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THE PLATE MODEL HELPS YOUR CLIENT 
TO COMPOSE A HEALTHY MEAL:

FRUIT AND 
VEGETABLES

RICE, PASTA,
AND POTATOES

FISH, MEAT, 
EGGS, 
LEGUMES,
AND NUTS
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E A T  C L E V ER
E stimation of the 
dietary pattern 
compared to the 
recommendations

Use the food diary, or interview to help your client to become aware of  
his / her dietary pattern and food consumption. Compare dietary intake  
to the recommendations. Consider special needs, resources and readiness  
to change food habits.

A ims in the long 
and short term

Discuss both short and long term goals: what is your client willing and able 
to do at the moment? Help to set practical, achievable targets and proceed 
with small steps. Make a plan with your client.

T ools, guidance 
and support

Which kind of tools, guidance, support or skills are needed and available? 
Involving the family and friends and group counselling are all worth 
considering.

C omposition of 
the diet

A diet with high sugar and other refined carbohydrates and low fibre 
content, or high saturated and trans fat content may increase the risk for 
diabetes and other related disorders. Whole grains and moderate amounts 
of coffee and alcohol may decrease the risk. Encourage the use of herbs and 
spices to reduce salt. Refer to your national nutrition recommendations but 
consider the special requirements of people with high diabetes risk, such as 
the improvement of the components of the metabolic syndrome. Take into 
account any additional disease your client may have.

L ifestyle
for the whole life

Diet is influenced by culture, religion, ethical, physiological, psychological, 
social and economical aspects, availability, and individual likes and dislikes. 
Help your client to find his / her own healthy way of life. Lifestyle change 
is a process and relapses are part of it. Help your client to learn from these 
experiences to develop successful strategies over time.

E nergy Excessive energy intake causes weight gain. If the client is overweight, make 
a plan with her / him to support gradual weight loss (step by step). Focus 
on substituting foods with high saturated fat and / or refined carbohydrate 
content with lower-energy items. How many meals and snacks, beverages 
and alcohol included, does he / she have during a day and night? Some 
regularity in the daily meal plan helps to control over-eating.

V ariety Emphasise variety instead of restriction. A health-promoting diet provides 
satiety and pleasure as well as protective nutrients. Encourage clients to try 
new foods. Give advice on how to read food labels. This can help your client 
to feel more confident and expand their healthy food choices.

E valuation Evaluation and self-monitoring help in achieving and maintaining new 
food habits. Body weight and / or waist circumference should be measured 
regularly. Encourage your client to use a food diary (see Appendix) or some 
other methods to monitor eating habits: the number of meals and snacks, 
the amounts of certain food stuffs, such as vegetables, whole grains, sugar, 
alcoholic beverages, vegetable oil and / or fat etc.

R isks 
management

Dietary guidance must be based on evidence from nutrition and behavioural 
sciences. Focus on the big picture: changing one aspect in the diet affects 
many others. Strict restrictions and ‘crash dieting’ may lead to an unhealthy 
diet, and can cause damage in the long term as well as psychological and 
social harm. A multi-disciplinary team, including a registered dietician and  
a psychologist, can give essential support to avoid these risks.

The EAT CLEVER principle* provides brief practical advice for counsellors. 

*Please apply these principles in the framework of your national recommendations 
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OTHER 
BEHAVIOURS 
TO CONSIDER
Smoking
Smoking is a well-established risk factor for many chronic diseases, including 
diabetes and its complications. As well as other harmful effects, smoking 
increases visceral fat accumulation and insulin resistance. All smokers should be 
encouraged to quit smoking. However, weight gain is common with smoking 
cessation and therefore dietary advice on avoiding weight gain should be given 
alongside smoking cessation advice (e.g. managing cravings and withdrawal 
symptoms by using short bouts of physical activity as a stress-relief activity, 
rather than eating snacks).

Referral to local smoking cessation groups and direction to information on the 
Internet may be advisable. Pharmacotherapy or nicotine replacement therapy 
may be helpful in selected cases.

Stress and depression
There is increasing evidence of a link between depression and both diabetes and 
cardiovascular disease. This suggests that it may be of value to pay attention to 
the presentation of depressive symptoms in obese people. Should you suspect 
someone has symptoms of depression or stress, consider referring to a physician 
/ counsellor / psychologist.

Sleeping patterns
Both short (<6h) and long (>9h) sleep durations may have associations with 
increased risk of developing diabetes. Sleep deprivation may impair the balance 
of hormones regulating food intake and energy balance. 

