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Abstract

Background: Type 2 diabetes is the fastest-growing chronic condition in Australia, with higher prevalence in disadvantaged
groups. Logan Healthy Living by UQ Health Care is a proof-of-concept, interprofessional allied health clinic focused on supporting
people with and at risk of type 2 diabetes in Logan, a region in South East Queensland, Australia, with high levels of health
inequity. Logan Healthy Living is supported by the Queensland Government through Health and Wellbeing Queensland and a
broader multisectoral alliance including primary health care; tertiary hospital and health services; and government, community,
and university sectors.

Objective: This paper describes the establishment of Logan Healthy Living and outlines the evaluation protocol for the service’s
type 2 diabetes lifestyle management program.

Methods: The context and setting of Logan Healthy Living are presented, and the process for establishing the multisectoral
partnerships, development and governance of the service, and the facility are described. The lifestyle management program is an
8-week, group-based program that includes 1 hour of education and 1 hour of supervised, individually tailored exercise each
week. The theoretical underpinnings and the program are described in detail. The Reach, Effectiveness, Adoption, Implementation,
and Maintenance (RE-AIM) framework will guide evaluation of the program and inform key questions regarding the number
and characteristics of the clients (reach); diabetes-related distress, health behaviors (physical activity and diet), quality of life,
self-management self-efficacy, loneliness, community involvement, anthropometric measures, hemoglobin A1c levels, physical
function, and health care use (effectiveness); referral pathways (adoption); fidelity, appropriateness, acceptability, and costs
(implementation); and long-term effectiveness (maintenance). Data will be drawn from a purposefully embedded minimum dataset
and data registry, with the process for designing and embedding data collection into practice (via surveys, in-person measures,
and client management software) described in detail.
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Results: Ethics approval has been obtained for the data registry. Logan Healthy Living is a 4-year proof of concept that concludes
on December 31, 2024, with findings expected to be reported starting in 2025.

Conclusions: While multisectoral responses are needed for complex community health challenges, the processes for achieving
these are rarely documented, and the description of the development of Logan Healthy Living has the potential to inform future
partnerships. The findings of the evaluation will provide important new knowledge on the impact of a community-delivered type
2 diabetes program on individuals, the community, and the health system in an area of high health inequity.

International Registered Report Identifier (IRRID): DERR1-10.2196/69477

(JMIR Res Protoc 2025;14:e69477) doi: 10.2196/69477
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Introduction

Background
Type 2 diabetes is a chronic condition where the body becomes
resistant to the normal effects of insulin and gradually loses the
capacity to produce enough insulin in the pancreas [1]. The
onset of type 2 diabetes is associated with both nonmodifiable
(eg, genetic) and modifiable (eg, health and behavioral) risk
factors [1]. Worldwide, in 2020, type 2 diabetes was the ninth
leading cause of death, affecting 7% of the population, with
prevalence rates only expected to increase [2]. In Australia, type
2 diabetes impacts an estimated 1.2 million people [1], with a
further 2 million having prediabetes [2]. It is the fastest-growing
chronic condition in Australia [1], with health system
expenditure estimated at Aus $3.4 billion (US $2.1 billion) per
year [3]. Type 2 diabetes has a significant impact on individuals.
Along with the symptoms of the disease itself, many people
experience diabetes-related complications (eg, retinopathy,
peripheral vascular disease, and ischemic heart disease) and are
at increased risk of multimorbidity (eg, cardiometabolic,
vascular, and mental health conditions), which collectively
impact their quality of life, impair functioning, and increase
financial and economic burden [4]. Type 2 diabetes
disproportionately affects disadvantaged groups. For example,
people of a low socioeconomic status and with low levels of
education [5], immigrants, and those from culturally and
linguistically diverse backgrounds have increased risk of type
2 diabetes [6]. Furthermore, the intersection of disadvantage is
likely to magnify risk and burden of disease [7].

Management of type 2 diabetes is primarily focused on
achieving glycemic control through modification of health
behaviors (typically physical activity and nutrition) and, where
required, medication. Evidence-based management of type 2
diabetes emphasizes person-centered, team-based care with
integrated long-term treatment approaches, as well as the
involvement of social community support [8,9].
Self-management, where the person with type 2 diabetes works
in partnership with their social supports and health professionals
to understand, manage, and optimize their health, is the goal.
Management of modifiable risk factors is a core component of
self-management, with such strategies focused on building
positive health behaviors, including physical activity and
nutrition, and optimizing psychological well-being [9,10].
Multidisciplinary, group-based approaches to lifestyle
modification have consistently been shown to positively impact

a range of health and well-being outcomes for people living
with type 2 diabetes [11]. To support this in practice, the
Australian National Diabetes Strategy (2021-2030) has called
for a multisectoral response by government and communities
to provide the integrated care required [12].

UQ Health Care (a not-for-profit health care wholly owned
enterprise of The University of Queensland) has established
Logan Healthy Living as a specialist clinic designed to respond
to this need [13]. Purposefully established in South East
Queensland in the City of Logan, an area of Queensland with
high burden of type 2 diabetes and intersectional disadvantage,
Logan Healthy Living was designed with the aim of reducing
the burden of disease on individuals, the community, and the
health system [13]. The core service of Logan Healthy Living
is a group-based lifestyle management program delivered by
an interprofessional allied health team focusing on supporting
people living with and at risk of type 2 diabetes in Logan. The
program has 3 main foci: physical activity, healthy eating, and
well-being [14]. Logan Healthy Living is a 4-year proof of
concept delivered by a Queensland-first alliance among primary
health care; tertiary hospital and health services; and
government, community, and university sectors.

A key feature of the establishment of Logan Healthy Living
was the integration of an outcome-based funding model—a
model that prioritizes value-based care and patient-centered
outcomes and leverages multisectoral partnerships. Critical to
value-based care models is the collection and use of data to
continually evaluate the impact of the service on the participants
as well as the health system more broadly [15]. Moreover,
leveraging this approach for practice-based evidence generated
in “real-world” settings can add to the currently limited evidence
on community-based, self-management programs for people
living with or at risk of type 2 diabetes [16]. With dimensions
at both the individual level and multiple ecological levels, the
Reach, Effectiveness, Adoption, Implementation, and
Maintenance (RE-AIM) framework [17,18] offers a balanced
and pragmatic approach to the evaluation of applied
community-delivered programs considering factors such as the
characteristics of the participants who take up the program
(reach) and participant satisfaction (implementation). The
RE-AIM framework has been applied across multiple
evaluations, including diabetes health coaching [19], diabetes
prevention programs [20], and telephone-delivered type 2
diabetes support [21]. To simultaneously support reporting for
the outcome-based funding model and evaluate the real-world
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impact of a routinely delivered community program, a
comprehensive continuous evaluation protocol informed by the
RE-AIM framework was developed.

Objectives
The purpose of this paper is to describe the development of
Logan Healthy Living and the protocol for program evaluation
of this allied health care service. Specifically, we describe the
context and setting of the service, the multisectoral partnership
and co-design activities contributing to the service development,
governance, and participants and recruitment channels. We then
describe the protocol for the evaluation of the service according
to the RE-AIM framework.

Methods

This protocol was prepared using the SPIRIT (Standard Protocol
Items: Recommendations for Interventional Trials) checklist
[22].

Context and Setting
Logan Healthy Living by UQ Health Care is located in the City
of Logan in South East Queensland, Australia. With an estimated
population size of 345,098 [23], the City of Logan is identified
as one of the most culturally and linguistically diverse and
socioeconomically disadvantaged areas in Australia. The
proportions of the population speaking a language other than
English at home; being born overseas; identifying as Aboriginal
or Torres Strait Islander, Māori, or Samoan; being unemployed;
and having one or more chronic health conditions are above
South East Queensland averages [23]. The region has also
experienced rapid population growth and has an aging
population [24]. The City of Logan has a strong focus on
community services and fostering connection, with a wide range
of no- and low-cost community social programs, including
Logan City Council Libraries; arts, culture, and heritage
initiatives; sport and recreation facilities (including the Active
and Healthy program offering >100 weekly free and low-cost
health and well-being activities); and parks and community
gardens. Logan also has a diverse range of cultural groups and
grassroots networks supporting community connection [25].

In Logan, estimates of the prevalence of type 2 diabetes and
associated indicators of burden of disease are consistently higher
than state-based estimates for Queensland. Almost 20% (18.5%)
of people aged ≥75 years living in Logan have type 2 diabetes
(12.4% for those aged 55-74 years and 1.7% for those aged
18-54 years) [26], with the third highest rate of insulin-treated
type 2 diabetes in Australia (an indicator of advanced or
nonresponsive progression of the disease) [24]. Type 2 diabetes
accounts for 31% of potentially preventable hospitalizations in
Logan, making it the leading cause of potentially preventable
hospitalizations [24]. Those living with type 2 diabetes in the
area are also disproportionately likely to die from
diabetes-related causes, with the average diabetes-specific
mortality rate in Logan being 32% higher than that for
Queensland in general [24].

