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Abstract 
Background: Attrition remains a significant public health 
challenge as individuals who do not complete programmes are 
likely to have poorer programme outcomes. On calorie-
restricted diets, including the NHS Low Calorie Diet (LCD) 
Programme pilot, approximately 50% of people are discharged 
prematurely, and thus do not complete the programme. 
Reducing attrition therefore has the potential to improve 
programme efficacy, impact and cost-effectiveness.  
Methods: Ten semi-structured interviews were conducted with 
purposively sampled individuals who did not complete the NHS 
LCD programme. Interviews explored service user experiences 
of the programme and experiences of being discharged. 
Interview data were analysed thematically. 
Results: Four core themes were identified: 1) the pre-
programme struggles of service users and their route to LCD; 
2) a positive and impactful programme; 3) life gets in the way; 
and 4) a perceived lack of support from the provider. These 
findings show that individuals had pre-programme struggles 
and a series of life events that constrained their good 
intentions, and whilst they were positive about the programme, 
they were critical of the support they received from providers 
to deal with their life circumstances.    
Conclusions: Policy makers and providers can act 
proportionately to ensure that programmes, such as the NHS 
LCD Programme pilot, recognise the circumstances and 
context of people’s lives, and take a more person-centred 
approach.   
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Introduction 

This paper presents data from a larger study exploring the 
qualitative experience of service users of the NHS England Low 
Calorie Diet (LCD) programme (now known as NHS Type 2 
Diabetes Path to Remission Programme). A full summary of the 
programme and methods used in the study is reported 
elsewhere.1   

Programme attrition, a process whereby individuals are 
discharged or withdraw from a programme prior to completion, 
remains a significant public health challenge as these individuals 
are likely to have poorer programme outcomes. For example, 
in weight management interventions, high levels of attrition or 
low completion rates are associated with fewer health-related 
benefits, a smaller weight loss and the regain of weight sooner.2-6 
On calorie-restricted diets attrition rates can be as high as 50%,7 
while evidence suggests that the more complex and intense the 
intervention is, the greater is the rate of attrition.8,9 Reducing 
attrition, therefore, has the potential to improve intervention 
efficacy, impact and cost-effectiveness.10,11 Thus, there is a need 
to understand the experiences of individuals who do not 
complete programmes.12  

 
Discharge from the NHS Low Calorie Diet Programme 
pilot 
Of the first 7,554 people referred to the LCD programme, 55% 
who started the Total Diet Replacement (TDR) phase were still 
active at 12 months.13 Thus, 45% of programme starters were 
discharged before completing the 52-week programme. Six 
commercial providers, who employed either registered 
dietitians or nutritionists to deliver the programme, or health 
coaches with a relevant undergraduate or postgraduate degree 
(for example, in nutrition, public health, sports exercise, or 
psychology), were mandated by a service specification to 
follow discharge procedures. For example, service users could 
be discharged from the programme if they missed one session 
and did not contact the provider within a specific time period 
(which varies by stage of the programme [TDR weeks 1-4 
weekly session (x4), TDR weeks 5-12 biweekly sessions (x4), 
food reintroduction weeks 13-18 biweekly sessions (x3), and 
maintenance sessions weeks 19-52 monthly sessions (x8)]), or 
if they were unable to comply with the programme 
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requirements, such as attending a specific number of sessions. 
Service users could also be discharged if they experienced an 
adverse or concurrent event of sufficient severity that no longer 
made it appropriate for them to continue. This paper, therefore, 
aims to explore the experiences of individuals who did not 
complete the NHS LCD programme. 

 

Methods 
Ten individuals discharged from the NHS LCD programme were 
recruited for interview, either by provider invitation (x5),     
through the research team (x3) [Three individuals completed 
either 12-week or 12- and 18-week interviews as part of the 
longitudinal cohort before being discharged] or by website 
advertisement (x2). A representation of people discharged was 
sought in the sample:  sampling was purposeful to achieve 
maximum variation by recruiting participants with differing 
demographics and programme characteristics (see Table 1 and 
Table 2).     

Ethical approval was received from the Health Research 

Authority (REF 21/WM/0126) and Leeds Beckett University (REF 
107887 and 79441).  

Semi-structured interviews (using MS Teams and lasting 
between 60 and 110 minutes) were carried out by KD between 
June 2022 and June 2023. An interview guide was designed to 
elicit discussion of the participants’ experiences of the 
programme, and programme discharge. Interviews were audio 
recorded, transcribed verbatim, and then read multiple times by 
KD who conducted a thematic analysis as described by Braun 
et al,14 which allowed for the identification of themes in the data. 
Following initial coding, CH read through a sample of transcripts 
as a second coder to search for alternative meanings in the data 
not previously tagged. The initial identification, reviewing, 
defining and naming of themes to consolidate themes into 
clusters allowed higher-level patterns in the data to be 
identified. NVivo software (QS International Pty Ltd. Version 12) 
was used to assist the storing and organising of textual data. 
Reporting follows COREQ guidelines (see supplementary file 1 – 
online at www.bjd-abcd.com).15  

Table 1.  Participant demographics 
                                                                                  
Participant                 Age                            Gender                      Ethnic group †                                                     IMD quintiles § 
 
 

 

   

P1 

P2 

P3 

P4 

P5 

P6 

P7 

P8 

P9 

P10 

45-49 

50-54 

40-44 

40-44 

35-39 

40-44 

55-59 

40-44 

40-44 

60-65 

Male 

Male 

Female 

Female 

Female 

Female 

Female 

Female 

Female 

Male 

White British or white Mixed British 

White British or white Mixed British 

Prefer not to say 

White British or white Mixed British 

White British or white Mixed British 

White British or white Mixed British 

African 

White British or white Mixed British 

White British or white Mixed British 

White British or white Mixed British 

3 

3 

2 

3 

3 

1 

2 

1 

2 

5 

†   The ethnic group classification as used by the Office for National Statistics in the 2021 Census  
§   The Index of Multiple Deprivation (IMD) score is an absolute measure of deprivation that allows for Lower Super Output Areas (LSOAs) in  
     England to be ranked and subsequently classified into five quintile bands. Quintile 1 is the 20% most deprived LSOAs in England, while quintile  
    5 is the 20% least deprived LSOAs. 