Discuss with your clients their sleeping habits and patterns. Long sleep 
durations may be a marker of sleep-disordered breathing or depression and 
should be treated appropriately. There is also a close association between 
obesity and obstructive sleep apnoea syndrome.



42

EXAMPLE 
BEHAVIOUR 
CHANGE 
SESSION PLANS
Please find below 3 example session plans, which contain ideas on how to 
implement a behaviour change session. The session content specified below 
should be integrated with education on physical activity and healthy diet. It 
is strongly recommended that specialised training is undertaken to gain the 
necessary skills and knowledge to undertake such complex work.

Intervention process for supporting behaviour change 
in adults at risk of developing type 2 diabetes 
1. Structure of initiating motivation session

     Motivation 	 Action 	 Maintenance

Over-arching philosophy: 
Emphasise empowerment / ownership of goals, risk and actions.
Develop tools, strategies and motivation to manage lifestyle in the long term.

Understand 
the process

Explore and 
enhance 

motivation

Engage 
social 

support

Decision 
to act

Plan 
action

Action. 
Self-

monitor 
progress

H
A
B
I
T

Review 
progress 

and 
motivation

Manage  
setbacks 
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Structure of initiating motivation session 
(approx. 90 mins)
Introduction to behaviour change 
programme session: (15 mins)

Welcome everyone and introduce yourself. Explain overall aim of the 
intervention sessions, format of this session, lead an ‘ice breaker’ activity and 
agree rules for working in a group. Highlight the client-centred approach of 
the work: remind participants that they are the experts in their own behaviour 
change; the trainer’s role is to support change, not to prescribe it. 

Knowledge and understanding the 
process of change: (15 mins) 
1. �Introduce individuals to the process of behaviour change (use diagrams and 

models). Explain the importance of understanding that behaviour change is a 
process to work through and explain the rationale for the session. 

2. �Explore with the clients their prior knowledge/ past experiences of behaviour 
change. “Has anyone tried to change a behaviour before?” “What happened?” 
“What helped / hindered your efforts? 

Establish motivation for 
behaviour change: (40 mins)

1. �Explore clients’ perceptions of risk for developing type 2 diabetes. Ask 
people to suggest what the consequences of having type 2 diabetes would 
be. Provide information sheet on consequences and complications of type 
2 diabetes. Ask clients to work out their risk scores using the risk charts /
tools. Ask clients to discuss in groups what might be some of their unhealthy 
behaviours.

2. �Explore expectations of behaviour change – what do the clients think 
that making changes in behaviour will lead to? Ask clients to work in groups 

A
PPEN

D
IX



44

and identify the benefits of physical activity and a healthy diet and how they 
prevent the development of type 2 diabetes. Emphasise strongly that it is 
possible to prevent the development of diabetes by changing unhealthy 
behaviours – so it is worth them making the effort!

3. �Discuss perceived importance for change. Ask clients to think about the 
reasons why they are involved in the programme and why they might want 
to make the effort to change behaviours. Ask clients to assess how important 
they think it is to change their diet and getting more physically active 
(importance review). Ask clients to identify expected benefits and costs of 
changing a behaviour, write it down on a decisional balance sheet. 

4. �Explore confidence for change – assess clients’ perceived confidence 
about changing their diet and / or physical activity (confidence review). How 
do clients feel about their ability to successfully make a change? Explore 
issues of confidence for physical activity / dietary change – discuss what 
people perceive to be barriers to change. Ask the group to think of ways 
round them. Ask the group to make a list of positive attributes that can help 
people make changes (e.g. organised, committed) and get participants to 
identify for themselves some that relate to them. 

Social support: (12 mins)

Small group / pair work. Ask clients to identify positive and negative sources of 
social support. Ask groups / pairs to come up with ideas of how to seek more 
positive support and avoid negative support. Ask clients to identify their own 
need to develop social skills. Ask clients to identify social barriers to change. 
Feedback ideas to the main group (write up on flip chart). Provide information 
on ‘the best ways to provide social support’ and the important role of good 
social support in behaviour change. Encourage clients to invite someone to the 
sessions who will support their attempts to change.
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MAKE DECISIONS: (5mins)

Ask participants to weigh up the pros and cons of making a change. Ask the 
question: “Where does that leave you?” At this point clients can decide whether 
they are ready to make changes or if they need more time to think about 
change.