Development of Logan Healthy Living
The concept of a multisectoral, allied health–delivered lifestyle
management program for people living with type 2 diabetes in
Logan emerged from an existing partnership between UQ Health
Care and Metro South Health (the region’s public health care
provider) [27]. In 2014, Metro South Health and UQ Health
Care established an innovative, integrated primary-specialist
model of care for the medical management of people with
complex diabetes, the “Beacon” model [28]. The Beacon model
saw complex diabetes management provided within a
community practice by a multidisciplinary team consisting of
an endocrinologist from Logan Hospital, 2 to 3 general
practitioners (GPs) with a special interest in diabetes from UQ
Health Care, and a diabetes nurse educator from the Metro South
Health community team who provided 1:1 consultation (at times
before the GP with a special interest in diabetes to assist in
triage). The aim of the Beacon model was to build capacity in
primary care for managing complex diabetes through advanced
management plans and subsequently diverting people with type
2 diabetes from tertiary care. While the Beacon model
demonstrated favorable outcomes in changes in hemoglobin
A1c (HbA1c) concentration and the percentage of patients
meeting combined clinical targets of HbA1c concentration, blood
pressure, and low-density lipoprotein cholesterol [29], key
stakeholders acknowledged that the Beacon model alone was
not sufficient to address the rising community need. Moreover,
it lacked a health behavior change program focused on
self-management—a critical component for the management
of type 2 diabetes [11].

To address these needs, in approximately 2019, what would
eventually be known as “Logan Healthy Living” was envisioned,
expanding on the existing partnership between Metro South
Health and UQ Health Care and integrating learnings from the
Beacon model and UQ Health Care’s experience in delivering
interprofessional, allied health services at other sites. The first
phase of service development was establishing an alliance of
partners underpinned by a commitment to prevent chronic
disease and keep people well and out of hospital in Logan. UQ
Health Care and Metro South Health led the establishment of
the alliance, which in turn also included the Brisbane South
Primary Health Network, The University of Queensland, and
Griffith University. By early 2020, the alliance had established
a proof-of-concept model for a comprehensive lifestyle
management program delivered by an interprofessional team
of allied health professionals and infused with a student allied
health workforce.

Concurrently, in 2019, the Queensland Government established
the state’s first prevention agency, Health and Wellbeing
Queensland [30]. The concept of Logan Healthy Living, a
service delivering comprehensive lifestyle management
programs to support behavior change and self-management,
was put to the board of Health and Wellbeing Queensland by
UQ Health Care and Metro South Health on behalf of the
alliance. The proposal was strongly aligned with the vision and
strategic plan of the newly formed Health and Wellbeing
Queensland, which included developing and trialing new models
of care for the prevention and management of chronic disease.
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Here, the intention was to reduce pressure on the tertiary health
care system, address health inequities, and build multisectoral
partnerships that drive system-level change for improved health
and well-being outcomes. In 2021, Health and Wellbeing
Queensland joined the alliance, with UQ Health Care and Health
and Wellbeing Queensland entering into a 4-year agreement
(2021-2024) to support the delivery of a tailored lifestyle
management program. UQ Health Care secured additional
revenue agreements and financial contributors to deliver on the
commitment to reduce financial barriers for participants. The

UQ Health Care and Health and Wellbeing Queensland
service-level agreement outlined a comprehensive suite of
deliverables and biannual key performance indicators. These
key performance indicators were designed to evaluate the
program according to the RE-AIM indicators across the 3
priorities identified previously (reduce the burden of disease on
individuals, the community, and the health system). Examples
of the agreed upon key performance indicators are summarized
in Table 1.

Table 1. Examples of key performance indicators for Logan Healthy Living.

Key performance indicatorEvaluation domain

Reach • Participant’s type 2 diabetes status (at risk, newly diagnosed, complex, or chronic)

• Participant’s demographic characteristics
• Participant retention
• Participant attrition

Effectiveness • Participant’s knowledge, health literacy, and intention to change
• Participant’s healthy behavior action (health behavior change and anthropometric measures)
• Health system impact

Adoption • Referral pathways

Implementation • Participant satisfaction
• Staff satisfaction
• Participant safety (adverse events)
• Student training

Maintenance • Participant sustained healthy behavior
• Sustainable funding

The development and design of the service was community led
and iteratively co-designed with key stakeholders, including
consumers. Activities included participant journey mapping to
inform program and resource development, consultation with
student placement providers, and learning needs assessments
for local GPs. A key event for consumer and stakeholder
engagement was a half-day “design-jam” led by UQ Ventures
and held on campus at Griffith University in Meadowbrook,
where approximately 60 end users, delivery providers,
academics, clinicians, community leaders, and representatives
of other key stakeholders (eg, Metro South Health, Brisbane
South Primary Health Network, and the Aboriginal and Torres
Strait Islander Community Health Service) came together to
progress their combined vision and implementation plan for the
service. Subsequent planning days have also been hosted, which
have similarly included Logan Healthy Living staff, key
stakeholders, and consumers.

Simultaneously, the plan for routine collection of reporting and
evaluation data was co-designed by key stakeholders, including
researchers from The University of Queensland; the Logan
Healthy Living Clinical and Operations Manager, administration
team, and clinicians; and relevant content experts. Key to
successfully collecting the range and breadth of data required
was the intent to embed data collection into routine service
delivery. Led by a researcher employed by the Health and
Wellbeing Centre for Research Innovation (a research center
jointly funded by The University of Queensland and Health and

Wellbeing Queensland; SG), along with a senior academic
experienced in evaluation (GH) and a data analyst (EW), a
pragmatic data collection and consent process was co-designed
and embedded into daily operations. Data are collected through
both practice management software (Gensolve) and clinical trial
software (REDCap [Research Electronic Data Capture];
Vanderbilt University) and facilitated day to day by the Logan
Healthy Living clinical team, with technical and content support
on an as-needed basis from The University of Queensland.
Implementation of the data collection process was supported
by on-site training sessions and a comprehensive manual
developed by the data analyst. The Clinic and Operations
Managers have been essential in establishing and building a
culture for collaboration and prioritization of data collection.

Facilities
Logan Healthy Living went live for operations in July 2021.
The service initially operated from Griffith University Logan
Healthcare Centre, where it was intentionally colocated with
the Beacon Clinic and Metro South Health Chronic Disease
Diabetes Service (which included diabetes educators, nurse
practitioners, and a podiatry service). In February 2023, Logan
Healthy Living moved into its permanent, purpose-built location
in a dedicated health and medical clinic, Meadowbrook Medical
Centre, colocated with the UQ Health Care Meadowbrook GP
clinic and the Logan Hospital endocrinology outpatient services
(Logan Endocrine and Diabetes Service). The Meadowbrook
Medical Centre is centrally located in the City of Logan and
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positioned within the community’s transport and retail hub,
Logan Hospital, and the Logan Healthy Kids Club and Good
Start programs operated by Children’s Health Queensland. The
site is also set to become part of a larger health precinct, with
a planned staged expansion of Logan Hospital and an additional
2 private hospitals.

Logan Healthy Living occupies 400 m2 at Meadowbrook
Medical Centre and includes a gym floor, 5 curtained
consultation spaces, 2 individual consultation rooms, 2 large
private rooms (used for staff or student rooms or for group
education sessions), and an integrated open space dedicated to
delivering group education. The open gym includes a range of
exercise equipment, including cardiovascular training equipment
(treadmill and stationary bicycle), parallel bars, steps and stairs,
and resistance and balance training equipment. UQ Health Care
invested in state-of-the-art resistance training machines by HUR
Australia [31] that use air resistance and SmartTouch software
for automatically programming and tracking load and equipment
position (eg, seat heights), with participants tapping on and off
the equipment with a personalized radio-frequency identification
wristband. HUR Australia equipment was selected to reduce
the barriers and improve safety with resistance training for older
adults and new exercisers; the HUR Australia equipment is fully
automated and applies smooth and consistent resistance across
the range of motion.

The clinic is staffed by a range of allied health professionals,
including physiotherapy, exercise physiology, dietetics, diabetes
education, and health psychology professionals. With its
student-infused model, the service also provides clinical
education and placements for students from Griffith University
and The University of Queensland. These include clinical
placements for physiotherapy, exercise physiology, dietetics,
and psychology students (ranging from 4 to 20 weeks in length)
and project placements in a wide range of health disciplines
such as nutrition and dietetics, pharmacy, social work, and health
service management. Students from a range of disciplines work
together to provide an interprofessional model of care. Beyond
providing health care services, Logan Healthy Living is also
further embedding itself into the community by contributing to
the development and career selection of a locally based
workforce, with the aim to promote workforce sustainability in

the region. Examples of these activities include facility tours
with question-and-answer sessions and opportunities for work
experience with the Logan Healthy Living team for local high
school students with interest in health careers.

Governance
Logan Healthy Living is governed by a multisectoral steering
committee that is cochaired by UQ Health Care and Health and
Wellbeing Queensland. Beyond UQ Health Care and Health
and Wellbeing Queensland, the steering committee includes
representatives from The University of Queensland, Griffith
University, Metro South Health, Logan Hospital, Brisbane South
Primary Health Network, and Logan Healthy Living participants.
Members of the steering committee are responsible for providing
program leadership and direction (eg, understand strategic
implications and outcomes and accept responsibility for program
strategy and overall benefit realization) and governance (eg,
risk identification and mitigation, stakeholder management, and
monitoring of progress) and maximizing program benefits (eg,
monitor program outputs and monitor implementation and
evaluation). Additional stakeholders are also consulted by the
steering committee, such as broader consumer groups, the
Aboriginal and Torres Strait Islander Community Health
Service, Children’s Health Queensland, and Diabetes Australia.

Logan Healthy Living is connected to the broader community
governance of the Logan region through the Meadowbrook
Partnership Group. Established in 2018, the group comprises
representatives from key organizations who are positioned to
influence integration and impact in Logan. Membership includes
Brisbane South Primary Health Network; Logan City Council;
Metro South Health; Economic Development Queensland;
Loganlea State High School; The University of Queensland;
Griffith University; and the Department of State Development,
Infrastructure, Local Government, and Planning. Collectively,
the membership represents state, federal, primary care,
education, and local government stakeholders. All members
have strong community relationships and understanding of local
issues. Logan Healthy Living (clinical and operations manager)
and UQ Health Care (chief executive officer) are members of
the Meadowbrook Partnership Group. Figure 1 shows the
network of key stakeholders involved in the development and
delivery of Logan Healthy Living.

