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Abstract
Background: The StopDia study is based on the convincing scientific evidence that type 2 diabetes (T2D) and its
comorbidities can be prevented by a healthy lifestyle. The need for additional research is based on the fact that the
attempts to translate scientific evidence into actions in the real-world health care have not led to permanent and
cost-effective models to prevent T2D.
The specific aims of the StopDia study following the Reach, Effectiveness, Adoption, Implementation, and Maintenance
(RE-AIM) framework are to 1) improve the Reach of individuals at increased risk, 2) evaluate the Effectiveness and
cost-effectiveness of the digital lifestyle intervention and the digital and face-to-face group lifestyle intervention
in comparison to routine care in a randomized controlled trial (RCT), and 3) evaluate the Adoption and Implementation
of the StopDia model by the participants and the health care organizations at society level. Finally, we will address the
Maintenance of the lifestyle changes at participant level and that of the program at organisatory level after the RCT.
Methods: The StopDia study is carried out in the primary health care system as part of the routine actions of three
provinces in Finland, including Northern Savo, Southern Carelia, and Päijät-Häme. We estimate that one fifth of adults
aged 18–70 years living in these areas are at increased risk of T2D. We recruit the participants using the StopDia Digital
Screening Tool, including questions from the Finnish Diabetes Risk Score (FINDRISC). About 3000 individuals at increased
risk of T2D (FINDRISC ≥12 or a history of gestational diabetes, impaired fasting glucose, or impaired glucose
tolerance) participate in the one-year randomized controlled trial. We monitor lifestyle factors using the StopDia Digital
Questionnaire and metabolism using laboratory tests performed as part of routine actions in the health care system.
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Discussion: Sustainable and scalable models are needed to reach and identify individuals at increased risk of T2D and
to deliver personalized and effective lifestyle interventions. With the StopDia study we aim to answer these challenges
in a scientific project that is fully digitally integrated into the routine health care.
Trial registration: ClinicalTials.gov. Identifier: NCT03156478. Date of registration 17.5.2017.
Keywords: Type 2 diabetes, Lifestyle intervention, Prevention, Randomized controlled trial, Digital health behavior
change intervention, Scalability, Effectiveness

Background
Previous clinical trials have shown the efficacy of lifestyle
interventions in the prevention of type 2 diabetes in
different populations [1–4] and the sustainability of the
beneficial effects for several years after the discontinuation of the intervention [5, 6]. The efficacy of such
interventions depends strongly on the lifestyle changes
adopted, which emphasises successful health behavior
change in the prevention of type 2 diabetes [5]. Importantly, sustainable and scalable models are needed to
reach and identify individuals at increased risk of type 2
diabetes and to deliver personalized and effective
lifestyle interventions.
The implementation of evidence-based approaches for
reaching and identifying individuals at increased risk and
preventing type 2 diabetes as permanent practices in the
health care system and the society is still a challenge.
Individuals at increased risk can be identified based on a
history of non-diabetic dysglycaemia or gestational
diabetes [7, 8] but also using validated risk screening tools,
such as the Finnish Diabetes Risk Score (FINDRISC) [9].
However, such risk screening tools are not yet utilized
systematically in the identification of individuals at
increased risk of type 2 diabetes in the health care system
and the society.
Many seminal lifestyle intervention studies, such as
the Diabetes Prevention Study in Finland [1] and the
Diabetes Prevention Program in the United States [2] as
well as most of the implementation studies following
these efficacy trials [10, 11] have been based on
face-to-face counselling either individually or in groups.
However, individual counseling is resource intensive and
may not be feasible for most health care systems [10].
Group counseling demands less resources but requires
special skills [12] which may limit its use in the health
care system. Although digital interventions are more
scalable than face-to-face interventions, adherence to
digital interventions remains a challenge [13, 14].
The Stop Diabetes (StopDia) study was set to create
and implement evidence-based and digitally supported
strategies for the prevention of type 2 diabetes at population level in three provinces in Finland. This paper
describes the protocol for a digital identification and
recruitment of individuals at increased risk and a

randomized controlled trial on the effectiveness of a
digital and face-to-face group lifestyle intervention in
reducing the risk of type 2 diabetes compared with
usual care. Importantly, the risk identification and the
StopDia lifestyle interventions are fully integrated in
the Finnish health care system to facilitate their longterm implementation.

Aims of the study
We will conduct a comprehensive process and outcome
evaluation of the StopDia study by following the Reach,
Effectiveness, Adoption, Implementation, and Maintenance (RE-AIM) framework designed for assessing the
public health impact of health promotion policy or
programmes [15].
The specific aims of the StopDia study according to
the RE-AIM framework are to evaluate:
1) Reach of the StopDia model in terms of coverage
of risk screening and uptake of the intervention by
the target population. We will evaluate the
efficiency of different approaches in identifying
individuals at increased risk of type 2 diabetes and
study how the identification of individuals at
increased risk translates into participation in the
interventions in different population groups.
2) Effectiveness and cost-effectiveness of the digital
lifestyle intervention and the digital and face-to-face
group lifestyle intervention in comparison to
routine care on the outcomes in a randomized
controlled trial of the StopDia study.
3) Adoption and Implementation of the StopDia
model by measuring adherence to the digital and
face-to-face group lifestyle intervention (participant
level) and activities related to the prevention of type
2 diabetes in the three provinces and by the health
care organizations (societal and setting level) during
the randomized controlled trial.
4) Maintenance of the lifestyle changes (participant
level) and the continuation of the program activities
(societal and setting level) after the randomized
controlled trial (the process not described in detail
in this report).
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Methods
Study population and design

The StopDia study is carried out in the primary health
care system as part of the routine actions of three provinces in Finland, including Northern Savo, Southern
Carelia, and Päijät-Häme. The population in these areas
encompass 580,000 adults aged 18–70 years. We estimate that 116,000 (one fifth) of these adults are at
increased risk of type 2 diabetes (FINDRISC ≥12 or history of gestational diabetes, impaired glucose tolerance,
or impaired fasting glucose) based on the results of a
national population-based survey [16]. We will first
describe below the protocol for screening, reaching, and
identifying individuals at increased risk of type 2
diabetes, and thereafter the protocol for the randomized
controlled trial.
Protocol for evaluating reach: Recruitment and screening
of individuals at increased risk
Recruitment and screening

The participants are recruited using the StopDia Digital
Screening Tool that was developed for the StopDia study
and is in Finnish. The screening tool includes questions
from the FINDRISC (age, body weight, body height,
waist circumference, daily physical activity, the daily
consumption of vegetables, fruits, and berries, a history
of regular use of blood pressure medication, a history of
elevated blood glucose, a family history of diabetes) [9].
The screening tool also includes questions on gender,
education, the exclusion criteria (prevalent type 1 or
type 2 diabetes, current pregnancy and breastfeeding, an
active cancer or less than six months from cancer treatment), and the inclusion criteria (a postal code to confirm living in one of the three provinces, a possibility to
use a computer, smartphone, or tablet with an internet
connection, having a phone number of own, having
adequate Finnish language skills). Moreover, the individuals are asked where they learned about the StopDia
study and who encouraged them to fill out the StopDia
Digital Screening Tool.
We test the effectiveness of various communication
channels, including social media, newspapers, radio, TV,
websites, health care and social service units, and community pharmacies in increasing the awareness about
the StopDia study and in engaging people to visit the
StopDia Digital Screening Tool. We collaborate with
municipal services, employers, patients associations, and
other non-governmental organizations to increase the
coverage and uptake of screening. Moreover, we use
digital (emails, SMS messages, videos, banners), printed
(posters, flyers), and other material (the FINDRISC waist
circumference measuring tape) created by the StopDia
group to support recruitment digitally as well as in public events and supermarkets. Moreover, we perform
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recruitment in food banks to reach individuals from
lower socioeconomic groups since they are known to be
a vulnerable population that is usually difficult to reach
in health-related studies [17, 18].
Data collection at the recruitment and screening phase

