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Objective: The DiaMind trial showed beneficial immediate effects of mindfulness-based cognitive therapy
(MBCT) on emotional distress, but not on diabetes distress and HbA1c. The aim of the present report was to
examine if the effects would be sustained after six month follow-up.
Methods: In the DiaMind trial, 139 outpatients with diabetes (type-I or type-II) and a lowered level of emotional
well-being were randomized into MBCT (n = 70) or a waiting list with treatment as usual (TAU: n = 69).
Primary outcomes were perceived stress, anxiety and depressive symptoms, and diabetes distress. Secondary
outcomes were, among others, health status, and glycemic control (HbA1c).
Results: Compared to TAU, MBCT showed sustained reductions at follow-up in perceived stress (p b .001, d =
.76), anxiety (p b .001, assessed by HADS d= .83; assessed by POMS d= .92), and HADS depressive symptoms
(p= .004, d= .51), but not POMS depressive symptoms when using Bonferroni correction for multiple testing
(p = .016, d = .48). No significant between-group effect was found on diabetes distress and HbA1c.

Conclusion: This study showed sustained benefits of MBCT six months after the intervention on emotional
distress in people with diabetes and a lowered level of emotional well-being.
Trial registration: Dutch Trial Register NTR2145, http://www.trialregister.nl.
© 2014 Elsevier Inc. All rights reserved.
Introduction

The prevalence of emotional distress in people with diabetes is rela-
tively high (i.e., diabetes-specific emotional distress approximately
18%[1], anxiety symptoms approximately 40%[2] and depressive symp-
toms 20–40%[1,3]) and is associated with negative outcomes, such as
lower quality of life, suboptimal self-care behaviors and glycemic control,
risk of adverse cardiovascular outcomes, and higher mortality rates
[4–8]. A newpromising psychological intervention in peoplewith diabe-
tes with emotional problems is themindfulness-based cognitive therapy
(MBCT) program. It has been used in various chronically ill populations,
effectively decreasing feelings of distress, anxiety, and depression [9]. A
previous report from the current study showed that MBCT, immediately
at post intervention, was associated with a significant reduction in per-
ceived stress, anxiety and depressive symptoms in people with diabetes
and lowered level of emotional well-being [10]. However, it is yet un-
clear if the beneficial effects are sustained over a longer period of time.
LE Tilburg, The Netherlands.

klíček).
One randomized trial in cancer patients did notfind sustained effects
of MBCT on perceived stress, anxiety or depressive symptoms after six
month follow-up [11], while other studies in different patient groups
did show maintained improvements in psychological distress after six
or twelve months [12–14]. In people with type-II diabetes, only one
previous study reported longer-term outcomes. That study showed an
effect on levels of depression one year after the intervention [15], al-
though no sustained effects were found on levels of stress. The present
study attempts to extend these findings by also including people with
type-I diabetes and to examine the effect on symptoms of anxiety and
diabetes-specific distress.

Method

The Diabetes and Mindfulness (DiaMind) study design, a random-
ized controlled trial (approved by the Medical Ethics Committee of the
St. Elisabeth Hospital in Tilburg) has been discussed in detail elsewhere
[16]. Adults with diabetes (type 1 or type 2) with low levels of emotion-
al well-being (as evidenced by a score of b13 on theWHO-5 well-being
Index) were recruited from outpatient diabetes clinics. Eligible patients
who agreed to participate (n= 139) were randomized to a waiting list,
treatment-as-usual, (TAU: n = 69) or to an MBCT group (n = 70),
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http://dx.doi.org/10.1016/j.jpsychores.2014.03.013
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Table 1
Demographic and clinical characteristics of MBCT and TAU group

MBCT
(n = 70)

TAU
(n = 69)

pa

Mean age, years (SD) 56 (13) 57 (13) .62
Male, n (%) 33 (47) 37 (54) .45
High educationb, n (%) 31 (44) 28 (41) .66
Working, n (%) 28 (40) 19 (28) .12
Living with a partner, n (%) 51 (73) 53 (77) .59
Diabetes type 2, n (%) 52 (74) 45 (65) .41