Figure 1. Logan Healthy Living key stakeholder network.
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Program Cost, Participants, Referral Pathways, and
Intake Process
Logan Healthy Living delivers services at no cost to participants.
Where possible, reimbursement for the lifestyle management
program is sought through Medicare, Australia’s universal health
insurance scheme that provides free or subsidized health care
(Medicare Benefits Schedule) and selected medication
(Pharmaceutical Benefits Scheme, including diabetes
medications) for Australian and New Zealand citizens,
permanent residents, and some temporary residents. Specifically,
Logan Healthy Living seeks reimbursement through the
Medicare Benefits Schedule (group allied health service for
type 2 diabetes), which funds 1 intake assessment (Aus $74.80
[US $46.99]) and 8 group sessions (Aus $18.65 [US $11.72]
per session per person) per calendar year [32]. To claim
Medicare benefits, the group sessions must include between 2
and 12 people; last at least 60 minutes; and be delivered by a
credentialed diabetes educator, accredited exercise physiologists,
or accredited practicing dietitian [32]. While the lifestyle
management program is the primary service, participants are
also able to access 1:1 consultations with health professionals
on an as-needed basis.

To be eligible for the Logan Healthy Living lifestyle
management program, participants must have a diagnosis of
type 2 diabetes and be aged ≥16 years. While the program is
intended for people living in the Logan region, no one is
excluded from the service based on their geographical address.
Participants may be excluded if it is identified by the clinical
team that a group program may not be a feasible method of
service delivery (ie, a participant requiring 1:1 education
support). At Logan Healthy Living, services are currently
delivered in English, and there is no access to free interpreter
services (eg, through state or national government programs).
However, clinical services have been delivered to participants
who do not speak English when supported by a carer or support
person.

Participants are primarily referred to the program by GPs using
a referral form for group allied health services under Medicare
for patients with type 2 diabetes. Participants are also able to
self-refer through an expression of interest form on the service’s
website. Word of mouth and marketing activities support
self-referrals, such as the service’s website and newsletter,
referrals from specialists (eg, the Logan Endocrine and Diabetes
Service), and local advertising (eg, booths at local shopping
centers, open days, and notice boards). Self-referrals may also
be driven more broadly through the activities and promotion of
the service by members of the alliance (eg, Metro South Health,
Health and Wellbeing Queensland, Brisbane South Primary
Health Network, UQ Health Care, Griffith University, and The
University of Queensland). Where participants self-refer and
do not have a GP referral, they are encouraged to obtain one so
that the service can be reimbursed through Medicare; however,
in cases in which there are barriers, this does not preclude
admission into the lifestyle management program. For example,
participants may experience financial barriers to primary care.
While visits to GPs are subsidized by Medicare in Australia for
some people, visits often attract a gap payment; services that
provide no-gap primary care (bulk bill only) are limited; and

some participants may not be eligible to enroll in Medicare and,
therefore, ineligible for subsidized consultations. Participants
can re-enroll in the program once per calendar year.

Upon presenting to Logan Healthy Living, participants are
booked for an intake assessment, which is arranged over 2
appointments (appointments 1.1 and 1.2). The first appointment
(1.1) is focused on medical history screening (using referral
information where possible) and physical assessments. If it is
identified at this first appointment that more information is
required to safely prescribe exercise, the team may place the
participant’s referral on hold until medical authorization to
exercise is provided by the referring GP or (if self-referred) the
participant’s usual GP. The second appointment (1.2) is focused
on identifying barriers to participation in the lifestyle
management program, goal setting, and an introduction to the
exercise program. In between the 2 appointments, participants
complete web-based, self-report surveys and are invited to
indicate whether they agree or disagree to providing written
informed consent for their data to be included in a research data
registry (further details on ethics are described in the evaluation
protocol in the Ethical Considerations section). Screening for
completion of surveys and consent forms is conducted by the
reception team, with face-to-face support for completion
provided by the clinicians at the second appointment if required.
After completion of the intake assessment, participants are
allocated to the next available group according to their support
needs and whether they are most suited for a “recently”
diagnosed or “chronic” group allocation based on time since
diagnosis.

Logan Healthy Living Lifestyle Management Program

Overview
The lifestyle management program is the primary service
delivered by Logan Healthy Living. The program was developed
and is delivered in line with the American Diabetes Association
Standards of Care in Diabetes [33], which outline
recommendations for a range of factors related to the
management of people with type 2 diabetes. In particular, the
Logan Healthy Living lifestyle management program follows
the key recommendations for diabetes self-management
education and support, medical nutrition therapy, routine
physical activity, health behavior counseling, and psychosocial
care. The program incorporates a range of behavior change
strategies (as described in the Behavior Change Technique
Taxonomy by Michie et al [34]), including goals and planning
(eg, goal setting and action planning), feedback and monitoring
(eg, biofeedback), social support (eg, unspecified, emotional,
and practical), shaping knowledge (eg, instruction on how to
perform the behavior), comparison of behavior (eg,
demonstration of the behavior), repetition and substitution (eg,
graded tasks), comparison and outcomes (eg, credible source),
identity (eg, framing and reframing), and self-belief (eg, verbal
persuasion about capability) [34].

Program Structure
The lifestyle management program is delivered face-to-face in
groups over 8 weeks using an interprofessional model of care.
Each week includes one 2-hour session that comprises a
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60-minute education workshop and a 60-minute supervised
exercise (“movement”) session. Each group has a maximum of
10 participants and is assigned an education workshop and an
exercise lead (either health psychologist and exercise
physiologist or diabetes educator and physiotherapist,
respectively) who supports and provides services to the group
throughout the 8 weeks. “Recharge” sessions are offered at 1,
3, 6, 9, and 12 months following completion of the 8-week
program to provide an opportunity for participants to reconnect
with their health care team, review their goals, and participate
in a follow-up assessment before being discharged at 12 months.
The 1-month recharge is conducted face-to-face, with the
remaining sessions conducted via telephone. The education
workshops and supervised movement sessions are conducted
on-site at Logan Healthy Living, with movement sessions
conducted in the fully equipped, on-site gym.

Program Content
A week-by-week overview of the topics, key concepts, and
resources provided in the education workshops is detailed in

Table 2. The education workshops were designed to be patient
centered and focus on diabetes self-management education with
the clinical support needed to facilitate the knowledge,
decision-making, and skill mastery necessary for diabetes
self-care. Education workshop topics are integrated with social
prescribing, where opportunities for community engagement
related to that week’s content are signposted to support
longer-term behavior change and address the broader social
determinants of health. In addition to being signposted to local
programs, participants are signposted to Health and Wellbeing
Queensland’s suite of prevention programs, including 10,000
Steps and Deadly Choices [30]. The supervised movement
session comprises an individually prescribed exercise program
targeting combinations of cardiovascular fitness, strength, or
flexibility depending on participant presentations. All
participants are provided with the opportunity to have an
individually prescribed home exercise program or access to
Physitrack [35], an app that supports home exercise prescription
and monitoring.
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Table 2. Overview of the education workshop topics for the Logan Healthy Living lifestyle management program.

HandoutsKey conceptsDescriptionWeek

Welcome and orientation1 • Pre-exercise checklist• Acknowledgment of Countrya

• Lifestyle management program journey plan• Overview of the allied health team
• Opportunities for community engagement• Overview of program structure

• Instructions and rationale for pre-exercise
checks

• Group introductions
• Group activity: “What health behaviors impact

my diabetes?”

Diabetes education2 • What is type 2 diabetes• What is type 2 diabetes
• The role of insulin, insulin sensitivity, and in-

sulin resistance
• Key management strategies
• Instructions for blood glucose testing

• Key management strategies • Team of support and recommended review time
frames• Blood glucose testing, HbA1c

b, understanding
• Services to find out more about type 2 diabetes—Na-

tional Diabetes Services Scheme, DESMONDc
one’s “normal,” hypo- and hyperglycemia,
and management strategies

Australia, Diabetes Connect by Diabetes Australia,• Effects and complications of type 2 diabetes
and Logan Healthy Living Facebook page• Understanding the annual cycle of care

• Identifying other support (family, friends, and
community)

• Introduction to self-management
• Important services to connect with

Nutrition part 13 • A guide to a nourishing lifestyle—a breakdown of
the 5 main food groups

• Carbohydrates and how different types affect
blood sugar

• How to build a healthy plate• Healthy eating guidelines
• Recommended meal timing• Understanding what a diet looks like living

with type 2 diabetes (5 main food groups) • Tips for staying hydrated
• Hydration • Local services providing nutrition support
• Healthy eating for diabetes
• Meal timing and consistency

Nutrition part 24 • Tips for reading food labels• Understanding food labels
• How food labels can help with diabetes man-

agement
• Tips for enjoying home cooking and putting nutrition

advice into practice
• Local services providing food banks• Grocery shopping efficiently (saving money)

• Modifying favorite meals to make them
healthier

Movement medicine5 • Benefits of exercise• The importance of enjoying movement
• what is physical activity and exercise • Pre-exercise checklist

• Types of movement (aerobic, balance, flexibility,
and resistance training)

• What are the benefits of exercise
• The importance of exercise for type 2 diabetes

• Making exercise work for oneself• Physical activity guidelines
• Exercise and blood glucose levels• Safely exercising with type 2 diabetes
• Local services providing opportunities for movement• Group activity: “Where can you find the moti-

vation and inspiration to exercise?”