Table 2.  Provider, delivery model and phase and reasons for programme discharge 
                                                                                  
Participant      Provider       Delivery model       Phase of discharge           A summary of principal reason for programme discharge 
 
 

 

   

P1 

P2 

P3 

P4 

P5 

P6 

P7 

P8 

P9 

P10 

SP3 

SP2 

SP6 

SP2 

SP2 

SP2 

SP2 

SP1 

SP1 

SP4 

Group 

Group 

Group 

Group 

1-to-1  

Group 

Group 

1-to-1 

1-to-1 

Digital 

Maintenance 

TDR 

Pre-programme 

Maintenance 

Food reintroduction 

Food reintroduction 

TDR 

TDR 

TDR 

TDR 

Discharged by provider due to missed sessions 

Discharged by provider after declaring they felt suicidal 

Did not start TDR because of perceived lack of product range 

Discharged by provider due to missed sessions 

Discharged as unable to comply with the programme/perceived lack of support 

Discharged as unable to comply with the programme/perceived lack of support 

Discharged by provider due to missed sessions 

Discharged by provider due to missed sessions 

Discharged as unable to comply with the programme/perceived lack of support 

Discharged as unable to comply with the programme/perceived lack of support 
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Findings 
The following section presents the four core themes 
constructed from the data. Table 2 presents the principal 
reasons for leaving the programme prematurely;  exemplar 
quotes are presented in Table 3 to Table 6, with further 
supporting quotations in supplementary file 2 – online at 
www.bjd-abcd.com.  

 
Theme One - The pre-programme struggles of service 
users and their route to LCD 
Seven interviewees discussed struggling with their mental 
health pre-programme. Anxiety and depression were reported 
widely; four were receiving mental health support, three were 
taking antidepressants, and three discussed having suicidal 
thoughts. Three interviewees had at least one other mental 
health diagnosis, such as emotionally unstable personality 
disorder. Interviewees also noted that their provider was made 
aware of their mental health struggles before and during the 
programme. 

In the context of having made previous weight loss 
attempts, interviewees discussed eating the wrong foods whilst 
also struggling to maintain previous lifestyle changes. Four 
interviewees also discussed deeper psychological struggles 
with food, such as eating when they are under stress. Food 
struggles were also related to physical ill-heath; one interviewee 
was living with inflammatory bowel disease and had a very 

limited diet. In total, three interviewees discussed struggling with 
physical ill-health, including osteoarthritis, inflammatory bowel 
disease, lymphoedema, lipoedema and rheumatoid arthritis. 

In this context, interviewees started the programme 
because they wanted to improve their health and were 
conscious of the impact of their weight. Furthermore, the 
majority approached their GP and asked to be referred to the 
programme and were subsequently happy to have been given 
the opportunity to attend.  

 
Theme Two - A positive and impactful programme 
Interviewees noted that the programme had a positive impact 
on them. Six interviewees talked of improved physical health, 
including improved blood pressure and blood sugars, while one 
interviewee had put their diabetes into remission. Weight loss, 
improved levels of physical activity and dietary changes were 
also reported in a context where interviewees felt supported at 
home by family. Two interviewees also noted improvements in 
their mental health.  

Interviewees thought the idea of the programme was great 
and were initially happy with their experience, whilst stating they 
either wanted to continue with the programme or said they 
would try it again in the future. Subsequently, the experience of 
being discharged was framed negatively. Five interviewees 
perceived that the provider had discharged them against their 
will, without presenting them with an opportunity to continue.  

ORIGINAL RESEARCH Qualitative learning from an evaluation of the NHS low calorie diet programme. 

Table 3.  Theme one - The pre-programme struggles of service users and their route to LCD: exemplar quotes 
 

 

   

“It’s been in the last three years, I’m under [area] mental health team, in the last three years I've had appointments once a year because my psychiatrist has 
over 900 patients and by the time you get around, a year will lapse” (P1). 

“I struggle with like low mood and suicidal thoughts and don't really wanna be alive and I'd rather have, I'd rather if I had a choice of euthanasia, I'd take it” (P3). 

“I explained about my anxiety and my depression. I explained everything to them about it” (P9). 

“it wasn't really an exercise thing, it was more eating the wrong foods if I’m honest […] And I think that is a large part of the problem is that I wasn't eating 
healthy and probably eating too much.” (P10) 

“I went to her [GP] because I said, what do I do about this? I'm struggling with the comfort eating again” (P4). 

“I have a weird diet because it, ‘cause I'm gluten and lactose free and there's like probably only about 20 foods that I tolerate” (P5). 

“I wanted to reverse my diabetes. I was 100% set on doing that and I've done it. But I wanted to once and for all tackle my weight issues and lose it, not just for 
myself, for my family, for my daughters, I've got grandchildren as well and I wanted to make sure I was gonna be around for a lot, a lot longer period” (P10). 