MBCT—mindfulness-based cognitive therapy group; TAU—waiting list (usual care) con-
trol group.

a Chi-square for nominal variables and t-test for continuous variables.
b High education: high-level vocational education and university.
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consisting of eight weekly two-hour group sessions [17]. Three months
after the end of the intervention a two-hour booster session had been
Fig. 1. Flow diagram of patient enrolment, allocation, and attrition. MBCT—mindfulness-based
baseline assessment; T2—post intervention assessment; T3— sixmonths follow-up assessment
the consecutive time points.
added. The assessment of the outcomes took place at pre- (T1) and
post intervention (T2), and after 6 months post intervention (T3). De-
mographic and clinical variables (e.g., existence of diabetes complica-
tions and co-morbid conditions) were assessed at baseline using
questionnaires, except for HbA1c values (the amount of glycated hemo-
globin in blood) which were evaluated by chart review.

Emotional distress was the primary outcome, defined as symptoms of
anxiety, depression and (diabetes-specific) stress [18]. The 10-item Per-
ceived Stress Scale (PSS) (5-point Likert scale) [19] and the Hospital Anx-
iety (7-items) and Depression (7-items) Scale (HADS) (4-point Likert
scale) [20], and the Profile of Mood States (POMS) (5-point Likert scale)
[21] were used, as well as the 20-items ProblemAreas in Diabetes Survey
(PAID) to assess diabetes specific stress (six-point Likert scale) [22].

For secondary outcomes the following questionnaires were used:
Short-Form Health Survey (SF-12) [23], Five Facet Mindfulness Ques-
tionnaire (FFMQ) (except for the subscale Describing) [24], Acceptance
cognitive therapy intervention group; TAU—waiting list (usual care) control group. T1—

. The lost to follow-upnumbers of T2 andT3 each show the total number lost to follow-up at
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and Action Diabetes Questionnaire (AADQ) [25], and the Rosenberg
Self-Esteem Scale (RSES) [26]. Because our primary outcome of interest
was emotional distress, the status of the variables ‘diabetes distress’ and
‘health status’was changed from respectively secondary and primary as
registered originally (Netherlands Trial Registry 2145) to respectively
primary and secondary [16]. In addition, we also decided to (i) include
people with type 1 diabetes to be able to examine the broader applica-
bility of the intervention, and (ii) not measure heart rate variability to
prevent loss of participants due to complex daily measurements [16].

Data analyses

SPSS linear regression analyses on change scores (T3–T1) were used
to test the differences between groups on the dependent variables. All
analyseswere based on the intention-to-treat approach.Multiple impu-
tation (20 imputations using the Predictive MeanMatching procedure)
was used to addressmissing data. Given the analysis of six primary out-
come measures and subsequent higher risk of a type I error, the alpha
level for significance was set at 0.008 for the main analyses (Bonferroni
correction of alpha of 0.05 divided by 6). Sensitivity analyses included
mixed models analyses using all three time points without imputed
missing values.

Cohen's d effect sizeswere calculated on themean change scores be-
tween T1 and T3 of the two conditions, with the following formula
(MMBCT − MTAU) / σpooled. A Cohen's d between 0.2 and 0.5 indicates a
small effect, between 0.5 and 0.8 a moderate effect, and larger than
0.8 a large effect [27].

Results

There were no significant differences between the MBCT and TAU group on baseline
variables (Table 1, see also prior article [10]). Fig. 1 shows the flow of participants during
the study. Participants of both conditions who did not fill in the T3 measurement, were
younger (p = .013), had a lower BMI (p = .006), and a higher score on the HADS-A
(p = .013) at baseline. In the MBCT group, 59% of the participants attended at least 6 of
Table 2
Mean (SD) scores and results of linear regression analyses