Stress management6 • What is stress• Understanding stress and what happens to the
body when one is stressed • Identifying stressors

• Understanding how stress impacts type 2 dia-
betes

• Sources of support
• Local services providing well-being activities

• The importance of social support
• Group activity: managing stress—stress

bucket analogy and brainstorming ways to
manage stress
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HandoutsKey conceptsDescriptionWeek

• Tips for changing behavior and the habit cycle
• Ideas for goal setting related to type 2 diabetes
• “Planning for the future” activity—identifying what

success looks like, what support systems are needed,
and what has worked so far and planning for healthy
habits

• Information on local organizations offering a range
of services (eg, community centers and libraries)

• “Active and Healthy” booklet by the City of Logan
(free and low-cost activities in the area)

• Understanding how to set goals effectively
• Review of goals and progress
• Planning for life after the program
• Creating and sustaining healthy habits
• Planning for future success and overcoming

barriers
• Group activity: building healthy habits (under-

standing prompts, habits, and rewards)
• Group activity: identifying barriers and

“helpers”

Healthy habits7

• Summary of key takeaways from each topic
• How to stay connected with Logan Healthy Living

(recharge session schedule, gym memberships, meet-
ups, Facebook group, blogs, and allied health consul-
tations)

• Review of educational workshops
• Review of action plans (movement, communi-

ty connection, nutrition, support networks, and
rewards and motivations)

• Group activity: bingo (revision of each topic)

Wrap up—review and fu-
ture planning

8

aAn Acknowledgment of Country is delivered at the beginning of each week.
bHbA1c: hemoglobin A1c.
cDESMOND: Diabetes Education and Self-Management for Ongoing and Newly Diagnosed.

Evaluation Protocol for the Logan Healthy Living
Lifestyle Management Program
Guided by the RE-AIM framework, the evaluation protocol was
developed in partnership with the Health and Wellbeing Centre
for Research Innovation at The University of Queensland and
the other members of the steering committee and was designed
to inform the service-level agreement and key questions
regarding the uptake, effectiveness, costs, and sustainability of
the program.

Study Design
The evaluation is a single-arm intervention design where
participants are evaluated at intake to the service (before the
program); at the end of the supervised program (8 weeks); and

at approximately 1, 3, 6, 9, and 12 months after the end of the
supervised program. For participants who do not re-enroll in
the program, annual follow-ups are conducted at 2, 3, and 4
years.

Measures

Overview

A summary of measures that are being collected from
participants to describe contextual information, program
effectiveness, and acceptability is provided in Table 3, with
further details and outcomes from other data sources described
in the following sections. All self-report surveys are
administered using REDCap, service-level data are extracted
from practice management software, and physical measures are
administered by clinicians on-site.
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Table 3. Outline of participant self-report measures and timing of assessmentsa.

Extended follow-upsStructured programMeasures

12 months9 months6 months3 months1 month8 weeksIntake

Contextual information

✓Sociodemographic

✓✓✓Smoking and smoking changesb

✓✓✓Digital health use

✓✓✓✓✓✓Community involvement

Program effectiveness

✓✓✓✓Diabetes-related distress

✓✓✓✓✓✓Health behaviors (physical activity,
sitting, and nutrition)

✓✓✓✓✓✓Quality of life

✓✓✓✓Self-management self-efficacy

✓✓✓✓Loneliness

✓✓✓✓✓✓Anthropometry

✓✓Physical function

✓✓HbA1c
c level

✓✓Self-reported health care use

Acceptability

✓Satisfaction

aAll self-reported 12-month assessments (except smoking) are repeated annually at the 2-, 3-, and 4-year follow-ups.
bSmoking status is assessed at intake, and change in smoking status is assessed at 8 weeks and 12 months.
cHbA1c: hemoglobin A1c.

Reach Outcomes

Program Uptake

Program uptake will be described by reporting the number of
participants who enroll in and commence the lifestyle
management program compared to those considered ineligible.
These outcomes will be tracked using appointment data from
the practice management software, Gensolve. Withdrawals from
the program and reasons for withdrawal will be tracked by
clinicians using REDCap.

Sociodemographic and Other Contextual Characteristics

Demographic data are collected at intake on time since diagnosis
of type 2 diabetes, age, sex assigned at birth, gender, postcode,
First Nations status, country of birth, language spoken at home,
highest level of education, occupation, and employment status.
Other contextual information is collected at intake and tracked
throughout the program. Smoking status is assessed at intake,
and smoking changes are collected at the 8-week and 12-month
follow-ups. Use of digital health technologies (eg, apps,
wearables, and telehealth) is collected at intake, 8 weeks, 12
months, and then annually. Community involvement is collected
at each of the assessments except for the 1-month follow-up by
asking participants to report whether they take part in the
following activities outside the home: social-based groups,

exercise-based groups, combined social and exercise groups,
and art and craft–based activities.

Effectiveness Outcomes

Diabetes-Related Distress

The primary effectiveness outcome for the evaluation is
diabetes-related distress. Diabetes-related distress will be
assessed using the Problem Areas in Diabetes scale [36]. The
Problem Areas in Diabetes scale is a self-report, validated
questionnaire that comprises 20 items assessing diabetes-related
problems, with participants asked to indicate whether each item
is “not a problem,” “a small problem,” “a moderate problem,”
or “a somewhat serious problem.” Scores of ≥40 to 40 are
considered “severe distress”; distress on specific items is
considered when the total is not ≥40 but the score on one or
more items is ≥3. Participants have “no evidence of distress”
when both previous definitions are not met.

Health Behaviors

Physical activity will be assessed using the Active Australia
Survey, a validated self-report measure [37]. The Active
Australia Survey is designed to measure participation in
leisure-time physical activity. It offers a short and reliable set
of questions that can be easily administered via self-report or
interview. Sitting time will be measured using an adapted
version of the AusDiab multicontext sitting questionnaire, which
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asks participants to recall weekday and weekend day sitting
time over the previous 7 days [38].

Nutrition-related behaviors will be assessed using 14 self-report
items sourced from the 13-item Diet Quality Tool by O’Reilly
and McCann [39] and 4 items from the evaluation of the Get
Healthy Service [40], with redundant items removed. The Diet
Quality Tool [39] has been validated in an Australian clinical
population and reflects overall dietary quality relative to national
recommendations. The New South Wales Get Healthy Service
items, derived from population surveys—daily servings of fruit
and vegetables as per the National Nutrition Survey [41], as
well as daily servings of sweetened drinks per day and takeaway
meals per week from the New South Wales Population Health
Survey [42]—are useful stand-alone items for comparing results
to those of other interventions such as the Get Healthy Service.

Alcohol consumption will be assessed using the brief 3-item
version of the Alcohol Use Disorders Identification Test. The
Alcohol Use Disorders Identification Test provides both a
continuous score that correlates with alcohol consumption and
adverse drinking consequences and a valid screening tool for
detecting alcohol use disorders and risky drinking with validity
in numerous populations, including primary care samples [43].

Quality of Life

Quality of life will be assessed via self-report using the
EQ-5D-5L. The EQ-5D-5L is a widely used and validated tool
to measure health-related quality of life [44]. The questionnaire
comprises 5 dimensions—mobility, self-care, usual activities,
pain or discomfort, and anxiety or depression—and participants
are asked to report their level of difficulty with each dimension:
no problems, slight problems, moderate problems, severe
problems, and extreme problems. It also asks participants to
self-rate their health on a numerical scale from 0 to 100.

Self-Management Self-Efficacy

Self-management self-efficacy will be measured via self-report
using the Patient Motivation Questionnaire [45]. The Patient
Motivation Questionnaire comprises 10 statements related to
patients’understanding and confidence in the self-management
of their condition. The score is calculated as a total out of 10,
with 8 items required to be completed.

Loneliness

Loneliness will be assessed via self-report using a valid and
reliable scale that asks 4 questions to capture different aspects
of loneliness [46]. The first 3 questions are from the University
of California, Los Angeles, 3-item loneliness scale. Scores from
the 3 items are used to determine whether the participants are
lonely (scores of 6-9) or not lonely (scores of 3-5). The final
question is a direct question on how often the respondent feels
lonely.

Anthropometric Measures

A combination of directly measured and self-report methods
will be used to assess weight (kg) and waist circumference (cm).
Directly measured weight will be assessed during the 1.1 intake
appointment, the 8-week group appointment, and any subsequent
face-to-face recharge appointments (not including the 1-month
follow-up). Where participants do not attend face-to-face

follow-up appointments for direct measures, they will be asked
to self-report their weight and waist circumference. Instructional
videos will be provided on how participants can best
self-administer these measures. The combination of self-report
and direct measures is standard practice at the clinic to allow
for flexibility in collecting the data in a timely way with respect
to the measurement time points while also allowing participants
to have measures directly taken if they are at the clinic at the
time of their follow-up.

HbA1c Measures

HbA1c level will be collected using a combination of approaches.
For all participants, data will be collected by state pathology
laboratories, with the tests conducted closest to intake and the
1-month follow-up after the supervised program (ie,
approximately 3 months after baseline) being requested from
relevant data custodians. A subsample of participants will have
their HbA1c levels collected via finger prick at intake and at the
1-month follow-up, with the point-of-care protocol introduced
in January 2024 due to availability of resources.