“I actually read it on an article on Facebook a bit before. I mentioned it to my doctor about it and that’s how it all started.” (P9) 

Table 4.  Theme two - A positive and impactful programme: exemplar quotes    

“Even though they kicked me off, and that limited time of four weeks that I was on there for it's had a big impact on me” (P2). 

“my blood pressure became normal. My heart became normal, like resting heart rate was at 60, where my resting heart rate’s 120. Blood pressure gone from 
180 / 130 to a normal blood pressure. My diabetes, I'd had the blood test done and my diabetes was under 40. My HbC was under 40. So I was classed as put in 
remission.” (P6). 

“I would, I would still want to go on a, a programme. It hasn't changed because that was just I was on a journey and I had a blip, my brother's death]” (P7). 

“I got low, and I phoned the place up where you phone, the main number. It wasn't that woman that we see on the camera, it wasn’t her. And I asked to speak 
to somebody, and she said why? And I told her why, I felt suicidal. This, they said oh yeah, we'll put you through […] it was the dietitian I spoke to at the end. I 
said I didn't want to be kicked off. You won't be kicked off, we'll try and get you some help. Blah, blah, blah. Next minute a letter saying you're off” (P2). 

“I've devised my own programme now to get to that goal because now I'm more savvy and I've got, I know what to do. OK, so I've got that knowledge and I 
know what to do and how to do it” (P1). 

“I kept to it. I made it quite clear I was gonna keep to it, and I did […] I finished that powder. And then I spoke to the company. […] [the provider said] You're not 
allowed to buy that stuff. It's dangerous. So, I rang the [product manufacturer] up, they said yes, we can sell you it £50. So since finishing that diet I, I bought a 
another one and kept it on for my breakfast only. Eat normally in the day but […] milkshake for breakfast that's it” (P2). 
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Despite leaving the programme prematurely, seven 
interviewees had either continued to use the products without 
supervision after being discharged or had kept the provider-
supplied product to use in the future. For example, one 
interviewee continued on a full TDR diet for eight weeks after 
being discharged. Thus, the programme and products were not 
framed as the defining reasons for withdrawal once people 
started TDR. However, the perception of poor product choice 
was the reason why one interviewee choose to withdraw pre-
programme.    

 
Theme Three - Life gets in the way 
Interviewees reported that life gets in the way of the 
programme, as setbacks or life events constrain their attempts 
to attend all sessions or comply with the programme’s 
requirements. The majority of life events were episodes of poor 
mental health, while two interviewees discussed having suicidal 
thoughts. One interviewee declared this to the provider and was 
discharged as a result. Health-related life events, such as kidney 
stones, a hernia and a stroke in the family were also physical in 
nature for some interviewees.  

Life events were also non-health-related. Being burgled and 
dealing with the abandonment of a child in the family were 
mentioned. Three interviewees discussed the death of family 
members, which for one resulted in burying a family member 
abroad during COVID-19. Two interviewees discussed moving 
to a new house or changing jobs during the programme.  

Life events, pre-programme struggles and adverse reactions 
to the TDR products led to a range of daily challenges, such as 
being in pain due to pre-existing health conditions and having 
bad stomach cramps because of the products. One interviewee 
had university work which took precedence over the 

programme, while others missed sessions due to hospital 
appointments. This all had an impact on interviewees, who 
became stressed by the circumstances of their lives and felt like 
they were unable to focus fully on the programme.  

 
Theme Four - A perceived lack of support from the 
provider 
Six interviewees, with experience of four providers, perceived 
that there was a lack of provider support. They reported 
difficulty speaking with anybody outside of scheduled sessions, 
or getting timely responses to e-mails. However, a lack of 
support was not just framed as communication issues, as 
interviewees felt that their struggles and life events were not 
addressed, which was further exacerbated by difficulty 
speaking with their coach outside of sessions. Five interviewees 
also said they perceived there to be no mental health support.  

Some interviewees regarded the behaviour of providers as 
sometimes lacking professionalism and empathy, and verbalised 
the view that nobody really cares, a point exemplified by their 
experiences of discharge. Some interviewees learnt about being 
discharged via a letter, which was seen as dispassionate, while 
it was perceived that no attempt was really made to understand 
and accommodate their situation. 

Interviewees who completed TDR also noted a lack of 
support during food reintroduction. Support became infrequent, 
and interviewees perceived there to be a lack of structure that 
gave them a clear sense of what they should be eating during 
this phase, such as a meal plan that provided a bank of meal 
ideas. As a result, in the perceived absence of meaningful 
support from their provider, they informed the provider of their 
intention to stop attending sessions and were subsequently 
discharged.  

Table 5.  Theme three - Life gets in the way: exemplar quotes    

“I've always been an over overweight person and yo-yo diet, you know, a bit a bit of a yo-yo dieter if you like. And life gets in the way and then you go off that 
plan and I'm one of these that you know, when I go off it I tend to proper go off It” (P8).  

“I've had setbacks over seven months, eight months. I've lost my paternal grandmother and one of my uncles. I've been struggling with my Open University 
degree due to a torn ligament in my right wrist. So there's been a lot of attention on my Uni work more than anything.” (P4). 

“If there’s anything else that happens because by this time I were worrying about things, I were getting myself into a state mentally. You know what’s, what else 
is going to happen? Is this going to go wrong? Is that going to go wrong? I wasn’t sleeping, And I was just really grumpy with my husband and everything 
because I was just stressing out too much” (P9)  

“I also got a lot of kidney stones funnily enough during that period as well, even though I was drinking a lot of liquid. And it's traditional in my family, we all suffer 
from kidney stones, so I do get them on and off, but I happened to go, got a lot more during the programme” (P10). 