The answers in the StopDia Digital Screening Tool as
well as the date and time of the initiation of responding
to the questions are stored anonymously in a digital
database, because the individuals have not signed the
informed consent to participate in the study at this
phase. We also keep a log on the media activity and
other recruitment activities of the StopDia study and
collect data on daily page views at the digital screening
website using the Google Analytics service to explore
the effectiveness of different recruitment methods and
activities. The demographics and type 2 diabetes risk factors of the respondents are compared with those of the
general population to investigate the generalizability of
our findings.
Protocol for evaluating effectiveness and costeffectiveness: The randomized controlled trial
Participants

We recruit about 3000 individuals to participate in the
one-year randomized controlled trial (ClinicalTrials.com,
NCT03156478). Detailed number of the randomized
study participants and study design of the ongoing randomized controlled trial are described in the Fig. 1. The
inclusion criteria are 1) age 18–70 years; 2) increased
risk of type 2 diabetes based on the FINDRISC score ≥
12 points or a history of gestational diabetes or repeated
impaired fasting glucose (fasting plasma glucose 6,1–6,9
mmol/l) or impaired glucose tolerance (2-h plasma glucose 7,8–11,0 mmol/l in 2-h oral glucose tolerance test
[OGTT]); 3) living in the province of Northern Savo, or
Southern Carelia, or Päijät-Häme; 4) possibility to use a
computer, smartphone, or tablet with internet connection; 5) having a phone number of their own; and 6)
having adequate Finnish language skills. The exclusion
criteria are 1) type 1 or type 2 diabetes; 2) pregnancy or
breastfeeding; and 3) active cancer or less than six
months from cancer treatment. After the one-year randomized controlled trial, we aim to follow the participants for a total of 20 years.
Examination visits and randomization

Individuals identified to be eligible by the StopDia
Digital Screening Tool are automatically invited to participate in the randomized controlled trial. On the StopDia webpages, an individual who is willing to participate
is given instructions on how to contact a nurse in a local
health care center for examination visits.
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Fig. 1 Flow diagram of the Stop Diabetes intervention study

At the first examination visit, the participant signs an informed consent, and the nurse measures body weight,
body height, waist circumference, and blood pressure
using calibrated devices, makes a referral to the laboratory
measurements, and gives a blood sampling kit and tubes
to the participant for the laboratory measurements. The
sampling kit and the tubes are identified with numerical
identification codes. After the first examination visit, the
participant receives a personal link by email to a
web-based StopDia Digital Questionnaire developed using
the LimeSurvey platform (LimeSurvey GmbH, Hamburg,
Germany). The participant is instructed to complete the
questionnaire within two weeks.
The second examination visit is carried out in the
laboratory of the local health care center. The participant is instructed to fast for 12 h, avoid strenuous physical activity, abstain from drinking alcohol for 24 h, and
avoid smoking in the morning before the visit. Trained
laboratory nurses take fasting blood samples for routine
laboratory tests, explained in detail in Assessments, and
blood samples during the 2-h OGTTs. These blood samples are stored and analysed at local clinical laboratories.
Additional blood samples for research purposes,
taken with a sampling kit, are frozen and transported

to the laboratory of the StopDia research group at
the University of Eastern Finland.
The participants who meet the inclusion criteria and
have no exclusion criteria according to the StopDia
Digital Screening Tool, have filled out the StopDia
Digital Questionnaire, have given blood samples, and
have no type 2 diabetes according to the results of the
2-h OGTT are randomly assigned into one of the three
study groups (digital lifestyle intervention, digital and
face-to-face group lifestyle intervention, control) with
1:1:1 allocation using a computerized randomization
system. Individuals whose 2-h OGTT indicates the diagnosis of type 2 diabetes are directed to diabetes care
following the normal principles of the provinces.
After randomization, the participants receive an electronic information letter, including instructions how to
proceed in the study according to their study group and
a detailed description of the contents of the interventions, by an e-mail and a SMS message. Individuals in
the control group receive electronic information about
lifestyle risk factors of type 2 diabetes and recommendations on a healthy diet and physical activity in accordance with international and national recommendations
for nutrition [19, 20] and physical activity [21–23].
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At the end of the one-year randomized controlled trial,
the participants are sent an e-mail and a SMS message
to remind them to make an appointment for the examination visit carried out by nurses at local health care
centers. The participants are also given a personal link
to the follow-up StopDia Digital Questionnaire and are
referred to the laboratory visit, similarly to the baseline.
Lifestyle interventions

Theoretical background of interventions The lifestyle
interventions delivered through the digital application and
the face-to-face group coaching share the same overarching behavior change theory, the Self-Determination
Theory [24]. This approach emphasizes the role of
autonomous motivation, perceived competence or self-efficacy, and social relatedness in lifestyle changes. In the
face-to-face group coaching, the lifestyle changes are
mainly targeted through deliberative processes with the
Behavior Change Techniques [25] from the self-regulation
theories [26], such as self-monitoring, goal setting, as well
as action and coping planning. The aspects of the model
of eating competence [27], such as eating attitudes, food
acceptance, internal regulation of food intake, and management of eating context, are also taken into account.
The digital intervention utilizes a habit-based approach to
behavior change [28, 29] by providing the participans a
broad selection of context-specific minimum-effort behaviors, called BitHabit, to browse and choose from. The participants are reminded and prompted to self-monitor their
performance based on the selected BitHabit and are
rewarded through the visible accumulation of successful
performance. Social relatedness is targeted by informing
the participants about other users’ behavior in their
BitHabit selection and performance. While the goal of the
face-to-face group coaching is to increase motivation and
self-efficacy in behavior change, the goal of the digital
intervention is to facilitate the automatization of the
BitHabit into daily practices that do not require much
motivation or effort.
Lifestyle goals of interventions The digital and
face-to-face group intervention rely on the scientific evidence on the role of lifestyle factors in the prevention of
type 2 diabetes [1–6]. Thus, the main lifestyle goals of
the intervention are to improve diet, increase physical
activity, decrease sedentary behavior, reduce excess body
weight, improve sleep, cessate smoking, and moderate
alcohol consumption (Table 1). The goals for diet are
based on the Nordic and Finnish Nutrition Recommendations [19, 20], physical activity and sedentary behavior
on the international physical activity guidelines [21–23],
sleep on the consensus statement for sleep to support
health [30], and smoking and alcohol consumption on
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the evidence for their adverse effects on the risk of type
2 diabetes [31, 32]. The lifestyle intervention also aims at
improving mental wellbeing, reducing psychological
distress, and promoting positive mood and stress management as they have been related to diabetes and may also
impact the ability to maintain a healthy lifestyle [33].
Digital intervention The habit-based digital lifestyle
intervention, the BitHabit, is implemented as a web
application. The concept of the habit-based lifestyle
intervention was developed as a collaborative process by
researchers representing digital health, psychology,
nutrition, exercise medicine, and medicine, together with
the lay representatives of the target group. The frontend software is independent of operating environments
and can be deployed on any web-server and operating
system. The back-end software requires the Java
Runtime Environment. During the study, both application services will be deployed on the Microsoft Azure
Cloud computing platform (Microsoft Corporation,
Redmond, USA). The application can be used with all
smart devices, such as computers, tablets, and smart
phones, and does not require installing a separate application. After randomization to the respective study
groups the participants receive a personalized link by
email and SMS message and can access the application
directly by clicking the link. During the first 10 min of
use, the application gives the participant instructions
through pop-up messages. The participants can also use
a user manual any time by clicking a questionmark icon
on the screen. The participants are instructed to use the
application throughout the one-year intervention period.
The main functionalities of the BitHabit application
are 1) browsing behavioral suggestions and selecting
those that the users want to perform, 2) daily self-monitoring of the selected behaviors, and 3) getting summary
feedback for habit formation in each of the 13 lifestyle
categories (Table 2). The application also provides information on other users’ selections in an anonymous format
through pop-up messages. Reminders are sent by emails
and SMS messages if the user does not select any habits,
add any performance, start using the application
within two days after the first uptake message, or use
the application for seven days. The application also
has an additional self-learning section that provides
reliable information on the prevention of type 2
diabetes.
The BitHabit application provides an extensive
evidence-based habit library that was developed by
translating lifestyle guidelines and recommendations
into simple habit-forming suggestions of behaviors that
can easily be adopted into daily life. Each habit has a
brief title, a more detailed description, and a health fact
derived from the existing knowledge. The library
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Table 1 The main lifestyle goals of the intervention
Lifestyle target

