Supplementary file 1 – Description of the prototype Living Well, Taking Control (LWTC) Programme
Summary of NICE recommendationss1 on lifestyle interventions for diabetes prevention and how these mapped onto the structure, content and delivery of the prototype LWTC programme
1. Aim to promote changes in both diet and physical activity   
In line with evidence that the effectiveness of interventions for those at risk of diabetes is increased by targeting both diet and physical activity s2, the aims of the prototype LWTC programme were to increase physical activity and improve diet to promote weight loss and enhance well-being. Four core semi-structured group education sessions covered: “Pre-diabetes & healthy lifestyle”, “Healthy eating”, “Physical activity” and “Positive mental health & well-being”. To further promote and maintain changes in diet and physical activity, follow-up access was provided according to individual goals and needs to relevant local activities and services (e.g. walking groups, other exercise classes, cooking classes, relaxation courses). 
2. Maximize frequency or number of contacts, within the resources available
Use of trained facilitators to deliver core components, introducing participants to existing services and activities, and selected follow-ups in either a group setting or via phone allowed contact time and frequency to be maximised within the original Big Lottery funding for the programme, which was supplemented with the providers’ own funds to support completion of the trial. 
3. Provide at least 16 hours of contact time 
It was intended that participants would receive four two-hour core group education sessions (eight hours total), a 30 minute one-to-one session, five 30-minute follow-up contacts (three hours total), and access to at least five hours of classes or support for engagement in individually-tailored activities through existing services (see point 1). There were differences across the sites in how this was achieved: in Exeter there was often an initial one-to-one session and shorter first group session which each lasted an hour and follow-up contacts (especially at 6 months) were frequently delivered in groups; in Birmingham follow-up contacts were mainly undertaken on an individual basis via telephone (see Supplementary Table 3).
4. Allow time between sessions, spreading them over a period of 9-18 months
The group sessions were delivered weekly during the first month and follow-ups were scheduled at 2, 3, 6, 9 and 12 months. This allowed time between contacts for participants to make changes, review progress and goals, learn from experience, practice the self-regulatory skills taught in the sessions (see point 11) and identify and access any additional support required. 
5. Use a group size of 10-15 people
The programme aimed to deliver to groups of up to 12 people.
6. Ensure programmes adopt a person-centred, empathy-building approach
The programme was designed to be participant-centred and individualised to participants’ needs. Motivational interviewing and patient-centred counselling techniques were used to build empathy s3. These have been shown to be more effective than traditional didactic approaches to promoting behaviour changes1.
7. Use established, well-defined behaviour change techniques
Approaches used in the prototype LWTC programme were mapped against a list of key recommended techniques (points 8-11) that are associated with increased effectiveness in interventions to promote changes in diet and physical activitys2. These techniques were built into session plans to ensure that they were used repeatedly across core sessions. Additional techniques (e.g. reducing negative emotions, instruction on how to perform a behaviour, behavioural substitution) were used in specific sessions, and in the follow-up activities and services from which participants chose (e.g. demonstration of the behaviour and behavioural practice/rehearsal were present in exercise and cooking classes). All group facilitators received brief training in the use of these techniques prior to commencement of the trial. These techniques targeted factors identified by various social-cognitive models (e.g. Health Action Process Approachs4) as being important in motivating people to change their behaviour (e.g. risk perceptions, pros and cons of behaviour change, self-efficacy), translating motivations into action, and supporting longer-term maintenance of behaviour changes2 (e.g. self-regulatory approaches derived from theories such as Social Cognitive Theorys5 and Control Theorys6). The programme also adopted motivational approaches from self-determination theorys7, such as supporting intrinsic motivation, engaging social support/encouraging connectedness and building competence. 
8. Engage social support
In line with evidences8 that this increases intervention effectiveness, the prototype LWTC programme promoted engagement of support from participants’ family and friends in planning and making lifestyle changes, including bringing partners or other supporters along to sessions if desired. It also provided ample opportunities to access practical and emotional social support from peers within the programme. 
9. Provide information to raise awareness of the benefits of and types of lifestyle changes needed
The core sessions provided information on, and addressed common misconceptions around, risk of diabetes, clinical risk indicators (e.g. HbA1c) and lifestyle changes to reduce risk. This was supported by educational materials about healthy eating (based on Food Standards Agency/Department of Health recommendations) and physical activity (based on recommendations for both moderate intensity aerobic activity and strength/resistance trainings9). To accompany this and further enhance participants’ motivation to change, group facilitators received training in behaviour change techniques such as providing information about health consequences, weighing up pros and cons, comparative imagining of future outcomes and identifying discrepancies between current behaviour and goals. 
10. Explore and reinforce Importance and Confidence with graded goal-setting to build confidence 
All group facilitators received training on assessing, exploring and enhancing participants’ perceptions around the importance of making realistic changes to their diet and physical activity and their confidence to do sos10. Relevant behaviour change techniques to build confidence included the use of graded tasks within goal setting, problem-solving and the use of motivational interviewing techniques to explore and enhance confidence for behaviour change,s3,s11. 
11. Build on a coherent set of ‘self-regulatory’ intervention techniques
Specific, individualised goal setting and action planning, use of self-monitoring tools (e.g. diaries, self-weighing), reviewing and providing feedback on performance of behaviours and outcomes (e.g. weight), planning for and addressing problems, and reviewing progress and goalss11 were central to the structure of the core sessions and follow-up contacts. Use of these self-regulatory approaches supported “learning from experience”.
Underpinning facilitator training /competencies: The prototype programme was delivered by in-house staff at the provider organisations who had professional qualifications including, for example, an undergraduate degree in nutrition or Register of Exercise Professionals (REPS) levels 4 & 3 certification. Facilitators had been recruited based on experience in a community involvement role (at least 2 years), communication skills and experience in facilitating group sessions. All staff had experience in delivering the programme prior to the commencement of the trial. An additional 2 days of training for Exeter-based facilitators (n=3) and 1 day for Birmingham-based facilitators (n=5) was provided by an expert in behaviour change (CG). The training focused on establishing the following competencies: Person-centred counselling (using reflective listening and other person-centred counselling techniques in a group setting); supporting behaviour change (including use of key motivational and self-regulatory behaviour change techniques listed above); providing accurate and guidance-adherent advice and information on diet; providing accurate and guidance-adherent advice and information on physical activity (including moderate and simple aerobic activity and muscle-strengthening exercise); supporting participants to address negative social influences; effective time management; and administration of the programme.
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