Physical Function Measures

The 2-minute step test [47], time to complete 5 sit-to-stand
exercises [48], and grip strength [49] will be assessed at intake
and at 8 weeks to evaluate physical function.

Health Care Use

Health care use will be assessed using a self-report measure of
use of GP, hospital, and emergency services at baseline and the
12-month follow-up based on questions adapted from those
used in the Household, Income, and Labour Dynamics in
Australia Survey [50,51]. In addition, Queensland Health records
will be used to quantify emergency department presentations,
hospital admissions, bed days, and potentially preventable
hospital admissions related to type 2 diabetes (according to the
Queensland Health key performance indicator attribute sheets
for diabetes-related potentially preventable hospital admissions).

Adoption Outcomes

Adoption will be described by estimating the number of referrals
and their referral sources.

Implementation Outcomes

Fidelity

Fidelity will be assessed using adherence to the program, where
adherence is the number of sessions attended. These data will
be drawn from the practice management software.

Appropriateness

Appropriateness of the program will be assessed by continuing
to monitor program adaptations. These will be tracked using a
log similar to that in Table 3.

Acceptability

Acceptability will be determined by assessing participant
satisfaction. Participant satisfaction will be assessed using a
4-point Likert scale at the end of the supervised group
component of the program (8 weeks), where 1=not at all
satisfied, 2=somewhat satisfied, 3=satisfied, and 4=highly
satisfied. Participants will be asked to rate their overall service
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satisfaction, satisfaction with the quality of the services,
satisfaction with the first appointment being scheduled within
a reasonable period, satisfaction with the staff providing the
service, and satisfaction with the written information.

Costs

Cost of delivery will be assessed using appointment data
collected using the practice management software and overall
operating costs.

Maintenance Outcomes

Primarily, participant maintenance will be considered using
their longer-term outcomes collected at approximately 12
months after the 8-week structured program. Additional
perspective will be provided by the extent of re-enrollment after
12 months (or as early as 9 months if clinically indicated), as

well as the long-term outcomes at the 2-, 3-, and 4-year
follow-ups among those who do not re-enroll in the program.

Sample Size
The number of participants receiving treatment is not connected
to an a priori sample size requirement as it would be in a
traditional intervention study. Nonetheless, it is useful to
consider how much evaluation data provide an adequate degree
of power to detect changes in outcomes. These approximate
requirements, based on simple bivariate tests and presented in
Table 4, show that even a brief evaluation with few participants
should be adequate for some outcomes (such as physical
activity), whereas a long-running evaluation with many
participants might be required to detect the expected changes
in sitting time or potentially clinically meaningful changes in
quality of life based on the EQ-5D-5L visual analog scale.
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Table 4. Approximate number of evaluated participants required to detect 0- to 8-week changes in effectiveness outcomes with 80% to 90% power
and 5% 2-tailed significance.

Required number of participantsaAssumed values, r (SD)Effect sizeMeasure

90% power80% power

Diabetes-related distress

69520.65 (15)MCIDc=5PAID-20b score

Health behaviors

53400.4 1)Moderate effect (0.5 SD)Active Australia MVPAd (minutes per week)

162212120.4 (340)Expected effect=30Sitting time (minutes per day)

2651990.5 (1)Small effect (0.2 SD)Fruit consumption (servings per day)

2651990.5 (1)Small effect (0.2 SD)Vegetable consumption (servings per day)

2651990.5 (1)Small effect (0.2 SD)Sweet drink consumption (cups per day)

2651990.5 (1)Small effect (0.2 SD)Takeaway meals (times per week)

Quality of life

9897390.6 (65)MCID=6EQ-5D-5L visual analog scale (0-100)

650.75 (0.2)MCID=0.262EQ-5D-5L index score

2131590.6 (1)Small effect (0.2 SD)EQ-5D-5L visual analog scale (0-100)

1341010.75 (1)Small effect (0.2 SD)EQ-5D-5L index score

Self-management self-efficacy

44340.5 (1)Small effect (0.2 SD)Patient Motivation Questionnaire score

Loneliness

1341010.75 (1)Small effect (0.2 SD)UCLAe Loneliness Scale score

Anthropometry

5714270.99 (26)Very small change=1Weight (kg)

48360.97 (17)Expected effect=2Waist circumference (cm)

Physical function

40310.65 (25)MCID=112-minute step test (steps)

45340.65 (5.5)MCID=2.3Sit-to-stand test (seconds)

115870.9 (11)Expected effect=1.5 kgGrip strength (left hand; kg)

115870.9 (11)Expected effect=1.5 kgGrip strength (right hand; kg)

HbA1c
f

28210.7 (1)MCID=0.5%HbA1c level (%)

Health care use

2651990.5 (1)Small effect (0.2 SD)Number of general practitioner visits

2651990.5 (1)Small effect (0.2 SD)Number of emergency department presenta-
tions

2651990.5 (1)Small effect (0.2 SD)Number of hospital visits

aNumber of participants with pre- and postevaluation data collected.
bPAID-20: Problem Areas in Diabetes.
cMCID: minimum clinically important difference.
dMVPA: moderate to vigorous physical activity.
eUCLA: University of California, Los Angeles.
fHbA1c: hemoglobin A1c.

JMIR Res Protoc 2025 | vol. 14 | e69477 | p. 13https://www.researchprotocols.org/2025/1/e69477
(page number not for citation purposes)

Gomersall et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


Data Analysis
Reach, adoption, and implementation outcomes will be reported
using descriptive statistics. The effectiveness of the lifestyle
management program on effectiveness outcomes (all continuous)
will be assessed by examining changes over time in linear mixed
models accounting for repeated measures. Missing data in these
mixed models will be handled through evaluable case analysis,
with adjusted models including any characteristics that may
differ between those providing data at different time points. The
sensitivity of the conclusions to missing data handling will be
evaluated using multiple imputation. All relevant time points
will be reported, with the primary end point for effectiveness
being 8 weeks (except for HbA1c level and GP visits) and the
primary end point for maintenance being approximately 12
months. The main evaluation will focus on all participants
enrolled in the program, and a further per-protocol evaluation
will consider outcomes for adherent participants only. Health
care use in the 12 months before and the 12 months following
enrolment in Logan Healthy Living will be compared using
appropriate paired nonparametric tests (Wilcoxon signed ranks
test and McNemar chi-square test). Costs will be estimated
where possible. Sensitivity analyses will be conducted to explore
whether health care use differs by a range of factors, including
demographic and clinical characteristics.

Ethical Considerations
The data registry has ethics approval from the Metro South
Health Human Research Ethics Committee (project ID 84062)
and has received ratification from The University of Queensland
Human Research Ethics Committee (2022/HE001421). At
intake, participants are provided with the participant information
and consent form for the data registry by the clinical team
electronically and invited to opt in by providing written informed

consent. Data for the data registry are collected in an identified
manner, with data stored in REDCap and The University of
Queensland Research Data Manager in password-protected
folders. Participants are not provided with any compensation
for taking part. Hospital use data will be drawn from centrally
held medical records and obtained on request from relevant data
custodians.

Iterative Adaptations to the Program
Since the opening of Logan Healthy Living in July 2021, several
iterative adaptations have been made to the service delivery
model to better meet the needs of the participants and the clinical
team. Adaptations have been informed by stakeholder feedback
(clinicians, students, and consumers) and biannual key
performance indicator reports. Clinician and student reflections
and feedback are discussed in regular team meetings, and
participant feedback is openly encouraged through all
interactions with Logan Healthy Living. Feedback from
participants was sought more formally through qualitative focus
groups conducted in the first years of operation that aimed to
identify barriers to and facilitators of maintaining behavior
change following the lifestyle management program [52]. In
addition to identifying barriers that resulted in service changes
(eg, ongoing access to resources such as Physitrack and the
gym), participants reported that there was a sense of belonging
and safety within the program, which facilitates an open
dialogue for feedback on services. Key changes in response to
consumer feedback are communicated to participants using a
range of mechanisms, including “You said...we listened...”
posters that outline feedback and corresponding changes to
service delivery, which are displayed around the facility, and
via clinic newsletters and social media posts. A summary of
key service delivery model adaptations is provided in Table 5.
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Table 5. Summary of key service delivery model modifications.

ModificationFeedback or challengeYear

The intake assessment was split into 2 appointments (1.1 and 1.2).Initially conducted as 1 appointment, the intake assess-
ment took approximately 3 hours, and participants re-
ported fatigue.

2022

“Open” gym time was scheduled, where participants could independently use
exercise equipment once they had finished the lifestyle management program.

Participants wanted the opportunity to continue to at-
tend Logan Healthy Living to exercise.

2023

Participants are provided with access to Physitrack for up to 12 months after
the lifestyle management program.

Participants had access to Physitrack during the
lifestyle management program and for 3 months after,
and feedback indicated that they wanted access for
longer.

2023

“Open” gym concept was expanded to a full, low-cost gym membership
model with expanded opening times.

Demand for access to the gym was increasing, and
access times were unsuitable for a large number of
participants.

2024

To improve attendance, recharge sessions are individually scheduled and de-
livered face-to-face at 1 month and via telehealth (telephone) at 3, 6, 9, and 12
months.

Recharge sessions were scheduled as a group, and at-
tendance was poor.

2024

A community engagement social group was started. This included a bimonthly
scheduled opportunity for participants to engage with each other socially and
to inform them of local community engagement activities. This activity is
jointly supported by the community development team of Logan City Council.

Participants expressed a desire to have ways to contin-
ue to connect socially with their peers after completion
of the lifestyle management program.