Lifestyle recommendation

Diet
Dietary score

Improvement in diet score

Breakfast

Have a breakfast on 5 week days

Roots and non-root vegetables

≥ 3 portionsa of roots and non-root vegetables per day

Fruits and berries

≥ 2 portionsb of fruits and berries per day

Fish

Fish ≥2 times per week

Red and processed meat

Red and processed meat ≤5 times per week

Milk products

4 portionsc of low-fat and fat-free milk, sour milk and yoghurt (≤1% fat), low-fat cheese (≤17% fat) and milk
products with no or low in sugar per day

Vegetable oils and vegetable oil
based spreads

Vegetable oils and vegetable oil based spreads on bread, cooking, and in salad dressings

Grain products

≥6 portionsd of grain products (> 50% whole grain) per day in women and ≥ 9 portionsd per day in men

Nuts, seeds, and almonds

About 30 g of natural nuts, seeds, and almonds per day

Sugar containing beverages

≤2 dl of sugar containing beverages per day

Alcohol beverages

≤1 portione of alcohol beverages per day in women and ≤ 2 portionse per day in men

Physical activity
Physical activity

≥30 min of at least moderate intensity physical activity per day on at least five days a week

Sedentary behavior

Decreased sedentary behavior

Other
Sleeping time

≥7 h of sleeping per day

Smoking

To quit or at least decrease smoking

Body weight

Weight loss

Mood

Increased attention to positive mood inducing factors

Stress

Increased use of relaxation techniques

a

1 portion = 1 dl grated vegetables, salad or cooked vegetables, 1 average size carrot or 2 tomatoes
b
1 portion = 1 dl berries or 1 average size fruit
c
1 portion = 2 dl liquid dairy products (e.g. milk, sour milk, yoghurt) or 2 slices cheese
d
1 portion = 1 slice of bread, ½ roll, 1,5 dl porridge or ½ dl muesli
e
1 portion = 12 cl wine, 33 cl medium strength beer or 4 cl spirits

Table 2 The functionalities and contents of the web application
Functionality

Content

Browsing habits

Users can browse and select habits in 13 lifestyle categories.

Inspecting habits

Users can inspect the detailed description of habits, including a brief title, a short description, and
a health fact.

Selecting habits

Users can select habits to be repeated on a daily basis.

Reporting performances

Users can report habit performances on a daily basis.

Reflecting on own activities

Users can view a summary, including the number of selected habits and performances per 13
categories.

Getting information on other users’ activities

Users can see a summary of other users’ habits and performances in an anonymous format in
pop-up messages.

Getting information on the prevention of type 2
diabetes

Users can read information on the prevention of type 2 diabetes.

Getting reminders

Users receive reminders by emails and SMS messages if they do not select any habits, add any
performance, start using the application within two days after the first uptake message, or use the
application for seven days.
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consists of 489 behavioral suggestions divided into
13 lifestyle categories, including meal frequency, vegetables, dietary fat, grain products, sugar, alcohol and other
drinks, conditioning physical activity, everyday physical
activity, sedentary behavior, sleep, stress management,
positive mood, and non-smoking. The order of these
categories in the user interface is determined by a few
questions on health behaviors that are asked at the first
login. Categories where improvement potential is highest
are presented first. The broad selection of suggestions
allows participants to set goals for sustainable behavior
changes quickly without restricting their sense of autonomy. To promote execution and automation, the
behaviors are linked to triggers that are common in
the users’ everyday lives. Self-monitoring and feedback
for successful performance is expected to increase
perceived competence. The use of the BitHabit application
is assessed using the log data collected throughout the
intervention. The technical functionality and feasibility of
the application was tested during multiple test sessions
among 10 representatives of the target group. The
StopDia group members had access to the BitHabit
application throughout its development, which helped
in ensuring the technical functionality of the application with a variety of devices since the beginning of
the development.

the GOAL lifestyle intervention [12, 34] and further developed in several other studies in Finland and other
countries [35].
All nurses receive the StopDia Instructors Manual
where the contents of each group meeting are described
with participatory activities and lead questions. The participants receive the StopDia Participant Workbook. The
duration of the group coaching program is 3–4 months,
and there are 6–15 participants in each group. Each
meeting contains 90 min of organized activity and 30
min of optional activity. All meetings follow a similar
enabling and functional structure supporting participant
autonomy and participatory action that includes 1)
warm-up to the meeting topic; 2) identification of
strengths of the participants, including former knowledge, skills, and healthy lifestyle habits related to the
topic; 3) learning something new and getting ideas for
lifestyle change; 4) formulation of behavioral goals and
action planning; 5) identification of sources of support
and help needed to carry out the plan; and 6) closing the
meeting with commitment to action. Between the
face-to-face meetings, lifestyle changes are supported by
homework materials and tools, available in the StopDia
Participant Workbook. The nurses report the realization
of the group coaching by filling out a detailed questionnaire after every group meeting.

Face-to-face group intervention The face-to-face group
intervention includes six group coaching meetings
(Table 3) organized in local health care centers. The
groups are facilitated by nurses and other health-care
professionals who have received a 2-day training program
following the principles of strength-based behavioral
coaching. This approach has been designed and tested in

Control group The control group receives a digital information package on lifestyle risk factors for type 2 diabetes and dietary and physical activity recommendations
to decrease the risk of type 2 diabetes. They are also informed that they will have the opportunity to use the
BitHabit application after the one-year follow-up.