Measure Pre M (SD) Post M

Primary outcomes
Perceived stress MBCT 19.5 (6.0) 14.4 (7

TAU 20.4 (5.9) 19.0 (6
HADS-anxiety MBCT 8.6 (3.3) 6.7 (3

TAU 9.4 (3.6) 8.8 (4
POMS-anxiety MBCT 20.5 (4.5) 17.4 (4

TAU 20.2 (4.4) 19.8 (5
HADS-depression MBCT 8.2 (3.8) 5.6 (4

TAU 9.2 (3.9) 8.6 (4
POMS-depression MBCT 25.3 (5.8) 21.4 (4

TAU 26.7 (6.3) 26.2 (7
Diabetes distress MBCT 35.5 (17.8) 28.7 (2

TAU 36.6 (18.9) 33.5 (2

Secondary outcomes
HbA1c mmol/mol MBCT 59.0 (12.6) 59.3 (1

% 7.5 (1.2) 7.5 (1
mmol/mol TAU 59.2 (13.0) 61.7 (1
% 7.6 (1.2) 7.9 (1

Mental health status MBCT 32.8 (11.0) 41.1 (1
TAU 31.7 (11.6) 35.0 (1

Physical health status MBCT 39.4 (9.9) 40.7 (1
TAU 37.4 (11.4) 36.6 (1

Mindfulness MBCT 96.2 (13.8) 104.6 (1
TAU 94.3 (12.4) 96.6 (1

Diabetes acceptance MBCT 58.4 (8.6) 60.3 (8
TAU 58.2 (7.2) 58.7 (7

Self-esteem MBCT 18.6 (5.4) 21.4 (5
TAU 15.9 (5.4) 17.4 (5

MBCT— mindfulness-based cognitive therapy group; TAU— waiting list (usual care) control g
a The effect size (Cohen's d) was calculated on pre to six month follow-up intervention chan
the 8 sessions (overall mean attendance was 5.5 ± 2.5 sessions) and 30% attended the
booster session three months after the end of the intervention.

Linear regression analysis showed a significant effect of MBCT on perceived stress
from baseline to six month follow-up compared to TAU (p b .001). The effect size of
the difference from T1 to T3 between the two groups was moderate to large (Cohen's
d = .76) (Table 2). Post hoc analyses revealed that there was no significant difference be-
tween the groups in perceived stress change scores from post-intervention to six month
follow-up (p = .49), indicating a stable effect of the intervention. In addition, in the
MBCT group a significantly larger reduction in depressive symptoms (HADS) from base-
line to six months was found (p = .004), with a medium effect size (Cohen's d = .51),
although when assessed by the POMS, this did not reach the Bonferroni corrected level
of significance (p = .016, d = .48) (Table 2). Post hoc analyses did not reveal significant
changes in depressive symptoms from post-intervention to sixmonth follow-up between
groups (p N .10). Also, theMBCT group showed a larger decrease on symptoms of anxiety
over time for both HADS and POMS (p b .001). The effect size was large in both cases
(Cohen's d N .80) (Table 2). No significant changes in anxiety symptoms appeared from
post-intervention to follow-up (p ≥ .09). There was no significant difference between
MBCT and TAU on change in diabetes distress (p = .034, Cohen's d = .41) from T1 to T3
(Table 2).

Regarding secondary outcomes, significant differences between the groups in change
scores were found only for mental health status and mindfulness, not for the other vari-
ables (Table 2), including HbA1c (p = .82; Cohen's d = .06). Sensitivity analyses based
on mixed models using all time points yielded similar results (e.g., all significant results
mentioned above were also significant with similar effect sizes).

Discussion

The present paper shows that the reduction in perceived stress,
anxiety and depressive symptoms in the MBCT group was sustained
six months after the intervention (all medium to large effect sizes),
although in the case depressive symptoms were assessed by POMS,
the Bonferroni corrected p-value failed to reach significance.