2024

The intake process was streamlined so that appointments were booked concur-
rently (1.1 and 1.2) to minimize time between referral and commencing the
program.

The time taken to complete the intake assessment (eg,
time from referral to commencing the lifestyle manage-
ment program) was resulting in high attrition and low
rates of uptake of the program.

2024

Program materials and resources are iteratively adapted to respond to feedback
and ensure that they are up-to-date (eg, that local services are current and still
operating).

Feedback is continually sought on the program mate-
rials and resources from all stakeholders (participants,
students, and clinicians).

Ongoing

Results

The 4-year proof of concept concludes on December 31, 2024,
with reporting of the results anticipated in 2025. Results will
be reported in conference abstracts and publications and with
stakeholders informed through reports (with authorship
determined according to scientific authorship guidelines).
Findings will be shared with Logan Healthy Living participants
using a range of channels, including clinic posters, newsletters,
and social media.

Discussion

Overview
This paper describes the development and evaluation protocol
for Logan Healthy Living, an interprofessional,
community-delivered allied health service for people living
with or at risk of type 2 diabetes in Logan, a region in South
East Queensland, Australia. Delivered by a multisectoral alliance
including primary and tertiary health care, government, and
university partners, Logan Healthy Living is a proof-of-concept
service that will be comprehensively evaluated using the
RE-AIM framework and drawing from data at the level of the
participants, service, and health system.

In this project, the evaluation outcomes are continuously
monitored and collected in partnership between researchers and
clinicians, with data collection embedded into usual practice.
This is driven simultaneously by a value-based funding model
and the opportunity for evidence-generating practice, with the

establishment of agreed upon key service performance indicators
being a pivotal influence in the buy-in required to embed this
into practice. While the benefit for research is obvious, what
has also emerged is the potential of continuous monitoring to
inform iterative adaptations to the program, with the ability to
respond in real time to optimize the health care service to suit
participant and health system needs. Ongoing findings have
also been used to inform collaborative strategic planning
between partners to drive further development and expansion
of the program and services. These “ripple effects,” such as
establishing new networks, partnerships, and services to meet
the needs of these adaptations, will be monitored and reported
in detail in an attempt to capture the nontraditional impacts of
the program on the community.

While there is a call for multisectoral responses to complex
health system challenges [12], including chronic diseases such
as type 2 diabetes, responses to these calls are rarely documented
in detail, and the learnings from these processes are potentially
lost. The detailed description of the alliance, establishment of
the service, and protocol for the evaluation have the potential
to inform future multisectoral partnerships and the development
of community-delivered models of care for type 2 diabetes
prevention and management, as well as for chronic diseases
more broadly. For example, there were challenges experienced
in streamlining referrals and data sharing between government
health care providers and Logan Healthy Living. While they
were partners within the alliance, formal pathways for these
activities were not established, which meant that referrals were
limited to advertising and recommendations from health
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professionals and participants were required to replicate intake
assessments that could have been avoided, thus reducing burden.
Future programs can ensure that such details are determined as
part of the establishment process. The limitations of the
evaluation must also be acknowledged, including the lack of a
comparison group; reliance on survey data due to practical
considerations, which may introduce self-report bias; and the
potential high rates of missing data given that the evaluation is
within a service delivery rather than research context.

Conclusions
The implementation and evaluation of a community program
within a culturally diverse region of a low socioeconomic status
with rising rates of type 2 diabetes provides an opportunity to
further understand the interplay of social determinants of health
and chronic disease and the impact that a purposefully designed
service can have on reducing the burden on the participants, the
community, and the health care system. The outcomes of the
evaluation will provide valuable insights into the impact of this
model of care in practice, with the findings expected to inform
potential scale-up through local, state, and national partnerships.

Acknowledgments
The authorship team wish to thank the participants, clinicians, and administrative teams at Logan Healthy Living for their ongoing
contributions to the evaluation of the service. They also wish to acknowledge the Logan Healthy Living steering committee, who
have governed and guided the service since its establishment. Those who consented to be named include Debbie Cowan, Metro
South Health; Dr Rosy Dobrijevic, UQ Health Care Ltd; and Laura Casey, Brisbane South Primary Health Network. Finally, the
authorship team would also like to thank the people who were in key positions of leadership during the development of the service
who volunteered their time to help the authors understand the early beginnings of Logan Healthy Living. Those who consented
to be named include Mika Hayward, Director of Health Partnerships and Major Projects at The University of Queensland. GNH
is funded by an Australian National Health and Medical Research Council and Medical Research Future Fund Emerging Leadership
Fellowship. SRG, TA, and EAHW are partly funded by the Health and Wellbeing Centre for Research Innovation, which is
cofunded by The University of Queensland and Health and Wellbeing Queensland.

Data Availability
Data sharing is not applicable to this paper as no datasets were generated or analyzed during this study.

Conflicts of Interest
DG and WW are employed by UQ Health Care Ltd, who deliver and operate Logan Healthy Living. JC, JM, and RL are employed
by Health and Wellbeing Queensland, who provide a financial and governing contribution to Logan Healthy Living. All other
authors declare that they have no competing interests.

References

1. Type 2 diabetes. Diabetes Australia. 2019. URL: https://www.diabetesaustralia.com.au/about-diabetes/type-2-diabetes/
[accessed 2024-04-29]

2. Khan MA, Hashim MJ, King JK, Govender RD, Mustafa H, Al Kaabi J. Epidemiology of type 2 diabetes - global burden
of disease and forecasted trends. J Epidemiol Glob Health. Mar 2020;10(1):107-111. [FREE Full text] [doi:
10.2991/jegh.k.191028.001] [Medline: 32175717]

3. Diabetes: Australian facts. Australian Institute of Health Welfare. URL: https://www.aihw.gov.au/reports/diabetes/diabetes/
contents/summary [accessed 2024-04-29]

4. Cicek M, Buckley J, Pearson-Stuttard J, Gregg EW. Characterizing multimorbidity from type 2 diabetes: insights from
clustering approaches. Endocrinol Metab Clin North Am. Sep 2021;50(3):531-558. [FREE Full text] [doi:
10.1016/j.ecl.2021.05.012] [Medline: 34399960]

5. Meisters R, Albers J, Sezer B, de Galan BE, Eussen SJ, Stehouwer CD, et al. Socioeconomic inequalities in health-related
functioning among people with type 2 Diabetes: longitudinal analyses in the Maastricht Study. BMC Public Health. Jan
03, 2024;24(1):73. [FREE Full text] [doi: 10.1186/s12889-023-17553-z] [Medline: 38172697]

6. Buckley A. Preventing type 2 diabetes in culturally and linguistically diverse communities in NSW. NSW Department of
Health, Australia. URL: https://www.diabetesaustralia.com.au/wp-content/uploads/
Preventing-Type-2-Diabetes-in-Culturally-and-Linguistically-Diverse-Communities-in-NSW.pdf [accessed 2024-04-29]

7. Hill-Briggs F, Adler NE, Berkowitz SA, Chin MH, Gary-Webb TL, Navas-Acien A, et al. Social determinants of health
and diabetes: a scientific review. Diabetes Care. Nov 02, 2020;44(1):258-279. [FREE Full text] [doi: 10.2337/dci20-0053]
[Medline: 33139407]

8. ElSayed NA, Aleppo G, Aroda VR, Bannuru RR, Brown FM, Bruemmer D, et al. Improving care and promoting health in
populations: standards of care in diabetes-2023. Diabetes Care. Jan 01, 2023;46(Supple 1):S10-S18. [FREE Full text] [doi:
10.2337/dc23-S001] [Medline: 36507639]

9. Management of type 2 diabetes: a handbook for general practice. The Royal Australian College of General Practitioners.
URL: https://www.diabetesaustralia.com.au/wp-content/uploads/Available-here.pdf [accessed 2024-04-29]

JMIR Res Protoc 2025 | vol. 14 | e69477 | p. 16https://www.researchprotocols.org/2025/1/e69477
(page number not for citation purposes)

Gomersall et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

https://www.diabetesaustralia.com.au/about-diabetes/type-2-diabetes/
https://europepmc.org/abstract/MED/32175717
http://dx.doi.org/10.2991/jegh.k.191028.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32175717&dopt=Abstract
https://www.aihw.gov.au/reports/diabetes/diabetes/contents/summary
https://www.aihw.gov.au/reports/diabetes/diabetes/contents/summary
https://linkinghub.elsevier.com/retrieve/pii/S0889-8529(21)00046-3
http://dx.doi.org/10.1016/j.ecl.2021.05.012
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34399960&dopt=Abstract
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-023-17553-z
http://dx.doi.org/10.1186/s12889-023-17553-z
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38172697&dopt=Abstract
https://www.diabetesaustralia.com.au/wp-content/uploads/Preventing-Type-2-Diabetes-in-Culturally-and-Linguistically-Diverse-Communities-in-NSW.pdf
https://www.diabetesaustralia.com.au/wp-content/uploads/Preventing-Type-2-Diabetes-in-Culturally-and-Linguistically-Diverse-Communities-in-NSW.pdf
https://europepmc.org/abstract/MED/33139407
http://dx.doi.org/10.2337/dci20-0053
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33139407&dopt=Abstract
https://europepmc.org/abstract/MED/36507639
http://dx.doi.org/10.2337/dc23-S001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36507639&dopt=Abstract
https://www.diabetesaustralia.com.au/wp-content/uploads/Available-here.pdf
http://www.w3.org/Style/XSL
http://www.renderx.com/