Table 3 Contents of the StopDia face-to-face group meetings
Meeting topics

Key points

1. Orientation to the StopDia group coaching

Get familiar with other participants and the program
Information on type 2 diabetes and lifestyle factors in its prevention

2. Rhythm of daily life

Observation of the daily rhythms of eating habits, physical activity, sedentary behavior,
stress, sleeping, and rest
Tools for management of daily life
Goal setting and planning: Actionable behavioral goals to improve rhythm of daily life

3. Let’s eat well and healthy

Self-monitoring and reflection of dietary habits
Principles of a healthy diet
Goal setting and planning: Actionable behavioral goals for diet

4. Enjoying physical activity

Self-monitoring and reflection of physical activity
Principles of sufficient physical activity
Goal setting and planning: Actionable behavioral goals for physical activity

5. Automating activity to everyday life

How can I nudge myself to healthy lifestyle?
Goal setting and planning: Actionable behavioral goals for re-designing home environment
to support healthy choices

6. Succeeding in lifestyle management, also after the
StopDia study

Self-evaluating program outcomes
Learning and insights for future
Planning for maintenance of behavior changes

Group meetings 1–5 are planned to be fortnightly and group meeting 6 approximately one month after meeting 5
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Primary and secondary outcomes

The primary and secondary outcomes of the randomized
controlled trial are changes in the corresponding
variables during the 1-year follow-up listed in Table 4.
Each of them are described in more detail in the
following paragraphs.
Assessments based on StopDia digital questionnaire at
baseline and one-year follow-up

Sociodemographic factors Date of birth, gender, marital status, education, employment status, the number of
household members, household income, economic
problems during the last 12 months, and ethnic origin
are asked.
History of diseases and use of medications and
health care services Perceived health, the perceived risk
of developing type 2 diabetes, the history of 32
non-communicable diseases diagnosed by a physician,
the lifetime history of weight loss, perceived memory,
adopting new knowledge, learning new things, the family
history of type 1 and 2 diabetes, coronary heart disease,
ischemic stroke, hemorrhagic stroke, hypertension, obesity, and dementia diagnosed by a physician, and
diseases reimbursed by the social security system are
asked. The use of health care services and prescribed
medications during the last 12 months are also inquired.
Food, drink, and alcohol consumption and eating
behavior Food, drink, and alcohol consumption is
assessed by 18 items that are slightly modified from a
previously validated Finnish food intake questionnaire
[36]. A composite diet quality score is created to reflect
the goals of the intervention. The features of eating
behavior are assessed using items from the ecSatter
Eating Competence Inventory 2.0 (ecSI 2.0) [37] and
the Three Factor Eating Questionnaire (TFEQ-R18,
emotional eating factor) [38].
Table 4 The primary and secondary outcomes of the
randomized controlled trial
Primary outcomes

Secondary outcomes (in more detail below
and in ClinicalTials.gov. Identifier:
NCT03156478)

Body weight

Waist circumference

Fasting plasma glucose

Serum insulin and plasma lipids

Two-hour plasma glucose
from OGTT

Systolic and diastolic blood pressure

Dietary score

Sedentary behavior

Total physical activity

Psychosocial factors and mental wellbeing
Use of health and social care and
associated costs
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Physical activity and sedentary behavior Conditioning
physical activity, everyday physical activity, physical
activity to and from work, physical activity and sitting at
work, and sitting and other sedentary behavior during
leisure time are assessed using questions modified
from those of the Finrisk study [39, 40] and the Kuopio
Ischaemic Heart Disease Risk Factor study [41] in Finland
and the International Physical Activity Questionnaire [42].
Sleep behavior, smoking, and alcohol consumption
Sleep behavior, including duration, quality, timing, and
regularity, is assessed by questions modified from the
Basic Nordic Sleep Questionnaire [43]. Smoking habits
are assessed using questions modified from the Finrisk
2012 survey [44]. Alcohol consumption is assessed by
items modified from a previously validated Finnish food
intake questionnaire [36].
Psychosocial factors Motivation to eat healthy and do
physical activity is assessed by the four best items of autonomous motivation and the four best items of controlled motivation from the Treatment Self-regulation
Questionnaire [45]. We added two items of intrinsic
motivation. Perceived competence is assessed by the
Nutrition Self-Efficacy Questionnaire and the Physical
Activity Self-Efficacy Questionnaire [46]. Self-regulation
is assessed by the Brief Self-Control Scale [47], action
and coping planning by items modified from the Action
and Coping Planning Scales (only at one-year follow-up)
[48], behavioral automaticity by the automaticity subscale from the Self-Report Behavioural Automaticity
Index (only at one-year follow-up) [49], social support
for physical activity and diet with a modified version of
the Brief Social Support Scale (only at one-year
follow-up) [50], and time orientation by four items
modified from the 22-item Zimbardo Time Perspective
Inventory [51]. Quality of life is assessed by the World
Health Organization Quality of Life scale [52] and work
ability and activity by the Work Productivity and Activity Impairment Questionnaire [53]. Mental wellbeing is
assessed by the Warwick-Edinburgh Mental Well-being
Scale [54], satisfaction with life by the Cantril’s Self-Anchoring Ladder [55], perceived stress by the Perceived
Stress Scale [56], and resilience by the 14-item Resilience
Scale [57]. Loneliness is assessed by the 12-item version
of the UCLA Loneliness Scale [58, 59]. Questions used
to assess cognition, including perceived memory and
learning capability, are from Finrisk 2012 survey [44].
The dementia risk score is computed based on a previously created risk score [60].
Measurement of anthropometrics and blood pressure

Height, weight, waist circumference, and blood pressure
are measured by trained nurses in local health care
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centers. Body weight is measured in light indoor clothing
by digital scales to accuracy of 0.1 kg. Body height is measured in a Frankfurt position and without shoes by scaled
height meters to accuracy of 1 cm. Body mass index (BMI)
is calculated by dividing body weight in kilograms by the
square of body height in meters. Waist circumference is
measured in a standing position on bare skin at the end of
normal exhalation and at the mid-distance between the
bottom of the rib cage and the top of the iliac crest to accuracy of 1 cm. Resting blood pressure is measured after a
5-min rest two times with 2 min intervals from the right
arm in a sitting position with standard automatic sphygmomanometers to accuracy of 1 mmHg. The means of
the two measurements are used as systolic and diastolic
blood pressure.
Laboratory measurements

Blood samples for measuring glucose and insulin metabolism (fasting, 30-min, and 2-h glucose and insulin from
2-h OGTT), lipid metabolism (fasting plasma total, LDL,
and HDL cholesterol and triglycerides), liver function
(serum aspartate aminotransferase and alanine aminotransferase), biliary function (serum alkaline phosphatase), kidney function (serum creatinine), and thyroid
function (serum thyreotropin) are analysed in the standardized quality-controlled clinical laboratories of the
three provinces or in the laboratory of the University of
Eastern Finland. The disposition index30 (DI30) is used as
a surrogate measure of early-phase insulin secretion, and
the Matsuda index of insulin sensitivity (Matsuda ISI) is
used as a surrogate measure of peripheral insulin sensitivity, as previously validated against the 2-h OGTT
[61–63]. Blood samples for genetic analyses and metabolite profiling will be analysed in the research laboratory
of the University of Eastern Finland.
Assessment of the use of health care services and
medications and health economic evaluation

The use of health care services in outpatient clinics of
hospitals, public health care centers, occupational health
care centers, and private health care providers as well as
at home and the use of medications of the participants
during the last 12 months are asked in a questionnaire.
The use of health care services and medications and
associated costs are also received from Care Register for
Health Care (outpatient and inpatient visits in hospitals)
and Register of Primary Health Care Visits (outpatient
and inpatient visits in public health care centers) of
National Institute for Health and Welfare of Finland and
Finnish Prescription Register (reimbursed medicines)
and other registers of Social Insurance Institution of
Finland (other costs related to health care) using
national personal identity codes. The long-term cost-effectiveness of the interventions is assessed using health
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econonomic modelling, which makes it possible to simulate the expected health outcomes, costs, and cost-effectiveness of the interventions in the long term based on
the observed short-term changes in risk factors for type
2 diabetes. The results of the health economic modelling
will be confirmed by the register-based cost-effectiveness
analyses in the future.
Power and sample size calculation