“I've got one at the High School, one at the Junior School, one at the Infant School. They've all got, they all do like a million after school clubs and I've, I've got, 
and there's just always so much going on and rushing around. Also, my mother-in-law had a stroke and we're trying to get her home at the moment. So, I've got 
a lot of dealing with social services and stuff like that, trying to sort everything out and for them. So, it's just, just life’s just busy at the moment” (P5). 

“I did explain to her. I said look, I'm not being funny, but I told you I was robbed, we were burgled, had no devices, had to wait to get them replaced, I had no 
way of contacting you. I explained all this, explained the situation” (P1).  

“when I had the news that my brother had passed away, we were in COVID. I had to travel to another country to go and bury him. I wasn't going to leave him in 
the mortuary […] The light is not constant. So, for me it was that blip” (P7). 

“the programme worked for me in that sense. But then when it got to the point of OK, my mental health’s now coming into play, what do I do? And I was just 
told, well, there's nothing, we don't know what you do kind of thing.” (P6).  

“when I phoned the head office once because I was feeling low. And I've just come out with I felt suicidal and. I just heard nothing from the GP. They said they 
phoned the GP, but I heard nothing. I just left it. It subsided like it always does. And then I got that letter saying you're off it. We're not having this. You're off” 
(P2).  

“I did feel quite suicidal. I did feel like complete and utter hopelessness, and I just thought, what's the point? Excuse my language. What's the ******* point?” (P1).  
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Discussion  
In this paper we have explored the experiences of individuals 
on the NHS LCD programme who were discharged from the 
programme prematurely. Our findings show interviewees had 
often approached their GP about the LCD Programme and were 
happy to have been referred. Individuals also spoke positively 
about the programme, in part because of a positive impact on 
their health and wellbeing, as has been evidenced elsewhere.6,16 
Subsequently, interviewees were often dissatisfied at being 
discharged, and some continued using TDR products to work 
towards their goals. These findings suggest that some 
interviewees had bridged the intention-behaviour gap, and thus 
had the internal motivation to change.17   

Our findings also show that interviewees were referred to 
the programme with a variety of lived experiences that were 
framed as struggles, upon which the occurrence of life events 
were layered. Mental health was discussed widely, while 
literature has reported links between mental health, T2DM and 
obesity,18-20 and the increased likelihood of missing sessions 
when baseline mental health is poorer.21 Furthermore, health, 
physical limitations, family issues, significant events and stress 
are prominent barriers to lifestyle change and reasons for 
programme withdrawal, as has been previously reported.5,22,23 
These multiple circumstances can be seen as social 
stressors,24,25 and were effectively out of the control of 
individuals, thus constraining their best intentions by drawing 
their attention and resource away from the programme.   

In this context, when seeking support, some interviewees 
reported not being able to get in touch with their coach, or the 
provider more generally not meeting their needs. When they 
did have contact, the social stressors with which interviewees 
were contending were often not addressed. There is evidence 
suggesting that out-of-hours provision is linked to reduced 
attrition,26 and that intensive support plays an important role in 

programme adherence.27,28 Previous research has also shown 
that transition from TDR to food reintroduction is challenging 
and needs increased support.6 Thus, interviewees needed 
support that was reflective of their life circumstances, not a one 
size fits all approach. While the frustrations of interviewees were 
directed towards the provider, many cases of dissatisfaction 
were the result of the provider applying the discharge 
procedures mandated in the service specification.  
 
Strengths and limitations  
This is the first study to explore the experiences of a small 
sample of service users discharged from a national LCD 
programme. We recognise our recruitment may have resulted 
in a selection process whereby individuals keen to do the 
programme but who subsequently felt dissatisfied or unfairly 
treated were more likely to put themselves forward for 
interview.  Furthermore, most of the sample were British in 
origin, whilst being primarily drawn from the group delivery 
model. Whilst this is representative of the LCD programme pilot, 
which was weighted towards group delivery, an insight into 
more people attending the one-to-one and digital models 
would be useful in future studies.  

The programme providers were commercial organisations 
so commercially sensitive data such as staffing levels which 
might have affected programme retention were not available 
to the authors. 
 
Recommendations for policy and practice 
Based on our findings, the following recommendations may help 
inform commissioners, practitioners and policy makers 
attempting to improve attrition rates on the NHS LCD (and 
similar) programmes: 
1. To better understand the context of people’s lives, 

providers should account for opportunities to listen to the 

ORIGINAL RESEARCH Qualitative learning from an evaluation of the NHS low calorie diet programme. 

Table 6.  Theme four - A perceived lack of support from the provider: exemplar quotes    

“One basically raised the same issues of lack of support, no understanding and nobody was there to answer the phones or no one’s replying to emails, lack of 
people who care.” (P1). 

“But obviously when you rang up, you don't get the person you really want to talk to. You get the helpdesk or the call centre. So you don't speak to the one you 
really want to speak to. So you're just telling somebody that probably doesn't know what you're really on about, and that you may need to talk to somebody 
else, and then you have to wait for the call” (P4). 

“I started to sink into a little bit of a depression, but that wasn't why I left. It was more to do with the facts I didn't know what I was eating. I didn't know. And I 
felt like I was putting on weight. And it kind of like was, am I eating the wrong things or when I'm asking questions I was getting no answers. They said you can e-
mail this thing. When I emailed, I never got an answer. If you rang, I'd ring 3, 4 times. Somebody will get back to you, but no one ever got back to you. And it was 
just like that's what I meant by lack of support” (P6).  