In correspondence with the results that were found immediately at
post intervention [10], there was no effect of MBCT on diabetes distress
and glycemic control after follow-up. Since only a minority of the partic-
ipants in the present sample (48%) experienced elevated diabetes dis-
tress (PAID ≥ 40) and the mean baseline HbA1c value of the two
groups appeared to be already fairly good (59 mmol/mol, SD = 13; in
(SD) 6-m FU M (SD) Effect Group on Pre-to-6-m FU change

t p da

.1) 13.4 (6.7) −3.93 b .001 0.76

.7) 18.9 (7.0)

.6) 5.4 (3.1) −4.24 b .001 0.83

.1) 8.8 (3.9)

.1) 16.4 (3.4) −4.43 b .001 0.92

.1) 19.4 (5.0)

.0) 5.2 (3.6) −2.89 .004 0.51

.7) 8.2 (4.5)

.5) 21.8 (4.7) −2.41 .016 0.48

.0) 25.7 (7.3)
1.0) 25.0 (19.7) −2.12 .034 0.41
2.0) 32.8 (20.1)

2.1) 59.2 (11.7) −0.23 .816 0.06
.1) 7.6 (1.1)
6.4) 60.6 (16.2)
.5) 7.7 (1.5)
0.7) 42.5 (10.3) 4.24 b .001 0.77
2.5) 33.9 (11.7)
0.5) 40.4 (10.8) 2.12 .034 0.40
1.7) 35.6 (13.0)
7.0) 108.2 (15.7) 3.46 .001 0.64
4.1) 98.1 (13.5)
.3) 60.6 (8.5) 1.62 .105 0.32
.5) 58.2 (7.1)
.3) 20.9 (5.7) 0.53 .597 0.11
.4) 17.7 (6.0)

roup.
ge scores.
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general, the treatment goal is≤53, while in more complex diabetes it is
≤64 [28]) [10], the non-significant findings could be caused by floor ef-
fects. Future research on the effect of MBCT on diabetes distress and
HbA1c should focus on people with poor glycemic control and elevated
diabetes distress at baseline.

The follow-up results of the present study are encouraging. The
MBCT group maintained their gains over a period of six months with
no to minimal further intervention (only 30% of the MBCT participants
attended the booster session three months after the intervention),
which corresponds with most of the few studies that have examined
longer-term effectiveness ofmindfulness-based intervention inmedical
patients [12,13,15]. In addition, the results are similar to the results of
the few studies on long-term effectiveness of cognitive (behavioral)
therapy on depressive symptoms [29], but more research is needed.

This studyhad several limitations. First,we had nodata on (the qual-
ity/quantity of) home mindfulness practice after the intervention.
Therefore, we could not distinguish the effect in the group who contin-
ued mindfulness practice after the intervention and the group who did
not. Second, there was a considerable drop-out rate in the MBCT group.
Around a quarter of the participants (n = 18) stopped with the pro-
gram, which however is in line with previous studies in somatic patient
groups [11,30]. Third, we had no a priori plan for statistical adjustment
considering the multiple primary outcomes, and finally, the use of a
waiting list control group may have overestimated effect sizes due to
the inclusion of non-specific treatment effects in the relative improve-
ment of the MBCT group.

In conclusion, the current study showed sustained effectiveness of
MBCT in reducing emotional distress for participants with diabetes
and a lowered level of emotional well-being. Because emotional distress
is related to poor diabetic outcome, MBCT might be an important addi-
tional strategy in adequately treating people with diabetes.

Competing interest statement

The authors have no competing interests to report. It may be noted
that the second author (IN) also works as mindfulness teacher for
people from the general population at Aandachtcentrum Dit Moment,
a private mindfulness practice in Tilburg, Netherlands.

Acknowledgments

The study is supported by a grant from the Dutch Diabetes Research
Foundation (Diabetesfonds) (project number 2008.13.005, awarded to
Dr I. Nyklíček).

The authorswish to express their thanks to all the participants of our
study, the psychologists of Apanta-GGZ and Maria A practice for the
guidance of the MBCT sessions, and to the secretaries and diabetes
nurses of the Catharina Hospital, Máxima Medical Center, TweeSteden
Hospital, and St. Anna Hospital for their effort.