The estimation of the number of individuals needed in
the randomized controlled trial is based on power calculations relying on the net difference of 0.6 mmol/l in the
change of 2-h plasma glucose during the first 12 months
of follow-up between the intensive lifestyle intervention
group and the control group in the Finnish Diabetes
Prevention Study [1]. Due to the real-life communitybased approach in the StopDia study, we realistically
anticipate achieving about 0.3 mmol/l net difference in
the change of 2-h plasma glucose during the 12-month
follow-up between the intervention group and the
control group. We estimate that a minimum number of
participants required to detect an effect size of at least
0.2 mmol/l in the change of 2-h plasma glucose concentration with a power of 80% (p = 0.05, allowing for a 10%
loss to follow-up or missing data) is 1000 participants in
each group.
Statistical analyses

The statistical analyses will be performed following the
CONSORT 2010 statement guidelines for randomized
controlled trials. The effects of the intervention on the
primary and secondary outcomes during follow-up are
analysed using the intention-to-treat principle. Linear
mixed effects models adjusted for relevant confounding
factors are used to analyse the effects of the interventions on the outcomes. Appropriate correction methods
are used to reduce the likelihood of false positive findings in the statistical analyses. Differences in variables
between the groups and associations and interactions
between variables with p-values of < 0.05 are considered
statistically significant. Most of the statistical analyses
are performed using the IBM SPSS Statistics® software
(IBM Corp., Armonk, NY, USA), but the SAS and R
software may also be used.
Protocol for evaluating adoption, implementation, and
maintenance

Adoption and implementation of the interventions will
be evaluated with project logs, group facilitator logs,
questionnaires, and interviews (setting level) as well as
key informant interviews (societal level). Participation,
experiences, and acceptability [64] dealing with the
digital intervention and the face-to-face group intervention as well as experiences dealing with the StopDia
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study are assessed at the one-year follow-up questionnaire. We developed a seven-item questionnaire of
acceptability based on the Theoretical Framework of
Acceptability [64]. User data from the BitHabit application is used for measuring adherence, habit selection,
and habit execution.
Data management

Collected data will be stored in secure file servers at the
University of Eastern Finland. The file servers are
located in a locked and monitored server room. All data
can be accessed only by users authorized by the principal investigator. Personal identification numbers will be
only used to combine data from different sources, and
access to these data will be restricted to within the
University of Eastern Finland firewall. Coded data with
identifiable information removed will be used for statistical analyses. At the end of the study, the data will be
stored by the University of Eastern Finland or CSC - IT
Center for Science.
Ethical issues

The StopDia study was approved by Research Ethics
Committee of Hospital District of Northern Savo (statement number: 467/2016). Written informed consent to
participate in the study and the use of data from national
health care registers is obtained from all participants.
The study will be conducted according to the Responsible Conduct of Research by the Finnish Advisory Board
on Research Integrity and the Declaration of Helsinki.
The participants were permitted to have their usual care
during the study. After the randomized controlled trial,
the control group will be provided a possibility to start
using the BitHabit application.
Study management

The principal investigator (PI) Jussi Pihlajamäki leads
the Study Management Team that includes the leaders
of all Work Packages (Jussi Pihlajamäki, WP 1: Coordination and general management; Pilvikki Absetz, WP2:
Behavior change at individual and environmental level;
Jaana Lindström, WP3: Identification of individuals at
increased risk of type 2 diabetes; Miikka Ermes/Marja
Harjumaa, WP4: Digital solutions to support individuals
in healthy lifestyle; Co-PI Timo Lakka, WP5: Individual
level intervention; Kaisa Poutanen, WP6: Environmental
intervention to support healthy lifestyle; Johanna Kohl/
Janne Martikainen, WP7: Socio-economic barriers and
facilitators to support decision making) and the study
coordinator Tanja Tilles-Tirkkonen. The Study Management Team is responsible for overall study management
as well as the progress and approval of scientific and
financial reports. The Scientific Advisory Board includes
international scientific experts, Professor Peter Schwarz,
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Professor Edith Feskens and Professor Theresa Marteau.
The Scientific Advisory Board reviews strategic decisions,
follows study implementation, and critically evaluates
study results.
Dissemination policy

We will publish study results in high-quality peerreviewed international scientific journals and will prefer
open-access journals. The publications will also be made
openly available through parallel publishing in the publication archive of University of Eastern Finland. We will
publish the most important findings in international
scientific meetings as well as national scientific meetings
and journals. Our articles in peer-reviewed international
journals and our doctoral theses will be published on the
website of University of Eastern Finland according to its
publication policy. We will deliver almost all of our
findings to the media through press releases, our
webpages, and Twitter to disseminate them to health
professionals, society decision makers, and the public.

Discussion
The StopDia study is based on the convincing scientific
evidence that type 2 diabetes and its comorbidities can
be prevented by a healthy lifestyle. The reason for the
need for additional research is that the attempts to
translate scientific evidence into action in real-world
health care have not led to permanent and cost-effective
models for the prevention of type 2 diabetes. The StopDia study will complement previous research by 1)
exploring how to improve reaching individuals at risk, 2)
studying how to increase participation in and adherence
to lifestyle intervention, 3) creating personalized intervention models, 4) evaluating the efficacy and cost-effectiveness of actions to improve lifestyle and prevent
type 2 diabetes, and 5) promoting the adoption, implementation, and maintenance of the preventive actions
that are fully intergrated in the Finnish routine health
care. This will enable us to leverage our societal objective
of developing a participatory, sustainable, and scalable
prevention model for preventing type 2 diabetes that
engages citizens, societal actors, and other stakeholders.
Identification of individuals at increased risk of type 2
diabetes

One of the challenges in the prevention of type 2 diabetes has been how to reach individuals at increased risk
of type 2 diabetes. Although knowledge on the risk
factors and prevention of type 2 diabetes have increased
in the society, there still are many people who do not
recognize being at increased risk. To reach these individuals, we have developed a simple and non-invasive tool
to reach these individuals. In the StopDia study, the
FINDRISC is available in a digitalized format and to be
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completed at any time. However, providing the opportunity to screening individuals at increased risk is not
enough. We need efficient communication strategies to
increase the reach and uptake of risk identification, both
within and outside health care services. In the StopDia
study, we provide scientific evidence for the effects of
the different recruitment approaches and emphasize
reaching individuals from different population groups,
including those with a lower socioeconomic position.
Increasing motivation to participate in and adherence to
lifestyle interventions

Ultimately, success to prevent type 2 diabetes at individual and societal level depends on the ability of the
program to increase the adherence of participants to a
healthy lifestyle. To achieve this, lifestyle interventions
have largely focused on the motivation and capability of
the participants. Although supporting autonomous
motivation and self-regulation skills, such as goal setting
and planning, have been proven to be effective in the
short-term, the sustainability of lifestyle changes remains
a challenge [65]. The theories of habit formation and
automatisation offer potential solutions for sustainability.
Based on habit theories, simple actions are easier to conduct and adopt if they are linked to a stable context and
are repeated until they become automatised [28, 29].
Habit theories are suitable for digital interventions
where simplicity and effortlessness are key factors. Habit
theories were chosen for the StopDia BitHabit intervention tool. The advantages of the digital tools compared
to traditional options are 1) the possibility to objectively
measure adherence to the interventions, 2) the low cost
of the interventions, and 3) that the interventions are
not tied to time or place and are therefore flexible. On
the other hand, there are still individuals who have no
access to digital services or for whom such tools are not
suitable. Especially for these individuals, face-to-face
group lifestyle coaching might still be the most suitable
and cost-effective choice for the prevention of type 2
diabetes.
Creating personalized intervention models