Options are: 1. Ready to make a change and start planning it (next session is 
about action planning) 2. Need to think about it some more (next session is 
repeat session about motivation and barriers /more problem solving) 3. Not 
wanting to make any changes at this time (client ends attempt but door ‘left 
open’ for future attempts).

Homework: (3 mins)

Explain homework: Ask clients to use their decisional balance sheet and think 
about their review of their confidence and importance. Are they ready to make a 
change (even a small one)? Ask them to try as an experiment to change (at least 
for the next week) one simple habit (e.g. eating a piece of fruit once a day; going 
for a 10-minute walk once in the week etc).
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Structure of action planning 
session (approx. 90 mins)
Introduction to action planning session: (2 MINS)

Welcome everyone. Explain format of the session. 

Review homework set in the previous session: (5 mins)

1. �Discuss with clients how easy / hard it was to complete the goal they had 
set themselves. What difficulties (if any) did they face? Did anything /anyone 
facilitate / prevent them achieving the goal? Praise all successes. 

     Motivation 	 Action 	 Maintenance

Over-arching philosophy: 
Emphasise empowerment / ownership of goals, risk and actions.
Develop tools, strategies and motivation to manage lifestyle in the long term.

Understand 
the process

Explore and 
enhance 

motivation

Engage 
social 

support

Decision 
to act

Plan 
action

Action. 
Self-

monitor 
progress

H
A
B
I
T

Review 
progress 

and 
motivation

Manage  
setbacks 

2. Structure of action planning session
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Make decisions: (10 mins)

Revisit perceived importance to change and confidence to change (use 
decisional balance sheets). Emphasise that it is very important for clients to 
clarify their motivations for change ask clients to make decisions about if 
they are ready to make changes and if so, what changes they want to make. 
Remember: it must be their decision. 

Key messages on physical activity and healthy diets: (20 mins)

Discuss basic information on physical activity: 
What types? Where do you fit it in with your day-to-day life? How much to do?

Discuss basic information on healthy diets: 
What to eat? When to eat? How much to eat?

Self-monitoring behaviour: (5 mins)

Explain the importance of self-monitoring as key motivation strategy. 
Discuss different types of self-monitoring (diaries, pedometers, etc).

Create an action plan: (20 mins)

1. �Introduce the principles of SMART goals and practice setting SMART short- 
and long-term goals. 

2. �Action plan – ask clients to write out as clearly as possible their action plan for 
behaviour change. Focus on setting SMART goals and creating a goal ladder 
to focus on developing a progressive series of goals that will lead to the final 
outcome goal. Make sure that in addition to SMART goals the action plan 
contains details on 1) what kind of social support they will need and who will 
provide it and 2) what coping strategies (see below) they will use if needed. 
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Relapse prevention: (25 mins)

1. �Knowledge of behaviour change: Refresh clients on the process of behaviour 
change and emphasise the normality of setbacks. Explain that setbacks 
should be seen as an opportunity for learning. 

2. �Problem solving: Give clients tools to deal with setbacks. Explain about ‘high-
risk’ situations and ‘if-then’ plans. Work through examples. 

3. �Problem solving (mood/emotion): how to identify and deal with negative 
thoughts, moods, and stress.

4. �Identify barriers to change: address barriers and facilitators to becoming more 
physically active and improving diet. Look at cost, environment, emotional / 
cognitive and social support. Identify places and things, people, thoughts and 
feelings that are or are not helpful. 

Homework: (3 mins)

Put action plan into practice and self-monitor progress. Practice identifying 
negative thoughts, writing them down and countering then with positive 
thoughts.
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Structure of maintenance session (approx. 90 mins)
Introduction to maintenance session: (5 mins)

Welcome everyone. Explain format of the session. Refresh individuals on the 
process of behaviour change. Place emphasise on the importance of sustainable 
/ lifelong of behaviour change and explain the rationale for, and format of, the 
session. 

Review last session and homework: (10 mins)

Ask the group to reflect on how easy / hard it has been to achieve their action 
plans. Did they successfully use their coping strategies? Did clients notice any 

     Motivation 	 Action 	 Maintenance

Over-arching philosophy: 
Emphasise empowerment / ownership of goals, risk and actions.
Develop tools, strategies and motivation to manage lifestyle in the long term.

Understand 
the process

Explore and 
enhance 

motivation

Engage 
social 

support

Decision 
to act

Plan 
action

Action. 
Self-

monitor 
progress

H
A
B
I
T

Review 
progress 

and 
motivation

Manage  
setbacks 

3. Structure of maintenance session
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negative thoughts? Were they able to stop these thoughts and reframe with 
positive thoughts? 

