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LWMS brings together a range of existing and new programmes to support weight management, healthy Service N (/,. .0 () ._@
eating, physical activity and green health, with interventions from Tier 1 healthy lifestyle support to Tier 4 U'OpOrting a healtnier ¥° % W, o \(:0\
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bariatric surgery referrals. This flash report is an update on weight management programmes to support
those with Type 2 Diabetes.
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The team continue to offer pathways for Healthier Toge'Fh.er 1._ 1 with delivery.
atients to be looped into long term weight four on the waiting list. Two
P P . 8 patients are currently in the STEP Towards A Healthier You
management support, and where necessary . . .
. . . e maintenance phase. We ran 2 pilot groups in 22/23:
towards lifestyle intervention opportunities in .
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Counterweight Plus is now well established and as such Sup Service oo <G @ P
patients are screened and admitted in an ongoing process. Porting a healthie! ¢ ol Lanot¥

286 patients
The home delivery service continued throughout 2022/2023 engaged Let’s Prevent
and work is ongoing towards robust monitoring, review and

feedback of patient experience as well as onward support
upon completion.

* Let’s Prevent returned to a normal way of delivery, via face to face
- ® groups, whilst also retaining the function of seeing patients via Near
Me, Telephone and also offering Patient online learning module.
C o U N T E R we I g ht _ * Patients can now access continued support after completion via Second
Nature, Weigh to Go and Community based opportunities.
* The programme has been adapted to allow for delivery towards
specialist Gestational Diabetes Mellitus groups offering support to aid
better outcomes long term for Mum’s across Lanarkshire.

* We had 690 people referred into Let’s Prevent, with a completion
number of 286.

Gestational Diabetes Mellitus (GDM)
The service has adapted to engage with Mums across the Pre and Postnatal phases and are now building in links for enhanced support
through Weigh to Go New Mums and community based support.
The target to develop and enhance the GDM Service this has been achieved and taken further by supporting and representation on 273 patients
the Scottish Government national group assessed
Further work has been undertaken to link Let’s Prevent for GDM patients.

The T2DM Framework team are evaluating delivery and capacity as services are expanded. Where possible we are building our staff resource to match the
demands of the service and adapting patient pathways to integrate to better integrated them with clinical and community weight management programmes.
For more information please contact Jonathan Cavana, Service Manager, by emailing jonathan.cavana@Ilanarkshire.scot.nhs.uk.