Personalised approaches are needed to increase the commitment of individuals and the effectiveness of the interventions. The StopDia study enables us to explore
interventions that could be suitable to different individuals and population groups and create a model to
predict responses to the interventions. For the future, it
will be of great importance that the model with its interventions can reach individuals from different cultural,
ethnic, and socioeconomic backgrounds. Although the
randomized controlled trial in the StopDia study could
not include diverse populations with different needs, we
are simultaneously adapting and piloting the model in
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two vulnerable population groups, immigrants and longterm unemployed people.
Integrating the StopDia model to the society

To ensure the implementation of the StopDia model
into real life we have closely collaborated with over 20
social and health care partners from the planning to
realization of the study. Importantly, we are able to
evaluate the effectiveness and cost-effectiveness of the
actions to prevent type 2 diabetes as part of the routine
health care in the real world environment. Combined
with the co-creation of the actions, we are promoting
adoption, implementation, and maintenance of the
preventive actions as part of the routine health care.
Due to the limited economic resources, it is very important that the model created is effective and financially
sustainable. Therefore, the direct link of the StopDia
data with routine clinical and biochemical data, biobanks, and registries measuring the outcomes of the
project is essential. Furthermore, the digital screening of
individuals at increased risk, the collection of data on
risk factors for type 2 diabetes, and intervention tools
created in the StopDia study gather information that is
not normally collected in the health and social care
and could therefore be very useful in preventing type
2 diabetes in the future.
Sustainable and scalable models are needed to reach
and identify individuals at increased risk of type 2 diabetes and to deliver personalized and effective lifestyle
interventions. With the StopDia study we aim to answer
these challenges in a scientific project that is fully integrated in the routine health care and thus allows the
real-life assessment of cost-effectiveness of the intervention. Even though the StopDia study focuses on the prevention of type 2 diabetes, the same lifestyle goals and
tools are effective in the prevention of other non-communicable diseases, such as cardiovascular diseases, dementia, osteoarthritis, and cancer. Therefore, the
potential of the StopDia approach extends beyond the
prevention of type 2 diabetes.
Abbreviations
BMI: Body mass index; cm: Centimeter; DI30: Disposition index30; ecSI 2.0: The
ecSatter Eating Competence Inventory 2.0; FINDRISC: The Finnish Diabetes
Risk Score; HDL: High-density lipoprotein; kg: Kilograms; LDl: Low-density
lipoprotein; Matsuda ISI: Matsuda index of insulin sensitivity;
mmHg: Millimeter of mercury; mmol/l: Millimoles per litre; OGTT : Oral
glucose tolerance test; PI: Principal investigator; RCT: Randomized controlled
trial; RE-AIM: The Reach, Effectiveness, Adoption, Implementation, and
Maintenance framework; StopDia: Stop Diabetes study; T2D: Type 2 diabetes;
TFEQ-R18: The Three Factor Eating Questionnaire; WP: Work package
Acknowledgements
We acknowledge all health and social care workers in the three participating
counties (Hospital district of Northern Savo, Päijät-Häme and Southern
Karelia) and stakeholders (Ministry of Social Affairs and Health, Finnish Social
Security Institute (KELA), Regional council of Northern Savo and Päijät-Häme,
Cities of Kuopio, Varkaus and Siilinjärvi, Ylä-Savon SOTE, Finnish Heart

Pihlajamäki et al. BMC Public Health

(2019) 19:255

Association, Finnish Diabetes Association, Family Federation of Finland,
Association of Finnish Pharmacies, Consumers’ Union of Finland, Etera
Mutual Pension Insurance Company, Agency for Rural Affairs (Mavi) and its
partner organizations and Self-care and Digital Value Services -project (ODA))
for participation in planning of the recruitment of the risk individuals and interventions in the StopDia model. We also acknowledge Juho Viitasalo and
Juha Kekäläinen of the University of Eastern Finland for their extensive work
in the development of the StopDia digital tools. We also acknowledge Tiina
Laatikainen, Kennet Harald, Markku Peltonen, Pekka Jousilahti, Katri Hemiö,
Maliheh Nekouei Marvi Langari, Eeva Virtanen (National Institute for Health
and Welfare) Saara Pentikäinen, Johanna Leväsluoto, Adil Umer, Juha Leppänen, Samuli Heinonen, Elina M. Mattila (VTT) and Kari Jalkanen (University of
Eastern Finland). The authors are also grateful to the representatives of the
target group for their valuable contribution in the study. All people mentioned in these acknowledgements agreed to be listed in the study protocol.
Ethical approval and consent to participate
The StopDia study was approved by Research Ethics Committee of Hospital
District of Northern Savo (statement number: 467/2016). Written informed
consent to participate in the study and the use of data from national health
care registers is obtained from all participants. The study will be conducted
according to the Responsible Conduct of Research by the Finnish Advisory
Board on Research Integrity and the Declaration of Helsinki.
Funding
STOP DIABETES - from knowledge to solutions project is funded by the
Strategic Research Council at the Academy of Finland (http://www.aka.fi/en/
about-us/SRC/) in 2016–2019 (303537). The Academy of Finland had no role
in designing the study and will have no role in collecting, managing, or
analysing the data, interpreting the results, writing the manuscript, or
deciding to submit the manuscript for publication.
Availability of data and materials
As the data include confidential patient data, there is no public access to the
data.
Authors’ contributions
J.Pi. is the principal investigator of the StopDia study. J. Pi, L.K., J.M., J.K., K.P.,
M. E, P.A., J.L., and T.L. designed the study. R.M., T.T-T., M.K., U.S., N.L., J.Pa.,
and M.H. assisted in designing the study. T.T-T, R.J., and J. L participated in
recruiting the participants. R.M., T.T-T, and P. A trained the health care nurses,
and T.T-T and R.M. monitored study implementation. All authors contributed
to writing the manuscript and approved the final version of it.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Department of Clinical Nutrition, Institute of Public Health and Clinical
Nutrition, University of Eastern Finland, 70210 Kuopio, Finland. 2Clinical
Nutrition and Obesity Center, Kuopio University Hospital, Kuopio, Finland.
3
Department of Medicine, Endocrinology and Clinical Nutrition, Kuopio
University Hospital, Kuopio, Finland. 4Institute of Biomedicine, School of
Medicine, University of Eastern Finland, Kuopio, Finland. 5Public Health
Solutions, National Institute for Health and Welfare, Helsinki, Finland. 6VTT
Technical Research Centre of Finland Ltd., Espoo, Finland. 7School of
Pharmacy, University of Eastern Finland, Kuopio, Finland. 8Collaborative Care
Systems Finland, Helsinki, Finland. 9Department of Clinical Physiology and
Nuclear Medicine, Kuopio University Hospital, Kuopio, Finland. 10Kuopio
Research Institute of Exercise Medicine, Kuopio, Finland.