References

[1] Fisher L, Skaff MM, Mullan JT, Arean P, Glasgow R, Masharani U. A longitudinal study
of affective and anxiety disorders, depressive affect and diabetes distress in adults
with type 2 diabetes. Diabet Med 2008;25:1096–101.

[2] Grigsby AB, Anderson RJ, Freedland KE, Clouse RE, Lustman PJ. Prevalence of anxiety
in adults with diabetes: a systematic review. J Psychosom Res 2002;53:1053–60.

[3] Pouwer F, Geelhoed-Duijvestijn PH, Tack CJ, Bazelmans E, Beekman AJ, Heine RJ,
et al. Prevalence of comorbid depression is high in out-patients with type 1 or
type 2 diabetes mellitus. Results from three out-patient clinics in the Netherlands.
Diabet Med 2010;27:217–24.
[4] Schram MT, Baan CA, Pouwer F. Depression and quality of life in patients with
diabetes: a systematic review from the European depression in diabetes (EDID)
research consortium. Curr Diabetes Rev 2009;5:112–21.

[5] Makine C, Karsidag C, Kadioglu P, Ilkova H, Karsidag K, Skovlund SE, et al. Symptoms
of depression and diabetes-specific emotional distress are associatedwith a negative
appraisal of insulin therapy in insulin-naive patients with type 2 diabetes mellitus. A
study from the European depression in diabetes [EDID] research consortium. Diabet
Med 2009;26:28–33.

[6] Lustman PJ, Anderson RJ, Freedland KE, de Groot M, Carney RM, Clouse RE. Depres-
sion and poor glycemic control: a meta-analytic review of the literature. Diabetes
Care 2000;23:934–42.

[7] Egede LE, Nietert PJ, Zheng D. Depression and all-cause and coronary heart disease
mortality among adults with and without diabetes. Diabetes Care 2005;28:1339–45.

[8] van Dooren FE, Nefs G, Schram MT, Verhey FR, Denollet J, Pouwer F. Depression and
risk of mortality in people with diabetes mellitus: a systematic review and meta-
analysis. PLoS One 2013;8:e57058.

[9] Hofmann SG, Sawyer AT, Witt AA, Oh D. The effect of mindfulness-based therapy on
anxiety and depression: a meta-analytic review. J Consult Clin Psychol 2010;
78:169–83.

[10] van Son J, Nyklíček I, Pop VJ, BlonkMC, Erdtsieck RJ, Spooren PF, et al. The effects of a
mindfulness-based intervention on emotional distress, quality of life, and HbA(1c)
in outpatients with diabetes (DiaMind): a randomized controlled trial. Diabetes
Care 2013;36:823–30.

[11] Bränström R, Kvillemo P, Moskowitz JT. A randomized study of the effects of mind-
fulness training on psychological well-being and symptoms of stress in patients
treated for cancer at 6-month follow-up. Int J Behav Med 2012;19:535–42.

[12] Zangi HA, Mowinckel P, Finset A, Eriksson LR, Hoystad TO, Lunde AK, et al. A
mindfulness-based group intervention to reduce psychological distress and fatigue
in patients with inflammatory rheumatic joint diseases: a randomised controlled
trial. Ann Rheum Dis 2012;71:911–7.

[13] Pbert L, Madison JM, Druker S, Olendzki N, Magner R, Reed G, et al. Effect of mind-
fulness training on asthma quality of life and lung function: a randomised controlled
trial. Thorax 2012;67:769–76.

[14] Vøllestad J, Sivertsen B, Nielsen GH. Mindfulness-based stress reduction for patients
with anxiety disorders: evaluation in a randomized controlled trial. Behav Res Ther
2011;49:281–8.

[15] Hartmann M, Kopf S, Kircher C, Faude-Lang V, Djuric Z, Augstein F, et al. Sustained
effects of a mindfulness-based stress reduction intervention in type 2 diabetic
patients: design and first results of a randomized controlled trial (the Heidelberger
Diabetes and Stress-study). Diabetes Care 2012;35:945–7.