“But when I was then highlighting issues it just seemed to get glossed over by the person who was supposed to be supporting me. And I think it was about a 
third of the way through they shocked the person supporting me. But every time I sort of raised anything with them, they seemed to just do platitudes more 
than anything else and say oh well, I'm sure it will come better type of thing” (P10)  

“There's no mental health help either so like I suffer with mental health, I suffer with PTSD and emotionally unstable personality disorder. So one of my things is if 
I go into a manic, I want to eat and there was no help for that part. There was no like, OK, so you've got to remember the majority of people who are diabetic 
probably have a slight hint of depression. So one of the things we do is eat. So there was no like, OK, so if I get depressed, what do I do?” (P6). 

“But it was quite weird because if I'm honest, they were really unprofessional and disjointed the way they were dealing with things. They, they started the app 
earlier, two weeks prior to my actually commencing the diet so the app was actually out of sync with my diet throughout the entire programme” (P10). 

“It’s unempathetic, apathetic. You know it just seems unsympathetic. It just seems so dispassionate. It’s like well we don’t care that you’ve got to deal with that. 
This is your problem now. There you go. It's almost like someone giving you P45, cheers, thanks, bye” (P1). 

“It was kind of like, here's your food for 12 weeks and then once you start reintroducing it kind of a bit left to your own devices really” (P5) 
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social stressors people are dealing with. The 1-to-1 delivery 
model may better facilitate this process.  

2. Coaches should be given time to follow up with service 
users outside the scheduled sessions. To ensure that out-
of-hours support is equitable, coaches should be 
encouraged to spend more time with those individuals 
dealing with more social stressors.  

3. Consideration should be given to how support for mental 
health can be better embedded throughout the programme. 

4. Providers should deal with people empathetically and 
ensure compassionate discharge processes. 

5. GP practices are required to assess suitability for referral, 
acknowledging any concurrent physical or psychological 
issues likely to impact engagement. Improved 
communication with practices about the programme is 
recommended to support this process. 

6. Service users should be able to take a pause from the 
programme to allow them to deal with social stressors in 
their lives without being discharged from the programme. 
Indeed, this has been incorporated by NHS England in an 
updated service specification that allows service users 
dealing with life circumstances to take a planned pause of 
up to four weeks.  

 
Conclusions  
Programme attrition remains a public health challenge, and our 
findings show that people’s life circumstances, regardless of 
their best intentions, significantly influence their ability to 
comply. While practitioners may not be able to alleviate all        
life circumstances, programmes can have degrees of 
proportionality at both a policy and delivery level. Policy makers 
can acknowledge the need for certain people to pause the 
programme, and thus avoid discharging individuals who 
otherwise want to continue; Providers can also recognise the 
need to provide more support to people who have more life 
challenges. Such proportionality is likely to mean a greater 
emphasis on person-centredness, subsequently ensuring 
everyone has a fairer opportunity to attain their full health 
potential without being disadvantaged in any way.29 
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Supplementary file 1:   Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist   

No.  Item Guide questions/description Reported on Page # 

Domain 1: Research team 
and reflexivity  
Personal Characteristics 
1. Inter viewer/facilitator Which author/s conducted the inter view or 

focus group?  
pp. 4 

2. Credentials What were the researcher’s credentials? E.g. 
PhD, MD  

Additional File 1 

3. Occupation What was their occupation at the time of the 
study?  

Additional File 1 

4. Gender Was the researcher male or female? Additional File 1 
5. Experience and training What experience or training did the 

researcher have?  
Additional File 1 

Relationship with participants 
6. Relationship established Was a relationship established prior to study 

commencement?  
pp.4 

7. Participant knowledge of
the interviewer

What did the participants know about the 
researcher? e.g. personal goals, reasons for 
doing the research  

pp.4 

8. Interviewer characteristics What characteristics were reported about the 
inter viewer/facilitator? e.g. Bias, 
assumptions, reasons and interests in the 
research topic  

n/a 

Domain 2: study design 
Theoretical framework 
9. Methodological
orientation and Theory

What methodological orientation was stated 
to underpin the study? e.g. grounded theory, 
discourse analysis, ethnography, 
phenomenology, content analysis  

See background and 
methods to 
Re:Mission Study 

Participant selection 
10. Sampling How were participants selected? e.g. 

purposive, convenience, consecutive, 
snowball  

pp.4 

11. Method of approach How were participants approached? e.g. face-
to-face, telephone, mail, email  

pp.4 

12. Sample size How many participants were in the study? pp.4 
13. Non-participation How many people refused to participate or 

dropped out? Reasons?  
pp.4 

Setting 
14. Setting of data collection Where was the data collected? e.g. home, 

clinic, workplace  
pp.4 

15. Presence of non- Was anyone else present besides the N/A 
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participants participants and researchers? 
16. Description of sample What are the important characteristics of the 

sample? e.g. demographic data, date  
pp.4 and 5 

Data collection 

17. Interview guide Were questions, prompts, guides provided by 
the authors? Was it pilot tested?  

Pp.4 and 5 

18. Repeat interviews Were repeat inter views carried out? If yes, 
how many?  

N/A 

19. Audio/visual recording Did the research use audio or visual recording 
to collect the data?  

pp.4 and 5 

20. Field notes Were field notes made during and/or after 
the inter view or focus group? 

n/a 

21. Duration What was the duration of the inter views or 
focus group?  

pp.4 

22. Data saturation Was data saturation discussed? N/A 

23. Transcripts returned Were transcripts returned to participants for 
comment and/or correction?  

N/A 

Domain 3: analysis and 
findings  
Data analysis 

24. Number of data coders How many data coders coded the data? pp.5 

25. Description of the coding
tree

Did authors provide a description of the 
coding tree?  