Page 12 of 13

Received: 3 September 2018 Accepted: 21 February 2019

References
1. Tuomilehto J, Lindström J, Eriksson JG, Valle TT, Hämäläinen H, IlanneParikka P, et al. Prevention of type 2 diabetes mellitus by changes in
lifestyle among subjects with impaired glucose tolerance. N Engl J Med.
2001;344(18):1343–50.
2. Knowler WC, Barrett-Connor E, Fowler SE, Hamman RF, Lachin JM, Walker
EA, et al. Reduction in the incidence of type 2 diabetes with lifestyle
intervention or metformin. N Engl J Med. 2002;346(6):393–403.
3. Ramachandran A, Snehalatha C, Mary S, Mukesh B, Bhaskar AD, Vijay V. The
Indian diabetes prevention Programme shows that lifestyle modification
and metformin prevent type 2 diabetes in Asian Indian subjects with
impaired glucose tolerance (IDPP-1). Diabetologia. 2006;49(2):289–97.
4. Telle-Hjellset V, Kjøllesdal MKR, Bjørge B, Holmboe-Ottesen G, Wandel
M, Birkeland KI, et al. The InnvaDiab-DE-PLAN study: a randomised
controlled trial with a culturally adapted education programme
improved the risk profile for type 2 diabetes in Pakistani immigrant
women. Br J Nutr. 2013;109(3):529–38.
5. Lindström J, Peltonen M, Eriksson JG, Ilanne-Parikka P, Aunola S, KeinänenKiukaanniemi S, et al. Improved lifestyle and decreased diabetes risk over 13
years: long-term follow-up of the randomised Finnish diabetes prevention
study (DPS). Diabetologia. 2013;56(2):284–93.
6. Diabetes Prevention Program Research Group. Long-term effects of lifestyle
intervention or metformin on diabetes development and microvascular
complications over 15-year follow-up: the diabetes prevention program
outcomes study. Lancet Diabetes Endocrinol. 2015;3(11):866–75.
7. Bellamy L, Casas J-P, Hingorani AD, Williams D. Type 2 diabetes mellitus
after gestational diabetes: a systematic review and meta-analysis. Lancet.
2009;373(9677):1773–9.
8. Morris DH, Khunti K, Achana F, Srinivasan B, Gray LJ, Davies MJ, et al.
Progression rates from HbA1c 6.0–6.4% and other prediabetes definitions to
type 2 diabetes: a meta-analysis. Diabetologia. 2013;56(7):1489–93.
9. Lindström J, Tuomilehto J. The diabetes risk score: a practical tool to predict
type 2 diabetes risk. Diabetes Care. 2003;26(3):725–31.
10. Aziz Z, Absetz P, Oldroyd J, Pronk NP, Oldenburg B. A systematic review of
real-world diabetes prevention programs: learnings from the last 15 years.
Implement Sci. 2015;10(1):172.
11. Howells L, Musaddaq B, McKay AJ, Majeed A. Clinical impact of lifestyle
interventions for the prevention of diabetes: an overview of systematic
reviews. BMJ Open. 2016;6(12):e013806.
12. Absetz P, Valve R, Oldenburg B, Heinonen H, Nissinen A, Fogelholm M, et al.
Type 2 diabetes prevention in the ‘real world’ one-year results of the GOAL
implementation trial. Diabetes Care. 2007;30(10):2465–70.
13. Free C, Phillips G, Galli L, Watson L, Felix L, Edwards P, et al. The
Effectiveness of Mobile-Health Technology-Based Health Behaviour Change
or Disease Management Interventions for Health Care Consumers: A
Systematic Review. Cornford T, editor. PLoS Med. 2013 ;10(1):e1001362.
14. Kohl LF, Crutzen R, de Vries NK. Online prevention aimed at lifestyle behaviors:
a systematic review of reviews. J Med Internet Res. 2013;15(7):e146.
15. Gaglio B, Shoup JA, Glasgow RE. The RE-AIM framework: a systematic review
of use over time. Am J Public Health. 2013;103(6):e38–46.
16. Borodulin K, Levälahti E, Saarikoski L, Lund L, Juolevi A, Grönholm M, et
al. Kansallinen FINRISKI 2012 -terveystutkimus Osa 2: Tutkimuksen
taulukkoliite. 2013.
17. Green BB, Anderson ML, Ralston JD, Catz S, Fishman PA, Cook AJ. Patient
ability and willingness to participate in a web-based intervention to
improve hypertension control. J Med Internet Res. 2011;13(1):e1.
18. Bender AM, Jørgensen T, Helbech B, Linneberg A, Pisinger C.
Socioeconomic position and participation in baseline and follow-up visits:
the Inter99 study. Eur J Prev Cardiol. 2014;21(7):899–905.
19. The National Nutrition Council of Finland. Terveyttä ruoasta - Suomalaiset
ravitsemussuositukset 2014. 2014.
20. Nordic Council of Ministers. Nordic Nutrition Recommendations 2012 Integrating nutrition and physical activity. Copenhagen, Denmark, 2012.
21. Haskell WL, Lee I-M, Pate RR, Powell KE, Blair SN, Franklin BA, et al. Physical
activity and public health: updated recommendation for adults from the
American College of Sports Medicine and the American Heart Association.
Circulation. 2007;116(9):1081–93.

Pihlajamäki et al. BMC Public Health

(2019) 19:255

22. Colberg SR, Sigal RJ, Fernhall B, Regensteiner JG, Blissmer BJ, Rubin RR, et al.
Exercise and type 2 diabetes: the American College of Sports Medicine and
the American Diabetes Association: joint position statement. Diabetes Care.
2010;33(12):e147–67.
23. Garber CE, Blissmer B, Deschenes MR, Franklin BA, Lamonte MJ, Lee I-M,
et al. American College of Sports Medicine position stand. Quantity and
quality of exercise for developing and maintaining cardiorespiratory,
musculoskeletal, and neuromotor fitness in apparently healthy adults:
guidance for prescribing exercise. Med Sci Sports Exerc. 2011;43(7):
1334–59.
24. Ryan RM, Deci EL. Self-determination theory and the facilitation of
intrinsic motivation, social development, and well-being. Am Psychol.
2000;55(1):68–78.
25. Michie S, Richardson M, Johnston M, Abraham C, Francis J, Hardeman
W, et al. The behavior change technique taxonomy (v1) of 93
hierarchically clustered techniques: building an international consensus
for the reporting of behavior change interventions. Ann Behav Med.
2013;46(1):81–95.
26. Mann T, de Ridder D, Fujita K. Self-regulation of health behavior: social
psychological approaches to goal setting and goal striving. Health Psychol.
2013;32(5):487–98.
27. Satter E. Eating competence: nutrition education with the Satter eating
competence model. J Nutr Educ Behav. 2007;39(5):S189–94.
28. Wood W, Rünger D. Psychology of habit. Annu Rev Psychol. 2016;67(1):289–314.
29. Lally P, Gardner B. Promoting habit formation. Health Psychol Rev. 2013;
7(sup1):S137–58.
30. Watson NF, Badr MS, Belenky G, Bliwise DL, Buxton OM, Buysse D, et al.
Recommended amount of sleep for a healthy adult: a joint consensus
statement of the American Academy of sleep medicine and Sleep Research
Society. Sleep. 2015;38(6):843–4.
31. Pan A, Wang Y, Talaei M, Hu FB, Wu T. Relation of active, passive, and
quitting smoking with incident type 2 diabetes: a systematic review and
meta-analysis. Lancet Diabetes Endocrinol. 2015;3(12):958–67.
32. Holst C, Becker U, Jørgensen ME, Grønbæk M, Tolstrup JS. Alcohol drinking
patterns and risk of diabetes: a cohort study of 70,551 men and women
from the general Danish population. Diabetologia. 2017;60(10):1941–50.
33. Fisher EB, Chan JCN, Kowitt S, Nan H, Sartorius N, Oldenburg B. Conceptual
Perspectives on the Co-Occurrence of Mental and Physical Disease:
Diabetes and Depression as a Model. Basel: Karger Publishers; 2014. p. 1–14.
34. Absetz P, Oldenburg B, Hankonen N, Valve R, Heinonen H, Nissinen A, et al.
Type 2 diabetes prevention in the real world: three-year results of the GOAL
lifestyle implementation trial. Diabetes Care. 2009;32(8):1418–20.
35. Sathish T, Williams ED, Pasricha N, Absetz P, Lorgelly P, Wolfe R, et al. Cluster
randomised controlled trial of a peer-led lifestyle intervention program:
study protocol for the Kerala diabetes prevention program. BMC Public
Health. 2013;13(1):1035.
36. Hemiö K, Pölönen A, Ahonen K, Kosola M, Viitasalo K, Lindström J. A
simple tool for diet evaluation in primary health care: validation of a
16-item food intake questionnaire. Int J Environ Res Public Health.
2014;11(3):2683–97.
37. Lohse B, Satter E, Horacek T, Gebreselassie T, Oakland MJ. Measuring eating
competence: psychometric properties and validity of the ecSatter inventory.
J Nutr Educ Behav. 2007;39(5):S154–66.
38. Karlsson J, Persson LO, Sjöström L, Sullivan M. Psychometric properties and
factor structure of the three-factor eating questionnaire (TFEQ) in obese
men and women. Results from the Swedish obese subjects (SOS) study. Int
J Obes Relat Metab Disord. 2000;24(12):1715–25.
39. Borodulin K, Laatikainen T, Lahti-Koski M, Jousilahti P, Lakka TA. Association
of age and education with different types of leisure-time physical activity
among 4437 Finnish adults. J Phys Act Health. 2008;5(2):242–51.
40. Borodulin K, Kärki A, Laatikainen T, Peltonen M, Luoto R. Daily sedentary
time and risk of cardiovascular disease: the national FINRISK 2002 study. J
Phys Act Health. 2015;12(7):904–8.
41. Lakka TA, Salonen JT. Intra-person variability of various physical activity
assessments in the Kuopio Ischaemic heart disease risk factor study. Int J
Epidemiol. 1992;21(3):467–72.
42. Craig CL, Marshall AL, Sjöström M, Bauman AE, Booth ML, Ainsworth BE, et
al. International physical activity questionnaire: 12-country reliability and
validity. Med Sci Sport Exerc. 2003;35(8):1381–95.
43. Partinen G. Basic Nordic sleep questionnaire (BNSQ): a quantitated measure
of subjective sleep complaints. J Sleep Res. 1995;4(S1):150–5.