10. ElSayed NA, Aleppo G, Aroda VR, Bannuru RR, Brown FM, Bruemmer D, et al. Facilitating positive health behaviors
and well-being to improve health outcomes: standards of care in diabetes-2023. Diabetes Care. Jan 01, 2023;46(Supple
1):S68-S96. [FREE Full text] [doi: 10.2337/dc23-S005] [Medline: 36507648]

11. Ernawati U, Wihastuti TA, Utami YW. Effectiveness of diabetes self-management education (DSME) in type 2 diabetes
mellitus (T2DM) patients: systematic literature review. J Public Health Res. Apr 14, 2021;10(2):63. [FREE Full text] [doi:
10.4081/jphr.2021.2240] [Medline: 33855427]

12. Australian national diabetes strategy 2021-2030. Australian Government Department of Health. URL: https://www.
health.gov.au/resources/publications/australian-national-diabetes-strategy-2021-2030?language=en [accessed 2024-04-29]

13. Health and wellbeing hub - Logan Healthy Living. Clinical Excellence Queensland. URL: https://clinicalexcellence.
qld.gov.au/improvement-exchange/health-and-wellbeing-hub-logan-healthy-living [accessed 2024-04-29]

14. Logan Healthy Living. UQ Health Care. URL: https://www.loganhealthyliving.org.au/ [accessed 2024-04-29]
15. Healthcare: funding for value. Pricewaterhouse Coopers. URL: https://www.pwc.com.au/publications/pdf/

funding-thought-leadership-18apr18.pdf [accessed 2024-04-29]
16. Redmond S, Leppin AL, Fischer K, Hanson G, Doubeni C, Takahashi P. Connecting community-delivered evidence-based

programs and the healthcare system: piloting a learning "wellcare" system. Learn Health Syst. Oct 2021;5(4):e10240.
[FREE Full text] [doi: 10.1002/lrh2.10240] [Medline: 34667870]

17. Holtrop JS, Estabrooks PA, Gaglio B, Harden SM, Kessler RS, King DK, et al. Understanding and applying the RE-AIM
framework: clarifications and resources. J Clin Transl Sci. 2021;5(1):e126. [FREE Full text] [doi: 10.1017/cts.2021.789]
[Medline: 34367671]

18. Glasgow RE, Harden SM, Gaglio B, Rabin B, Smith ML, Porter GC, et al. RE-AIM planning and evaluation framework:
adapting to new science and practice with a 20-year review. Front Public Health. 2019;7:64. [FREE Full text] [doi:
10.3389/fpubh.2019.00064] [Medline: 30984733]

19. Racey M, Jovkovic M, Alliston P, Sherifali D. Applying the RE-AIM implementation framework to evaluate diabetes
health coaching in individuals with type 2 diabetes: a systematic review and secondary analysis. Front Endocrinol (Lausanne).
2022;13:1069436. [FREE Full text] [doi: 10.3389/fendo.2022.1069436] [Medline: 36583001]

20. Gholami M, Jackson NJ, Chung UY, Duru OK, Shedd K, Soetenga S, et al. Evaluation of the University of California
Diabetes Prevention Program (UC DPP) initiative. BMC Public Health. Sep 30, 2021;21(1):1775. [FREE Full text] [doi:
10.1186/s12889-021-11731-7] [Medline: 34592981]

21. Gonzalez JS, Hoogendoorn CJ, Linnell J, Fishman S, Jonas V, Pham-Singer H, et al. Design and methods of NYC care
calls: an effectiveness trial of telephone-delivered type 2 diabetes self-management support. Contemp Clin Trials. Nov
2020;98:106166. [FREE Full text] [doi: 10.1016/j.cct.2020.106166] [Medline: 33022367]

22. Chan AW, Tetzlaff JM, Gøtzsche PC, Altman DG, Mann H, Berlin JA, et al. SPIRIT 2013 explanation and elaboration:
guidance for protocols of clinical trials. BMJ. Jan 08, 2013;346:e7586. [FREE Full text] [doi: 10.1136/bmj.e7586] [Medline:
23303884]

23. 2021 census all persons QuickStats: Logan. Australian Bureau of Statistics. URL: https://www.abs.gov.au/census/
find-census-data/quickstats/2021/LGA34590 [accessed 2024-05-06]

24. Health indicators report: Logan local government area, Metro South Health. Department of Health. URL: https://www.
metrosouth.health.qld.gov.au/__data/assets/pdf_file/0024/291453/health-indicators-22-logan-lga.pdf [accessed 2024-04-29]

25. Home page. Logan City Council. URL: https://www.logan.qld.gov.au/ [accessed 2024-04-29]
26. Health needs assessment 2022-23 to 2024-25 report. Brisbane South Primary Health Network (PHN). URL: https://bsphn.

org.au/documents/publication_brisbane-south-phn_health-needs-assessment-2021-24.pdf [accessed 2024-04-29]
27. Metro South Health. Queensland Government. URL: https://metrosouth.health.qld.gov.au/ [accessed 2024-04-29]
28. Jackson CL, Donald M, Russell AW, McIntyre HD. Establishing a new model of integrated primary and secondary care

based around general practice: a case study of lessons learned and challenges. Aust Health Rev. Jun 2018;42(3):299-302.
[FREE Full text] [doi: 10.1071/AH16147] [Medline: 28483036]

29. Russell AW, Baxter KA, Askew DA, Tsai J, Ware RS, Jackson CL. Model of care for the management of complex type 2
diabetes managed in the community by primary care physicians with specialist support: an open controlled trial. Diabet
Med. Sep 2013;30(9):1112-1121. [FREE Full text] [doi: 10.1111/dme.12251] [Medline: 23758279]

30. Home page. Health and Wellbeing Queensland. URL: https://hw.qld.gov.au/ [accessed 2024-04-29]
31. Home page. HUR Australia. URL: https://www.huraustralia.com.au/ [accessed 2024-04-29]
32. Medicare benefits schedule - item 81115. Department of Health and Aged Care, Australian Government. URL: https:/

/www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=81115 [accessed 2024-04-29]
33. American Diabetes Association Professional Practice Committee. Facilitating positive health behaviors and well-being to

improve health outcomes: standards of care in diabetes-2024. Diabetes Care. Jan 01, 2024;47(Suppl 1):S77-110. [doi:
10.2337/dc24-S005] [Medline: 38078584]

34. 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. Aug 2013;46(1):81-95. [FREE Full text] [doi: 10.1007/s12160-013-9486-6] [Medline:
23512568]

JMIR Res Protoc 2025 | vol. 14 | e69477 | p. 17https://www.researchprotocols.org/2025/1/e69477
(page number not for citation purposes)

Gomersall et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

https://europepmc.org/abstract/MED/36507648
http://dx.doi.org/10.2337/dc23-S005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36507648&dopt=Abstract
https://journals.sagepub.com/doi/abs/10.4081/jphr.2021.2240?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.4081/jphr.2021.2240
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33855427&dopt=Abstract
https://www.health.gov.au/resources/publications/australian-national-diabetes-strategy-2021-2030?language=en
https://www.health.gov.au/resources/publications/australian-national-diabetes-strategy-2021-2030?language=en
https://clinicalexcellence.qld.gov.au/improvement-exchange/health-and-wellbeing-hub-logan-healthy-living
https://clinicalexcellence.qld.gov.au/improvement-exchange/health-and-wellbeing-hub-logan-healthy-living
https://www.loganhealthyliving.org.au/
https://www.pwc.com.au/publications/pdf/funding-thought-leadership-18apr18.pdf
https://www.pwc.com.au/publications/pdf/funding-thought-leadership-18apr18.pdf
https://europepmc.org/abstract/MED/34667870
http://dx.doi.org/10.1002/lrh2.10240
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34667870&dopt=Abstract
https://europepmc.org/abstract/MED/34367671
http://dx.doi.org/10.1017/cts.2021.789
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34367671&dopt=Abstract
https://europepmc.org/abstract/MED/30984733
http://dx.doi.org/10.3389/fpubh.2019.00064
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30984733&dopt=Abstract
https://europepmc.org/abstract/MED/36583001
http://dx.doi.org/10.3389/fendo.2022.1069436
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36583001&dopt=Abstract
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-11731-7
http://dx.doi.org/10.1186/s12889-021-11731-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34592981&dopt=Abstract
https://europepmc.org/abstract/MED/33022367
http://dx.doi.org/10.1016/j.cct.2020.106166
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33022367&dopt=Abstract
https://www.bmj.com/lookup/pmidlookup?view=long&pmid=23303884
http://dx.doi.org/10.1136/bmj.e7586
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23303884&dopt=Abstract
https://www.abs.gov.au/census/find-census-data/quickstats/2021/LGA34590
https://www.abs.gov.au/census/find-census-data/quickstats/2021/LGA34590
https://www.metrosouth.health.qld.gov.au/__data/assets/pdf_file/0024/291453/health-indicators-22-logan-lga.pdf
https://www.metrosouth.health.qld.gov.au/__data/assets/pdf_file/0024/291453/health-indicators-22-logan-lga.pdf
https://www.logan.qld.gov.au/
https://bsphn.org.au/documents/publication_brisbane-south-phn_health-needs-assessment-2021-24.pdf
https://bsphn.org.au/documents/publication_brisbane-south-phn_health-needs-assessment-2021-24.pdf
https://metrosouth.health.qld.gov.au/
https://doi.org/10.1071/AH16147
http://dx.doi.org/10.1071/AH16147
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28483036&dopt=Abstract
https://doi.org/10.1111/dme.12251
http://dx.doi.org/10.1111/dme.12251
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23758279&dopt=Abstract
https://hw.qld.gov.au/
https://www.huraustralia.com.au/
https://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=81115
https://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=81115
http://dx.doi.org/10.2337/dc24-S005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38078584&dopt=Abstract
https://core.ac.uk/reader/191129821?utm_source=linkout
http://dx.doi.org/10.1007/s12160-013-9486-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23512568&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


35. Home page. Physitrack. URL: https://www.physitrack.com/en-au [accessed 2024-04-29]
36. Polonsky WH, Anderson BJ, Lohrer PA, Welch G, Jacobson AM, Aponte JE, et al. Assessment of diabetes-related distress.