pp.5 to 12 

26. Derivation of themes Were themes identified in advance or derived 
from the data?  

pp.4 and 5 

27. Software What software, if applicable, was used to 
manage the data?  

pp.5 

28. Participant checking Did participants provide feedback on the 
findings?  

N/A 

Reporting 

29. Quotations presented Were participant quotations presented to 
illustrate the themes/findings? Was each 
quotation identified? e.g. participant number 

pp.5 to 12, and 
additional file 2 

30. Data and findings
consistent

Was there consistency between the data 
presented and the findings?  

pp.5 to 12, and  
Additional File 2 

31. Clarity of major themes Were major themes clearly presented in the 
findings?  

pp.5 to 12 

32. Clarity of minor themes Is there a description of diverse cases or 
discussion of minor themes?      

pp.5 to 12 

Developed from: 
Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 
32-item checklist for interviews and focus groups. International Journal for Quality in Health
Care. 2007. Volume 19, Number 6: pp. 349 – 357



Personal Characteristics: 

Dr Kevin J Drew PhD (Male). Post-doctoral Research Fellow with 7 years’ experience of 

conducting qualitative evaluations of health-based interventions.  

Dr Catherine Homer PhD (Female). Senior Research Fellow with experience working in academia 

and extensive experience working in public health.  

Dr Duncan Radley PhD (Male). Reader with 25 years’ experience conducting obesity research, 

and previously research manager in weight management service providers.  

Dr Chirag Bakhai (Male), General Practitioner, Clinical Lead on the Re:Mission Study Oversight 

group and Primary Care Advisor to the NHS Diabetes Programme 

Dr Louisa Ells (Female). Professor of Obesity with a specialist interest in multi-disciplinary, cross-

sector applied obesity research, with extensive experience of leading programme evaluations. 
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Supplementary file 2: Supporting quotations 

The pre-programme struggles of service users and their route to LCD (Theme 1) 

“She's looked after me mental health wise for many years. I mean I have been under a psychiatrist for 

a long time […]. I have mental health issues anyway so I, but my GP keeps me going” (P4). 

“I was trying to get help for my mental health, for anxiety or depression, that kind of thing. And so, it 

was more like a peripheral thing, the binge eating wasn't the number one problem […]. But when I 

was sort of struggling to get help on the NHS and […] for the OCD and stuff, I wasn't really finding 

treatments that were helping me” (P3). 

“I suffer [with] depression and I've got mental health issues. So, I eat because I'm bored. I eat because 

I wanna eat, […] but it tends to be sweet, chocolates, crisps” (P6). 

“Part of me feels like I’ve lost who I am, who I was. Because I can’t do things that I used to love doing” 

(P9). 

“I've always been an over overweight person and yo-yo diet, you know, a bit a bit of a yo-yo dieter if 

you like. And life gets in the way and then you go off that plan and I'm one of these that you know, 

when I go off it, I tend to proper go off It” (P8).  

“So, somebody outside told me about the programme. They mentioned it to me and then when I went 

to the GP, I told the GP, can I be considered for this” (P7).   

“it was well explained. I was well over the moon. What I wasn't well over the moon about is the GP 

acting awkward. And not referring me quicker and obviously after all that time I was getting angry, 

because of my mental health and everything” (P2). 

“Weight is my reason for my diabetes. It's 100% the reason for 90% of my mental, not my mental 

health, my medical problems. And we recognised that weight was a big issue. So that's why the 

programme as soon as it came out, she was like, this would be really good because if you could lose 

the weight, we could maybe resolve the blood pressure, we could resolve the diabetes” (P6). 

“my weight was 83 kilogrammes and I brought it down to 75 kilogrammes from November 2018 to 

April. 2019. But then when my birthday came, I had a big cake, and then I just went back to eating the 

way I’d eaten before, like whatever I wanted” (P3). 
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A positive and impactful programme (theme 2) 

“I'm literally walking, enjoying the birds, enjoying the scenery. There's a place in [city] called [woods] 

[…], it's a 20K walk. And you go up a hill, a slope that is literally like that. […] By the third, fourth time 

I was running up it. Like getting to the top and then like yay big jumping stars. Like I hadn't just took 

this massive hill. And it was just doing things like that. And then mental health it, I got down from 

weekly visits to monthly visits [with mental health team]” (P6). 

“I’d lost the weight, and I could start running again which was great” (P5).  

“I kept to it. I made it quite clear I was gonna keep to it, and I did. I think I've finished. […] I rang the 

company [product manufacturer] up, they said yes, we can sell you it, £50. So since finishing that diet 

I bought a another one and kept it on for my breakfast only. Eat normally in the day but just for 

breakfast, milkshake for breakfast that's it” (P2). 

“But it does say on the letter that you shouldn't be using them without supervision. You should only 

consume TDR products under medical supervision. If you have any unused, dispose of them. But I'm 

ignoring that” (P5) 

“if you take the programme, the ethos of the programme, the idea of the programme is great. Because 

you can get people into, I mean, my you see HCAB1, whatever it's called, HBA, my diabetes level right, 

has actually gone down since I started it” (P1). 

“It's the same as it was before I started the course, the programme. Obviously, I've had setbacks over 

seven months, eight months. I've lost my paternal grandmother and one of my uncles. I've been 

struggling with my Open University degree due to a torn ligament in my right wrist. So, there's been a 

lot of attention on my Uni work more than anything. So, it's just the same as it was. I've now asked my 

GP about bariatric treatment and the fat jab because I put on the weight that I did lose back on. 

