Supplementary material: Measurements and definitions
Socio-demographic factors. Age and gender were determined from the general practice registrations. We defined education, measured at the initial screening, as the highest level of education attained. We classified education as low (low vocational training or lower secondary education) or high (intermediate vocational training and higher secondary education to higher vocational training or university). We defined a family history of Type 2 diabetes mellitus as having a first- or second-degree family member with Type 2 diabetes mellitus.

Screening results at baseline. We selected several parameters from the results of baseline measurements that we communicated to the participants. BMI was calculated as weight (kg)/height (m)2. We calculated HOMA-IR as fasting glucose (mmol/l) multiplied by fasting insulin (mU/l) divided by 22.5. We used the HbA1c value, the fasting and 2-h glucose values from the OGTT, and the HOMA-IR to classify blood test results. One group represented participants with “a high OGTT result at baseline” (impaired fasting glucose and/or impaired glucose tolerance), and one group represented participants with “no high OGTT result at baseline” (those with elevated levels of HbA1c and/or HOMA-IR). Because HbA1c was only recently introduced as a diagnostic option [34], we expected that the OGTT might be a more accepted risk marker than the other measures and that this could influence the attendance. 

Other psychosocial factors. The baseline questionnaire addressed the psychosocial factors. We measured attitudes towards PA and diet with questions on a 5-point Likert scale about importance and joy regarding PA (e.g., “Do you find exercise in leisure time or 30 minutes a day important?”; n = 4, α = 0.64) and diet (five conventional healthy diet behaviors: e.g., “Do you find consuming two pieces of fruit important?” (n = 10, α = 0.84) and two group-specific healthy diet behaviors; e.g., “Do you find replacing white rice with brown rice important?” We also measured attitude towards PA indirectly by asking about the possible consequences of increasing PA (e.g., “If I increase my PA, I will look better”; n = 7, α = 0.67).

We measured social support by asking whether the spouse, other family members, and close relatives encouraged the participant to be physically active or to eat healthfully (per food item (n = 7); 5-point Likert scale). Two factors were formed: perceived social support for PA from other family members and close relatives (n = 2, α = 0.68) and perceived social support for conventional healthy diet behaviors (n = 5, α = 0.94).

Self-efficacy expectations towards diet change and dealing with specific PA barriers were measured on a 5-point Likert scale with five items about PA and seven items about aspects of diet [focus group discussions; unpublished data]. The two combined factors were perceived self-efficacy for PA (n = 5, α = 0.73) and perceived self-efficacy for conventional healthy diet behaviors (n = 5, α = 0.66).

Due to empty answer categories, we dichotomized the resulting variables (a positive value versus a negative or neutral value as reference). Moreover, we used mean substitution when factors were combined to take missing data into account, with a maximum of (n/2)-1, within the specific parameter.

Stage of change. We measured the stage of change towards PA and diet in the baseline questionnaire with the algorithm described in the Transtheoretical Model [51]. In the analysis, we classified the stage of change as motivated or unmotivated to change the diet and PA within 6 months. One factor was formed for the stage of change towards adoption of conventional healthy diet behaviors (n = 5, α = 0.73).