Discuss motivation for behaviour change: (5 mins)

Discuss motivation for change; ask the clients “why are you making the effort to 
make changes?”

Review progress: (20 mins)

Ask group to reflect on how easy / hard it has been to achieve their action plans. 
Review achievements in behaviour change in relation to 1) risk outcomes (e.g. 
weight, pedometer counts) 2) behavioural goals. Review goals sheet and action 
plan and identify achievements, surpassed goals, or goals not yet achieved. 
Focus on achievements. Highlight the importance of self-monitoring – ask 
clients to evaluate their progress using their diaries, goals sheets, action plans. 
Review successes and setbacks. Do goals need to be re-set?

Relapse management: (25 mins)

Celebrate success and ‘re-frame’ failure or setbacks as learning opportunities. 
Reflect on the use of coping strategies – have any been used? If so, what 
has worked and what has not? Identify barriers which participants have 
experienced. Separate into groups to discuss the barrier most relevant to them: 
cost, environmental, emotional, knowledge. In the group, discuss strategies to 
overcome the barrier and solve the problem. Feedback problem-solving ideas 
to the main group. Reinforce need for self-monitoring of behaviour change 
(using pedometers, diaries etc). Explore satisfaction / dissatisfaction with 
behaviour change. Ask clients to talk reflect on what has worked well and 
reinforce areas of satisfaction. Reframe dissatisfaction where possible or 
encourage goals to be re-set where unattainable. Ensure focus is on graded 
levels of goals so as to build success and confidence. Ask clients to think about 
their levels of expectation for behaviour change – are they realistic? 
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Role of rewards: (5 mins) 
Highlight the importance of regularly reviewing goals and progress and 
rewarding achievements. What achievements are clients most proud of? 
Have there been any unexpected benefits to change? Ask clients to identify 
ways in which they can reward themselves for successes.

Social support: (10 mins)

Ask clients to identify positive and negative sources of social support that they 
have experienced. Did the social support they put in their action plan work? If 
not, why not? Ask group to come up with ideas of how to seek more positive 
support and avoid negative support (e.g. peer pressure at mealtimes).

Rewrite action plans: (10 mins)

Re-write action plans (where necessary). Focus on adjusting / re-setting goals 
(consider extending goals if desired), identifying relevant sources of social 
support, identifying rewards and adapting coping strategies. Conclude with 
a re-cap of the process of behaviour change, the normality of relapses and 
encourage clients to self-manage new challenges and ongoing diet and PA 
changes.
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		 Suggested Programme Timeline
		� The group-based intervention programme consists of 7 sessions 		   

(with an optional 8th) for 8 to 15 people. The first 3 sessions can be 	
completed weekly, with a 2 week break before the 4th session to allow 
individuals to go away and attempt their behaviour change. The repeated 	
maintenance sessions are completed at 2 (+1week), 4, 7 and (optional) 	

		 12 months. NB: Education on the specifics of diet / cooking / shopping for 		
		 health and physical activity should be interspersed with or integrated 		
		 with the content on behaviour change.
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SMART goals (Source: NHS Health Trainer Handbook)

Once the participant has decided upon a health behaviour they want to change, 
they need to set a goal to change their behaviour. Your role is to help the 
participant to set a goal that is detailed and likely to be achieved. Goals should 
be SMART, that is:

SPECIFIC
MEASURABLE
ACHIEVABLE
RELEVANT
TIMELY
 	 	� Specific – some goals can be vague and difficult to measure. It is 

important to set goals that are clear and precise. For example, a vague 
goal would be ‘being fit and healthy’; whereas a clear, specific goal would 
be “I will work out at the local gym for at least 30 minutes three times a 
week at 7pm on Monday and Thursday and 10am on Saturday”. To help the 
participant make their goal more specific, ask them questions such as:

			  What are you going to do?
			  How are you going to do it?
			  Where are you going to do it?
			  When are you going to do it?
			  With whom are you going to do it?
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 	 	� Measurable – making the goal specific means that it should be easy 
to measure whether or not the participant has achieved their goal. The 
example above, “I will work out at the local gym for at least 30 minutes 
three times a week at 7pm on Monday and Thursday and 10am on 
Saturday,” is measurable. The participant can record the number of times 
they went to the gym in one week, and also how long they worked out 
for each time. It would be hard to measure a vague goal like ‘being fit and 
healthy’.

