements the
current findings which suggest that the diverse and interactive deliv-
ery methods used by Provider 1 promoted more engagement with the
session content. It is critical to understand service user experience of
these delivery models to further inform session design, and to evalu-
ate the impact of delivery style on programme outcomes.*®

Friendly and accessible communication, an ability to provide posi-
tive feedback, and dedicated efforts to establish connections and
build relationships were all critical to person-centred delivery. The
impact of coach continuity on building the coach-participant relation-
ship was also crucial, as it fostered trust over time, leading to better
support for participants. The findings reported in this study suggest
that in one-to-one delivery, the coach-participant relationship allowed
for better support and a deeper understanding of individual needs
which enabled more personalised feedback and tailored guidance. In
contrast, tailoring of the service was more challenging in group ses-
sions due to limited opportunities for individualised attention. How-
ever, providing tailored resources, like TDR support during religious
celebrations, can play an important role in enhancing commitment,
encouraging participation, and fostering inclusivity. Personalising the
delivery of health interventions has been found to have a beneficial
impact on the understanding of a condition in people with
hypertension,'® suggesting that interventions which allow for greater
tailoring and person-centred delivery may be more impactful on clini-
cal outcomes.

Instances of a lack of person-centred delivery are problematic
and should be addressed by providers. Inappropriate language such as
referring to participants as ‘diabetics’ is potentially stigmatising and
contrary to Language Matters guidance.l” Additionally, a lack of sensi-
tivity to the differing socio-demographic and economic situations of
participants could contribute to embarrassment or ultimately disen-
gagement from the programme, and it is essential that providers
ensure that coaches are trained to be mindful of these issues.

Coaches across both providers and delivery models sought to
empower participants to engage with behaviour change via social and
psychological support. While some of this support was provided in
the sessions, this study found that additional peer support was facili-
tated through the participant-led WhatsApp group in Provider 1. Pre-
vious research in nicotine use has demonstrated that interventions
that encompass WhatsApp groups are more effective than Facebook
groups in reducing relapse, due to the enhanced social support pro-
vided.*® Utilising platforms like WhatsApp enables real-time commu-
nication, group interaction, and idea exchange, promoting peer
support and encouragement in a convenient and accessible manner.
Opportunities to integrate wider social and familial support also need
to be capitalised on by coaches, as previous research has demon-
strated the importance of familial support in the effective manage-
ment of T2DM.*

The identified gap in psychological support for emotional eating
needs to be addressed by providers. The Diabetes Prevention Pro-

gramme identified a positive association between emotional eating
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and BMI,%° and other studies have evidenced that reducing emotional
eating increases the odds of weight loss in adults with diabetes,?* sug-
gesting that people who report emotional eating in similar pro-
grammes may have a higher starting BMI, and may experience more
difficulties in managing their weight and sustaining weight loss. Addi-
tionally, a significant proportion of people referred to the LCD pro-
gramme report binge or emotional eating.?? Other insights from the
evaluation?® suggest that providers view service users with mental
health issues and disordered eating to be ‘inappropriate’ referrals,
therefore training for coaches should cover supporting participants
with emotional and disordered eating behaviours.?*

Procedural items were most consistently observed when they
related to programme reporting. The other elements of the
specification that were observed under this component were often
not delivered in adherence to the specification, such as the provision
of non-starchy vegetables, the use of TDR products, and the appropri-
ateness of physical activity in TDR stage. This finding aligns with pre-
vious research? which highlighted a lack of adherence to the NHSE
specification in the design phase. Having sessions aligned with the
respective programme phases ensures participants receive the appro-
priate guidance and assistance at each stage, so this lack of discussion,
or misinformation on a crucial aspect of the programme could have
impacted participants' understanding and adherence to the TDR
phase. It is critical that there is an adequate translation of the specifi-
cation into the programme design, that coaches do not deviate from
the programme specification, and standardised training for all coaches
is provided to ensure consistent delivery, but that this is balanced

with coaches being able to adapt to participant needs.

4.1 | Strengths and limitations

The study gives insight into what is often an unobserved relationship
between provider and participant, therefore adding to our understand-
ing of best practice, and where provision can be improved. Few
commissioned services are observed in this way, and this study there-
fore provides important learning for commissioners about the transla-
tion of a service specification into practice. Reducing health inequalities
was a key element of the NHSE service specification; however, this
was difficult to assess through observations of delivery, and needs to
be assessed through analyses of programme data collected by pro-
viders, and the National Diabetes Audit.>®> While it is important to
include the reduction of health inequalities in the service specification,
there is a need for clarity on the specific meaning and metrics attrib-
uted to this statement. Additionally, the observation of sessions is only
one element of provider content, meaning that while elements of the
service specification may be missing from this delivery, they may be
met using other elements of delivery such as via apps or 1:1 phone
calls, that were not observed by researchers. Finally, one of the three
providers did not engage with the evaluation process and therefore
could not be observed, and of the two providers included in this article

one provided more data to the evaluation.

OBESITY

4.2 | Conclusion and recommendations

Overall, there was variability by provider and delivery mode in the
degree to which sessions of the NHS LCD Programme reflected
the intended service specification. Elements of the Re:Mission evalua-
tion have already informed development of the programme specifica-
tion and been integrated in the national roll-out of the LCD
programme, including solely one-to-one delivery (either in-person or
digitally), cultural competency training, and provision of peer support
groups.

While both group and one-to-one delivery models can be effec-
tive, the one-to-one model allows for personalised and tailored deliv-
ery. Consequently, providing participants with the opportunity to
choose their preferred delivery model is recommended. Providers
should improve standardised training for coaches, and quality assure
delivery to ensure consistency and improved outcomes, and should
include specific training around supporting participants with emo-
tional and disordered eating behaviours. Providers should also seek to
improve the cultural competence of programme, learning from good
practice such as incorporating tailored dietary support for different
religious festivals. Finally, coaches should promote and facilitate infor-
mal peer-to-peer support among programme participants, which can
foster a sense of community, empathy, and motivation among the
participants.
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