Page 13 of 13

44. Borodulin K, Saarikoski L, Lund L, Juolevi A, Grönholm M, Helldán A, et al.
Kansallinen FINRISKI 2012 -terveystutkimus Osa I: Tutkimuksen toteutus ja
menetelmät Kansallinen FINRISKI 2012 -terveystutkimus. 2013;
45. Levesque CS, Williams GC, Elliot D, Pickering MA, Bodenhamer B, Finley PJ.
Validating the theoretical structure of the treatment self-regulation
questionnaire (TSRQ) across three different health behaviors. Health Educ
Res. 2006;22(5):691–702.
46. Schwarzer R, Renner B. Social-cognitive predictors of health behavior: action
self-efficacy and coping self-efficacy. Health Psychol. 2000;19(5):487–95.
47. Tangney JP, Baumeister RF, Boone AL. High self-control predicts good
adjustment, less pathology, better grades, and interpersonal success. J Pers.
2004;72(2):271–324.
48. Sniehotta FF, Schwarzer R, Scholz U, Schüz B. Action planning and coping
planning for long-term lifestyle change: theory and assessment. Eur J Soc
Psychol. 2005;35(4):565–76.
49. Gardner B, Abraham C, Lally P, de Bruijn G-J. Towards parsimony in habit
measurement: testing the convergent and predictive validity of an
automaticity subscale of the self-report habit index. Int J Behav Nutr Phys
Act. 2012;9(1):102.
50. Sallis JF, Grossman RM, Pinski RB, Patterson TL, Nader PR. The development
of scales to measure social support for diet and exercise behaviors. Prev
Med (Baltim). 1987;16(6):825–36.
51. Crockett RA, Weinman J, Hankins M, Marteau T. Time orientation and
health-related behaviour: measurement in general population samples.
Psychol Health. 2009;24(3):333–50.
52. Development of the World Health Organization WHOQOL-BREF quality of
life assessment. The WHOQOL group. Psychol Med. 1998;28(3):551–8.
53. Reilly MC, Zbrozek AS, Dukes EM. The validity and reproducibility of a
work productivity and activity impairment instrument.
Pharmacoeconomics. 1993;4(5):353–65.
54. Tennant R, Hiller L, Fishwick R, Platt S, Joseph S, Weich S, et al. The WarwickEdinburgh mental well-being scale (WEMWBS): development and UK
validation. Health Qual Life Outcomes. 2007;5(1):63.
55. Cantril H. The pattern of human concerns. New Brunswick, NJ: Rutgers
University Press; 1965.
56. Cohen S, Kamarck T, Mermelstein R. A global measure of perceived stress. J
Health Soc Behav. 1983;24(4):385–96.
57. Losoi H, Turunen S, Wäljas M, Helminen M, Öhman J, Julkunen J, et al.
Psychometric properties of the Finnish version of the resilience scale and its
short version. Psychol Community Heal. 2013;2(1):1–10.
58. Russell D, Peplau LA, Cutrona CE. The revised UCLA loneliness scale:
concurrent and discriminant validity evidence. J Pers Soc Psychol. 1980;
39(3):472–80.
59. Junttila N, Ahlqvist-björkroth S, Aromaa M, Rautava P, Piha J, Marja V, et al.
Mothers and Fathers Loneliness During Pregnancy , Infancy , and
Toddlerhood. Psychol Educ - An Interdiscip J 2013;50:98–104.
60. Kivipelto M, Ngandu T, Laatikainen T, Winblad B, Soininen H,
Tuomilehto J. Risk score for the prediction of dementia risk in 20 years
among middle aged people: a longitudinal, population-based study.
Lancet Neurol. 2006;5(9):735–41.
61. Stancáková A, Javorský M, Kuulasmaa T, Haffner SM, Kuusisto J, Laakso M.
Changes in insulin sensitivity and insulin release in relation to glycemia and
glucose tolerance in 6,414 Finnish men. Diabetes. 2009;58(5):1212–21.
62. de Mello VDF, Lindström J, Eriksson J, Ilanne-Parikka P, KeinänenKiukaanniemi S, Sundvall J, et al. Insulin secretion and its determinants in
the progression of impaired glucose tolerance to type 2 diabetes in
impaired glucose-tolerant individuals: the Finnish diabetes prevention study.
Diabetes Care. 2012;35(2):211–7.
63. de Mello VDF, Lindström J, Eriksson JG, Ilanne-Parikka P, KeinänenKiukaanniemi S, Pihlajamäki J, et al. Markers of cholesterol metabolism as
biomarkers in predicting diabetes in the Finnish diabetes prevention study.
Nutr Metab Cardiovasc Dis. 2015;25(7):635–42.
64. Sekhon M, Cartwright M, Francis JJ. Acceptability of healthcare
interventions: an overview of reviews and development of a theoretical
framework. BMC Health Serv Res. 2017;17(1):88.
65. Wood W, Neal DT. Healthy through habit: interventions for initiating and
maintaining health behavior change. Behav Sci Policy. 2016;2(1):71–83.