Because obviously with the setbacks I comfort ate again. Even though I did the reset weeks” (P4).  

“I was quite happily on the shakes. I was quite happily starting to reintroduce food” (P6).  

“Had this guy he phoned me who, who I was calling each week and he was quite good and just went 

over everything with me. So, all the initial contact was all good you know, and ever, everything was 

delivered on time or before, like really quite quickly and things like that. They, there was no issue 

whatsoever” (P8).  
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Life gets in the way (theme 3)  

“the programme worked for me in that sense. But then when it got to the point of OK, my mental 

health’s now coming into play, what do I do? And I was just told, well, there's nothing, we don't know 

what you do kind of thing.” (P6).  

“when I phoned the head office once because I was feeling low. And I've just come out with I felt 

suicidal and. I just heard nothing from the GP. They said they phoned the GP, but I heard nothing. I 

just left it. It subsided like it always does. And then I got that letter saying you're off it. We're not 

having this. You're off” (P2).  

“I did feel quite suicidal. I did feel like complete and utter hopelessness, and I just thought, what's the 

point? Excuse my language. What's the ******* point?” (P1).  

“you don't plan for when your brother, you know, this is my younger brother. So, blips, a blip in life 

happened and I don't think they had anything to, you know. This program is a year. So, blips in life do 

happen, so anyway. […] When I had the news that my brother had passed away, we were in COVID. I 

had to travel to another country to go and bury him. I wasn't going to leave him in the mortuary. I was 

going to [country of origin]. The light is not constant. So, for me it was that blip” (P7). 

“A lot for me is walking from my bedroom to the kitchen. Which isn’t, which is about ten foot if that. 

I used to go walking. And if I do a little bit more than that I can, I need to rest for days because my legs 

are just so sore, they hurt so much. It’s happened with swimming, which I used to love doing 

swimming. But the last time I did swimming were a few years back. I needed to rest for three days 

afterwards ‘because I were just so sore. I hurt. I was so tired” (P9).  

“I was going to a country where the electricity is not constant. And you know what, even if it was, I 

don't think I was in that frame of mind. Cause they did ask me; can you continue to do the 

measurements? And I'm thinking I'm going to bury my brother; I just can't deal with this” (P7). 

“I was just kind of getting stressed and ill and I just, I needed to eat my weird food that I eat that I 

know doesn't make me ill and I, and I found it really difficult to kind of go to the fridge and be like, 

right I need something that's good for diabetes, something that's good for bowel disease and 

something that's gonna, gonna be good for this diet as well. And I just haven't got the capacity for that 

at the moment. I've got so much else going on in my life that I just need to eat what I know isn't gonna 

make me ill” (P5).  

“Real world events will happen when you least expect it when you think everything's rosy. These things 

will happen. People will die. People leave, people lose their jobs. People have to go to hospital. People 

become ill. These are what reality is that happens around the world. That these changing 
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circumstances is the only constant in a life. People struggle with like oh they're so against change, but 

change is the only constant in our lives because things happened that change the course of our lives 

and these real world events occur every single moment to every single person to every single day of 

every person's existence. They come to you in different moments of your life, but they happen” (P1). 

“my nephew come live with us in February last year and he had been living with us a few months 

before with his mum, but she then abandoned him in February. So that was at the time that I started 

that diet as well. So, everything sort of happened over around the same sort of time. My dad sort of 

happened [serious illness] probably about 8 weeks into the diet, 6 to 8 weeks into the diet and dealing 

with a very emotional five year, four year old that had been abandoned and two children of my own 

of the age of two and four. It was just life events, there was a lot of it” (P8). 

“I'm stuck indoors and not going out and also I had a knee injury or knee issue for a year and the 

doctors won't give me anything, they just give me anti-inflammatories that didn't work, and so I was 

in a lot of pain constantly. Finally, then I got seen, I got an x-ray and got diagnosed with osteoarthritis 

in my knee.” (P1).  

“I started to get really, really bad stomach cramps and things that was affecting my ability to work. I'd 

be out and doing surveys and I’d start getting stomach pains that I wouldn't be able to work through. 

I'd have to stop” (P10). 

“It was the last couple. Or the last few. But I had my Uni work. I'm sorry […], I had no choice.” (P4) 

“But like I say, it's all about the same time that I'd issues like with my dad and stuff like that. And also, 

we had other issues as well and it was just all. I couldn't focus on too many things” (P8).    

“I felt they should have stopped me, and they should have put me on another group. Because it 

wasn’t, I pulled out because I don't like this or. It was just they need to have that process because it, 

I really, I don't think well of them. Because I just felt this wasn't a case of me saying I can't continue. 

It was a case of I'm not in that headspace because of this event that happened in my life” (P7) 

 

A lack of support and strained relations with the provider (theme 4) 

“They said you can e-mail this thing. When I emailed, I never got an answer. If you rang, I'd ring 3, 4 

times. Somebody will get back to you, but no one ever got back to you. And it was just like that's what 

I meant by lack of support. There was a lack of anything” (P6). 

“when I was then highlighting issues it just seemed to get glossed over by the person who was 

supposed to be supporting me. And I think it was about a third of the way through [the issues] shocked 
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the person supporting me. But every time I sort of raised anything with them, they seemed to just do 

platitudes more than anything else” (P10).  

“I did ring up one time and said look, I'm getting really depressed. It's not even about the eating. I had 

other issues going on in my life. What do I do? And it was like I was kind of shrugged off” (P6). 