[16] van Son J, Nyklíček I, Pop VJ, Pouwer F. Testing the effectiveness of a mindfulness-
based intervention to reduce emotional distress in outpatients with diabetes
(DiaMind): design of a randomized controlled trial. BMC Public Health 2011;11:131.

[17] Segal ZV, Williams JMG, Teasdale JD. Mindfulness-based cognitive therapy for de-
pression: a new approach to preventing relapse. New York: Guilford Press; 2002.

[18] Mirowsky J, Ross CE. Measurement for a human science. J Health Soc Behav 2002;
43:152–70.

[19] Cohen S, Williamson GM. Perceived stress in a probability sample of the United
States. In: Spacapan S, Oskamp S, editors. The social psychology of health. Newbury
Park, CA: Sage; 1988. p. 31–67.

[20] Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta Psychiatr
Scand 1983;67:361–70.

[21] Wald FDM, Mellenbergh GJ. De verkorte versie van de Nederlandse vertaling van de
profile of mood states (POMS). Ned Tijdschr Psychol 1990;45:86–90.

[22] Polonsky WH, Anderson BJ, Lohrer PA, Welch G, Jacobson AM, Aponte JE, et al.
Assessment of diabetes-related distress. Diabetes Care 1995;18:754–60.

[23] Jenkinson C, Layte R, Jenkinson D, Lawrence K, Petersen S, Paice C, et al. A shorter
form health survey: can the SF-12 replicate results from the SF-36 in longitudinal
studies? J Public Health Med 1997;19:179–86.

[24] Baer RA, Smith GT, Hopkins J, Krietemeyer J, Toney L. Using self-report assessment
methods to explore facets of mindfulness. Assessment 2006;13:27–45.

[25] Gregg JA, Callaghan GM, Hayes SC, Glenn-Lawson JL. Improving diabetes self-
management through acceptance, mindfulness, and values: a randomized
controlled trial. J Consult Clin Psychol 2007;75:336–43.

[26] Franck E, De Raedt R, Barbez C, Rosseel Y. Psychometric properties of the Dutch
Rosenberg self-esteem scale. Psychol Belg 2008;48:25–35.

[27] Cohen J. Statistical power analysis for the behavioral sciences (rev. ed.). Hillsdale, NJ
England: Lawrence Erlbaum Associates, Inc.; 1977.

[28] Diabetes Association American. Standards of medical care in diabetes. Diabetes Care
2013;36:S11–66.

[29] Baumeister H, Hutter N, Bengel J. Psychological and pharmacological interventions
for depression in patients with diabetes mellitus and depression. Cochrane Database
Syst Rev 2012;12:CD008381.

[30] Morone NE, Greco CM, Weiner DK. Mindfulness meditation for the treatment of
chronic low back pain in older adults: a randomized controlled pilot study. Pain
2008;134:310–9.

http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0005
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0005
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0005
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0010
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0010
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0015
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0015
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0015
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0015
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0020
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0020
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0020
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0025
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0025
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0025
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0025
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0025
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0030
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0030
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0030
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0035
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0035
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0040
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0040
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0040
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0045
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0045
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0045
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0050
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0050
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0050
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0050
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0055
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0055
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0055
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0060
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0060
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0060
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0060
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0065
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0065
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0065
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0070
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0070
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0070
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0075
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0075
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0075
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0075
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0080
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0080
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0080
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0085
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0085
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0090
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0090
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0095
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0095
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0095
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0100
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0100
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0105
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0105
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0110
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0110
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0115
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0115
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0115
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0120
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0120
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0125
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0125
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0125
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0130
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0130
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0135
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0135
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0150
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0150
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0140
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0140
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0140
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0145
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0145
http://refhub.elsevier.com/S0022-3999(14)00082-8/rf0145

	Mindfulness-based cognitive therapy for people with diabetes and emotional problems: Long-term follow-up findings from the DiaMind randomized controlled trial
	Introduction
	Method
	Data analyses

	Results
	Discussion
	Competing interest statement
	Acknowledgments
	References