Diabetes Care. Jun 1995;18(6):754-760. [doi: 10.2337/diacare.18.6.754] [Medline: 7555499]
37. The Active Australia survey: a guide and manual for implementation, analysis and reporting. Australian Institute of Health

Welfare. 2003. URL: https://www.aihw.gov.au/reports/physical-activity/active-australia-survey/summary [accessed
2024-04-29]

38. Clark BK, Lynch BM, Winkler EA, Gardiner PA, Healy GN, Dunstan DW, et al. Validity of a multi-context sitting
questionnaire across demographically diverse population groups: AusDiab3. Int J Behav Nutr Phys Act. Dec 04, 2015;12:148.
[FREE Full text] [doi: 10.1186/s12966-015-0309-y] [Medline: 26637392]

39. O'Reilly SL, McCann LR. Development and validation of the diet quality tool for use in cardiovascular disease prevention
settings. Aust J Prim Health. 2012;18(2):138-147. [doi: 10.1071/PY11005] [Medline: 22551836]

40. O'Hara BJ, Phongsavan P, Venugopal K, Eakin EG, Eggins D, Caterson H, et al. Effectiveness of Australia's Get Healthy
Information and Coaching Service®: translational research with population wide impact. Prev Med. Oct 2012;55(4):292-298.
[doi: 10.1016/j.ypmed.2012.07.022] [Medline: 22885323]

41. National Nutrition Survey. Australian Bureau of Statistics. URL: https://www.abs.gov.au/statistics/health/
health-conditions-and-risks/australian-health-survey-nutrition-first-results-foods-and-nutrients/latest-release [accessed
2024-04-29]

42. Barr M, Baker D, Gorringe M, Fritsche L. NSW Population Health survey: description of methods. NSW Department of
Health. 2008. URL: https://www.health.nsw.gov.au/surveys/Pages/default.aspx [accessed 2024-04-29]

43. Campbell CE, Maisto SA. Validity of the AUDIT-C screen for at-risk drinking among students utilizing university primary
care. J Am Coll Health. May 22, 2018;66(8):774-782. [FREE Full text] [doi: 10.1080/07448481.2018.1453514] [Medline:
29565778]

44. Buchholz I, Janssen MF, Kohlmann T, Feng YS. A systematic review of studies comparing the measurement properties of
the three-level and five-level versions of the EQ-5D. Pharmacoeconomics. Jun 2018;36(6):645-661. [FREE Full text] [doi:
10.1007/s40273-018-0642-5] [Medline: 29572719]

45. El Miedany Y, Maha El Gaafary M, Youssef S, Palmer D. FRI0114 development of the patient motivation questionnaire:
conceptualizing and measuring motivation in patients with inflammatory arthritis. Ann Rheum Dis. Jun 15, 2016;75(Suppl
2):469. [doi: 10.1136/annrheumdis-2016-eular.2425]

46. Hughes ME, Waite LJ, Hawkley LC, Cacioppo JT. A short scale for measuring loneliness in large surveys: results from
two population-based studies. Res Aging. Aug 19, 2004;26(6):655-672. [FREE Full text] [doi: 10.1177/0164027504268574]
[Medline: 18504506]

47. Bohannon RW, Crouch RH. Two-minute step test of exercise capacity: systematic review of procedures, performance, and
clinimetric properties. J Geriatr Phys Ther. 2019;42(2):105-112. [doi: 10.1519/JPT.0000000000000164] [Medline: 29210933]

48. Bohannon RW. Reference values for the five-repetition sit-to-stand test: a descriptive meta-analysis of data from elders.
Percept Mot Skills. Aug 2006;103(1):215-222. [doi: 10.2466/pms.103.1.215-222] [Medline: 17037663]

49. Muñoz-Bermejo L, Adsuar JC, Mendoza-Muñoz M, Barrios-Fernández S, Garcia-Gordillo MA, Pérez-Gómez J, et al.
Test-retest reliability of five times sit to stand test (FTSST) in adults: a systematic review and meta-analysis. Biology
(Basel). Jun 09, 2021;10(6):25. [FREE Full text] [doi: 10.3390/biology10060510] [Medline: 34207604]

50. Watson N, Wooden M. The household, income and labour dynamics in Australia (HILDA) survey. Jahrb fur Natl Stat.
2001;30:33. [doi: 10.1515/jbnst-2020-0029]

51. HILDA survey. The University of Melbourne. URL: https://melbourneinstitute.unimelb.edu.au/hilda#publications [accessed
2024-04-29]

52. Healy GN, Goode AD, Campbell L, Sikder A, Giguere D, Gomersall SR. Barriers and enablers to maintaining behaviour
changes following a lifestyle intervention for adults with type 2 diabetes. Am J Lifestyle Med. Jul 23,
2024:15598276241262721. [doi: 10.1177/15598276241262721] [Medline: 39554965]

Abbreviations
GP: general practitioner
HbA1c: hemoglobin A1c
RE-AIM: Reach, Effectiveness, Adoption, Implementation, and Maintenance
REDCap: Research Electronic Data Capture
SPIRIT: Standard Protocol Items: Recommendations for Interventional Trials

JMIR Res Protoc 2025 | vol. 14 | e69477 | p. 18https://www.researchprotocols.org/2025/1/e69477
(page number not for citation purposes)

Gomersall et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

https://www.physitrack.com/en-au
http://dx.doi.org/10.2337/diacare.18.6.754
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7555499&dopt=Abstract
https://www.aihw.gov.au/reports/physical-activity/active-australia-survey/summary
https://ijbnpa.biomedcentral.com/articles/10.1186/s12966-015-0309-y
http://dx.doi.org/10.1186/s12966-015-0309-y
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26637392&dopt=Abstract
http://dx.doi.org/10.1071/PY11005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22551836&dopt=Abstract
http://dx.doi.org/10.1016/j.ypmed.2012.07.022
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22885323&dopt=Abstract
https://www.abs.gov.au/statistics/health/health-conditions-and-risks/australian-health-survey-nutrition-first-results-foods-and-nutrients/latest-release
https://www.abs.gov.au/statistics/health/health-conditions-and-risks/australian-health-survey-nutrition-first-results-foods-and-nutrients/latest-release
https://www.health.nsw.gov.au/surveys/Pages/default.aspx
https://europepmc.org/abstract/MED/29565778
http://dx.doi.org/10.1080/07448481.2018.1453514
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29565778&dopt=Abstract
https://europepmc.org/abstract/MED/29572719
http://dx.doi.org/10.1007/s40273-018-0642-5
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29572719&dopt=Abstract
http://dx.doi.org/10.1136/annrheumdis-2016-eular.2425
https://europepmc.org/abstract/MED/18504506
http://dx.doi.org/10.1177/0164027504268574
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18504506&dopt=Abstract
http://dx.doi.org/10.1519/JPT.0000000000000164
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29210933&dopt=Abstract
http://dx.doi.org/10.2466/pms.103.1.215-222
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17037663&dopt=Abstract
https://www.mdpi.com/resolver?pii=biology10060510
http://dx.doi.org/10.3390/biology10060510
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34207604&dopt=Abstract
http://dx.doi.org/10.1515/jbnst-2020-0029
https://melbourneinstitute.unimelb.edu.au/hilda#publications
http://dx.doi.org/10.1177/15598276241262721
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=39554965&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


Edited by A Schwartz; submitted 01.12.24; peer-reviewed by A Missel; comments to author 16.01.25; revised version received 30.01.25;
accepted 31.01.25; published 10.03.25

Please cite as:
Gomersall SR, Giguere DY, Cotugno J, Munro J, Westbrook WJ, Littlewood R, Cairney J, Winkler EAH, van der Vliet PM, Goode
AD, Alsop T, Healy GN
Development and Impact of a Community-Delivered, Multisectoral Lifestyle Management Service for People Living With Type 2
Diabetes (Logan Healthy Living): Protocol for a Pragmatic, Single-Arm Intervention Study
JMIR Res Protoc 2025;14:e69477
URL: https://www.researchprotocols.org/2025/1/e69477
doi: 10.2196/69477
PMID:

©Sjaan R Gomersall, Denis Y Giguere, Jacqueline Cotugno, Joanna Munro, Wallis J Westbrook, Robyn Littlewood, John Cairney,
Elisabeth AH Winkler, Phillip M van der Vliet, Ana D Goode, Tahlia Alsop, Genevieve Nissa Healy. Originally published in
JMIR Research Protocols (https://www.researchprotocols.org), 10.03.2025. This is an open-access article distributed under the
terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted
use, distribution, and reproduction in any medium, provided the original work, first published in JMIR Research Protocols, is
properly cited. The complete bibliographic information, a link to the original publication on https://www.researchprotocols.org,
as well as this copyright and license information must be included.

JMIR Res Protoc 2025 | vol. 14 | e69477 | p. 19https://www.researchprotocols.org/2025/1/e69477
(page number not for citation purposes)

Gomersall et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

https://www.researchprotocols.org/2025/1/e69477
http://dx.doi.org/10.2196/69477
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