 	 	� Achievable – set goals that are within the participant’s reach. Failing 
to achieve a goal can have a negative effect on their motivation to work 
towards their goal. For example, an unrealistic goal could be ‘eat no 
chocolate or sweets for the next seven days’. A more realistic goal could 
be ‘eat no more than three portions of chocolate or sweets in the next 
seven days’. It is important to make the first goal quite easy to achieve to 
boost the participant’s self-confidence and encourage them to carry on. 
Participants should remember that the best way of changing behaviour 
and maintaining change is to build on small successes.

 	 	� Relevant – does the participant think that the goal is relevant to them? 
You need to check with the participant that they see a clear link between 
their goal and their health or how they feel, and that it is a behaviour that 
they want to change. 

 	 	� Timely – is this goal the right thing for them to try to achieve right now? 
If so, set a time frame in which the goal can be achieved. If you don’t set a 
target date for the completion of the goal, it could go on and on without 
the participant ever achieving it. For example, if your next session with the 
participant is a week away, aim for the goal to have been completed by 
that time. If the goal requires a longer time frame, decide together whether 
there are any mini-goals that the participant could achieve in time for the 
next session.
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Action plan 
worksheet
The most important reasons why I want to make this change are:

	 	 I want to lose weight so that I will have more energy and feel good about myself

 	 	 	I don’t want to get diabetes

	

My SMART goals are:

 	 	 Go for a 20-minute walk

	

	 

Specify: WHAT, HOW, WHERE, WHEN

	 	 	20-minute walk, around the nearby local park, every Wednesday after work at 6 pm

 	

	

	

Social Support: Other people who could help me to achieve my goal:

PERSON POSSIBLE WAYS TO HELP

My friend Sarah Come with me on the walk and keep me company

Coping Plan: 

POSSIBLE OBSTACLE/ 
BARRIER TO CHANGE 

HOW WILL I RESPOND?

IF... THEN...

It is raining I will take an umbrella and / or wear waterproof clothing
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Physical 
activity diary* 

WALKING GARDENING 
OR HEAVIER 
HOUSEHOLD 
WORK 

WEIGHT 
TRAINING, 
DANCING, 
AEROBICS, 
OTHER 
FORMS OF 
STRENGTH 
TRAINING 

TENNIS, 
BASKETBALL, 
GOLF, OTHER 
BALL SPORTS

JOGGING, 
CYCLING, 
SWIMMING, 
ROWING 
OR OTHER 
VIGOROUS 
ACTIVITIES

TOTAL 
TIME 
(MINS)

Easy Brisk

Example II IIII 70

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

Total time 
for the 
week spent 
on each 
type of 
activity

*Life! Participant Manual. GGT UDRH
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Food diary

Date: ................................

WHAT YOU ATE AND DRANK NOTES

Example Mug of coffee with cream & sugar, 
croissant, glass of orange juice Ate in a hurry

>09:00

09:00-12:00

12:00-15:00

15:00-18:00

18:00-21:00

21:00>
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Why use a food diary?
Keeping a food diary can help your client to become more aware of his / her 
eating pattern: the health promoting habits and the possible problem areas. 
It can be an excellent tool for facilitating discussions. 

Use the food diary as a basis for goal setting and planning. Later on, repeating 
the food diary shows what has changed over time and helps to maintain the 
new habits. Making a note of social surroundings and feelings during meals 
can also be helpful, especially if your client has particular problems, such as 
excessive or uncontrolled eating.

A simple template food diary is printed above, but a small notebook can be 
used as well. Keeping a food diary for a week would be optimal, but even a 
couple of days can give useful information. Explain to your client that the 
purpose of the food diary is to help him / her in his / her journey to better diet 
and well being. Ask him / her to write down everything he / she eats and drinks, 
and to maintain their usual eating and drinking habits. Short notes are enough, 
such as “a cup of coffee with sugar and a doughnut” or “a large bowl of vegetable 
salad with olive oil vinaigrette and two slices of whole grain wheat bread with 
butter”. Only if you are using the food diary to collect detailed data on nutrient 
intakes (e.g. for research purposes), would you need to use a more detailed 
and structured format. 