“I called […] one of the directors of [provider] […] to basically tell her how I felt about what happened 

etc. And she kept denying it said, well, you know, everyone else seems to be happy. I said well that's 

not true because I know for a fact that two were discharged and one basically raised the same issues 

of lack of support, no understanding and nobody was there to answer the phones or no one’s replying 

to emails, lack of people who care” (P1). 

“And when I didn't get a call back, I'm not going to keep calling them because if they can't even pass 

the message on or somebody can't even phone, to me what's the point? If they can’t look after the 

people on the programme” (P4).  

“they did ask me; can you continue to do the measurements? And I'm thinking, I'm going to bury my 

brother, I just can't deal with this” (P7). 

“Basically, you had a call centre and background staff with a dietitian or something. There was no GP, 

no nurse, no physio, no what else did I get, can't remember now but there was more staff mentioned” 

(P4). 

“I didn't have the psychological support that I needed or mental health support that I needed because 

I couldn't see anybody” (P1). 

“I've got no help with my mental health. They’ve closed it all down. I don't have anything. I'm just left 

to my own devices” (P2). 

“it’d be easier if they could say this is, let me give you a proper meal plan, even if it wasn’t, they 

provided you the ingredients. If they gave you like an actual meal plan and that they could then 

actually sit there and, and if they had like a general two week meal plan and then they could go 

through it with me and say well what can we tweak with this so we can make it so that you can eat it 

as well” (P5).  

“I think a lot of it is the mental health, because if I have structure then mentally I can. So mentally I 

can do my day like today I knew 2 o'clock I’m going to speak to you. I know this morning at 10:30 I had 

to do something” (P6).  

“I think I would have benefited if they, if like the meeting before the food reintroduction they’d kind 

of said right what are you gonna have for your first meal? Or what meal are you gonna eat your first 

meal and let's, let's decide what you're gonna make. Like, make it a bit more helpful in that sense, 
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rather than just talking through about, I don’t know, all the, have you looked at all the modules that 

that they do?” (P5).  

“I was thinking about it and I thought, why did I really leave? And it was like it was actually because 

there was no structure and for somebody who I like structure, I like guidance, I like if we're going to 

do some this, what we're going to do this, how we're going to do it” (P6) 

“I said I didn't want to be kicked off. ‘You won't be kicked off; we'll try and get you some help’. Blah, 

blah, blah. Next minute a letter saying you're off” (P2). 

“It’s unempathetic, apathetic. You know it just seems unsympathetic. It just seems so dispassionate. 

It’s like well we don’t care that you’ve got to deal with that. This is your problem now. There you go. 

It's almost like someone giving you P45, cheers, thanks, bye” (P1). 

“I mean I was able to adapt with my mental health providers that there was a gap between one 

appointment and the other and if I needed to make a phone call I could. So, I was coping. So, I was 

managing that. But all that happened with [provider] is a direct correlation to the state that I was in 

and the suicidal tendency that I had and everything that I suffer as a result. So, I mean I'm not going 

to exaggerate, but yes they caused me harm” (P1). 

“So, like I felt like I was going, and I was wasting his time and my time because I was ‘because I'd have 

like a day where I'd do it and then about three days when I didn't, if you know what I mean, when I’d 

just eat what I wanted to eat, and what, what made me feel OK. So, I kind felt like I was, I wasn't doing 

it so what was the point, if that makes sense? So, it stressed me out then I'd try again and then I'd go, 

it's like a vicious cycle really, that I'd keep trying to eat, eat this food. And then, then I'd be ill, and I'd 

go back to eating. And it kind of went round and round like that” (P5).  

“I just, with how they’ve tret me I just feel cheated out of all of this because I think I could have done 

really well on that programme. I really really do. I did have really good hopes and expectations and I 

just feel totally, totally, and utterly cheated. They took that away from me” (P9). 

“I felt they should have stopped me, and they should have put me on another group. Because it wasn’t, 

I pulled out because I don't like this or. It was just they need to have that process because it, I really I 

don't think well of them” (P7). 

“I feel like I hit a bump and then they just ignored that bump to think oh she’ll just be alright. We'll 

speak to her at the next meeting, not knowing that some people with my kind of mental health will 

just be like I'm not coming to your next meeting” (P6). 

“I called back before I think it was in the summer and I had issues, I wasn't particularly well. And I 

called left a message. Now I can’t remember the person’s name, but this is the person that never 
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picked, that I never spoke too before. So, it was someone else, but still a part, and I left a message, a 

detailed message, OK, I won't be able to do the meeting because I'm feeling unwell, please call me 

back. I didn’t get a call back. I called back two weeks and I said, well, you didn’t get my message. No, 

no, we didn't get any message. So, nobody cares. Nobody cares or even writes a message down on 

the piece of paper or nobody cared to even let somebody know, or nobody just cared. That's all. 

Complete apathy, complete, you know, like oh why should I bother?” (P1). 

“the food I was eating when I started eating again, it was only Aldi anyway, so it was only cheap. So, 

it's not like the foods expensive. And it's like it was just literally a lack of structure. I like structure. I 

like to know in my day this is my day, that's how it's going to go” (P6). 

“But when I did decide to withdraw, there was, they kind of they’ve sent me a letter saying I've 

withdrawn. But there was never a why did you withdraw, like from the company itself. Obviously, I 

spoke to the, the coach. I went and saw him and said look, I'm withdrawing. But they never kind of 

followed up saying like, why did you withdraw? What could? Is there anything we could do to for you 

to stay, sort of thing or anything like that? They were just like, OK then bye” (P5).  

 