Compare the food diary with your client’s personal goals. This can be done either 
individually or in a small-group session. Pay attention to the number of meals 
and snacks during a typical day, the amount of certain types of food, such as 
vegetables, whole grains, deserts, alcoholic beverages, and sources of soft and 
hard fat. Let the client express his / her own opinions, experiences and ideas; use 
open-ended questions. Encourage the client to make his / her own suggestions 
for new solutions and further progression. Remember to give positive feedback!
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RISKS AND 
ADVERSE 
EFFECTS  
Compared to drug-based therapies, side-effects of lifestyle interventions are 
typically mild and transient. Furthermore, the benefits of a sustained lifestyle 
change can be assumed to be much larger, as changing lifestyle can have 
a number of additional effects on the human body and mind (improved 
quality of life, energy, mobility and self-esteem, reduction in depression and 
cardiovascular risk factors), which can be seen as “positive side effects”. Time-
limited interventions which lead to sustained lifestyle changes can have long 
lasting effects. Using a drug treatment for diabetes prevention treats one 
targeted risk factor (i.e. lowering glucose) and the effect normally disappears 
after the individual stops taking the drug. For patients who do not respond 
to lifestyle change, pharmaceutical options may be beneficial. However, a 
sustained lifestyle change is the safest form of therapy for people with increased 
diabetes risk.
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IMAGE evaluation and quality 
assurance data collection

CORE ITEMS ADDITIONAL ITEMS

Personal data • Personal identification • Marital status

• Education 

• Employment status 

Screening • Method used in screening 

• �Risk screening result and 
interpretation 

EVALUATION 
AND QUALITY 
ASSURANCE 
Evaluation and continuous quality assurance are essential elements of a 
successful primary prevention programme. It is important to use them in a 
structured way to evaluate whether you are doing the right things and to 
allocate resources in the most effective way.

To obtain valid and reliable indicators, measurements and methods should 
be standardised and valid. In addition to needs of internal quality assurance, 
unified quality standards are necessary for systematic evaluation and reporting 
at the national and at the EU level. The IMAGE evaluation and quality assurance 
data collection template (see Appendix) suggests recommended content for 
evaluation data which can be further adapted to local needs and circumstances. 

For further details, please see the “IMAGE quality indicator” report [14]. It 
provides a more comprehensive approach, detailed background information, 
and references for the recommended measurement protocols. It includes 
different types of quality assurance tools and presents quality indicators for 
different prevention strategies, as well as scientific evaluation indicators and 
measurement standards to be used if scientific analysis and reporting are 
planned. 
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CORE ITEMS ADDITIONAL ITEMS

Health 
and health 
behaviour

• �Chronic diseases and regular 
medications

• �Family history of diabetes and CVD 

• �Smoking: 

	 Never / previously /irregularly / daily 	 Products used, amount, frequency

• �Physical activity: 

	� Method used in measuring (for example: interview, diary, recall, pedometers, 
accelerometers) 

	 Type, frequency, intensity 	 Work-related, commuting, leisure

• ���Nutrition:

	 Method used in measuring (for example: interview, diary, recall)

	� Dietary pattern: Number of meals 
and snacks including beverages, 
consumption of vegetables, 
fruits, bread and cereal (whole / 
refined grain), fats and oil, sweets, 
beverages, alcohol e.g.

	� Energy proportion (E%) of fat,  
saturated and trans fat, dietary fibre 
(g / day, g / 1000 kcal),  total energy, 
alcohol (g, E%), added sugar (g, E%)

Clinical data – 
baseline and 
follow-up

• Body weight • Fasting insulin

• Body height • 2 hour OGTT glucose + insulin

• Waist circumference • HbA1c

• Systolic and diastolic blood pressure • �Lipids (total, LDL, HDL Cholesterol 
and triglycerides)

• �Plasma glucose (fasting, random or 
postprandial)

• �Additional measures, e.g. liver 
function tests

• Health related quality of life

Content of the 
intervention

• Intervention facilitator(s)

• �Type of intervention (group, 
individual, etc.)

• Frequency, duration and other details

• �Focus of the intervention (weight, 
diet, smoking, physical activity, e.g.)

• Reinforcement plan

Success of the 
intervention 

• �Adherence (proportion of planned 
intervention visits completed)

• �Changes in lifestyle (row 3 ) and clinical (row 4) indicators 

Maintenance • �Plans how to sustain possible lifestyle 
changes after intervention
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JOIN FORCES 
TO MAKE A 
DIFFERENCE!  
Making changes to lifestyle can prevent or delay progression to diabetes.

If we work together using this strong evidence base we can halt, or at the 	
very least delay the progression of diabetes and positively impact the quality 		
of life of the millions of people who are at high risk of diabetes. 

TAKE ACTION TO 
PREVENT DIABETES. 
YOU CAN MAKE A 
DIFFERENCE. DO IT NOW!
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