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Aim To examine the feasibility and acceptability of a brief self-compassion intervention for adolescents with type 1
diabetes and disordered eating behaviour.

Methods Twenty-seven adolescents with type 1 diabetes were recruited and randomized to receive the brief (two 2.5-h
sessions) self-compassion intervention, either in the intervention group (#=11) or in a waitlist control group (#=8). The
intervention was adapted from the standardized eight-session ‘Making Friends with Yourself’ programme, and sessions
were delivered 1 week apart. Acceptability was assessed through qualitative questionnaires and feasibility was assessed
based on session attendance and recruitment metrics. Possible changes to disordered eating behaviour, self-care
behaviours, diabetes-related distress, self-compassion, stress and glycaemic control were also assessed.

Results Nineteen participants completed the study, and they reported an increased sense of common humanity
(acknowledging that we are not alone), mindfulness, and coping resources. In terms of feasibility, recruitment took
longer than expected (8 months) and not all participants were able to attend both sessions (nine could only attend one of
the two sessions).

Conclusions While self-compassion is a strong conceptual fit for the issues of type 1 diabetes and disordered eating
behaviour in adolescence, and the intervention content appears acceptable, feasibility issues were such that brief self-
compassion programmes will probably need to be adapted into digital interventions for future research. (Trial

registration number: ANZCTR 12619000541101).
Diabet. Med. 37, 1854-1860 (2020)

Disordered eating behaviour in adolescents with type 1
diabetes presents a significant issue in diabetes care. Approx-
imately 50% of female and 18% of male adolescents with
type 1 diabetes report significant levels of disordered eating
behaviours, such as insulin omission or misuse for weight
loss, other forms of purging, binging, and diet restriction [1].
Disordered eating behaviours are associated with higher
instances of serious diabetes-related complications, including
diabetic ketoacidosis and microvascular complications [2].
However, despite the problems posed by disordered eating,
‘clinically usable’ intervention approaches are limited in this
population [3], with only one randomized controlled trial
addressing this issue on record [4].
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Self-compassion offers a promising approach. Self-com-
passion, the ability to respond to the self during times of
difficulty with kindness and understanding, appears highly
relevant to the feelings of self-blame, failure and body-image
anxieties that are frequently comorbid with the complex self-
management needs of type 1 diabetes [5]. In contrast to the
self-criticism that is common in people with type 1 diabetes,
self-compassion offers an alternative way of relating to
oneself when faced with difficult experiences through three
components: having a balanced awareness of thoughts and
feelings (mindfulness); acknowledging that we are not alone
in our suffering (common humanity); and being caring and
understanding towards oneself, especially in times of diffi-
culty or failure (self-kindness) [6].

In addition to its strong conceptual fit, research in adult and
adolescent populations has linked self-compassion with better
mental and physical health outcomes. A recent meta-analysis
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What’s new?

« The study is the first to perform a preliminary evalu-
ation of a clinically usable, brief self-compassion
intervention for adolescents with type 1 diabetes and
disordered eating behaviour.

* Self-compassion appears acceptable and of good con-
ceptual fit for the difficult emotions and stressors faced
by this population.

 Qualitative data suggest the brief self-compassion
intervention may be effective by increasing coping,
perceptions of common (shared) humanity, and mind-
fulness.

* Despite the programme’s acceptability, delivering the
brief self-compassion programme face to face was of
limited feasibility, therefore, future research will prob-
ably need to explore digital adaptions.

demonstrated a large effect size for the inverse relationship
between self-compassion and psychological distress for adoles-
cents aged 10 to 19 years [7]. More broadly, in people with
chronic illness, self-compassion has been shown to be associated
with better adjustment in HIV [8], cancer [9], epilepsy [10],
inflammatory bowel disease, arthritis [11] and diabetes [12].

Although self-compassion interventions have not yet been
trialed in adolescents with diabetes (or any other chronic
illnesses), standardized 8-week self-compassion programmes
have shown improvements in mental health and well-being for
healthy adolescents [13,14], as well as improved mental health
and glycaemic control in adults with type 1 and 2 diabetes [15].
However, 8-week face-to-face programmes are logistically and
psychologically demanding and may be difficult to implement in
the context of standard care for adolescents with diabetes.

In contributing to work in this area, we developed a brief (two-
session) self-compassion intervention adapted from the 8-week
standardized self-compassion programme foradolescents, ‘Mak-
ing Friends with Yourself’ [14]. The present feasibility study
examines the acceptability and feasibility of a ‘clinically usable’
brief self-compassion intervention for adolescents with type 1
diabetes and disordered eating behaviour. We hypothesized that
the intervention would (1) prove acceptable and feasible for
adolescents with type 1 diabetes and disordered eating behaviour
and (2) indicate possible improvements to disordered eating
behaviour, diabetes-related distress, stress, self-care behaviours,
and glycaemic control.

Design overview

The study was a feasibility study of a brief self-compassion
intervention (treatment group) compared with a waitlist
control group, in 27 adolescents with type 1 diabetes.
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Recruitment started on 24 May 2019 and was completed
on 1 November 2019. Session groups were completed on 23
November and data collection was completed on 9 March
2020.

Participants and randomization

Participants were recruited from three paediatric and ado-
lescent diabetes clinics in Auckland, New Zealand by the first
author (A.B.). Participants were eligible if they were aged
between 12 and 16 years, had a diagnosis of type 1 diabetes
for more than 6 months at time of recruitment, and
demonstrated a moderate to high instance of disordered
eating behaviour as assessed by the Diabetes Eating Problem
Survey Revised (DEPS-R) screening tool [16]. Exclusion
criteria included being non-English speaking, diagnosis of
serious developmental or psychiatric disorders, untreated
hypothyroidism or severe hypoglycaemia, or hospitalization
with diabetic ketoacidosis in the previous 48 hours. Sequen-
tially numbered, sealed envelopes were used for randomiza-
tion, computer-generated by a biostatistician independent of
intervention delivery. Figure 1 provides an overview of the
flow of participants throughout the study.

Intervention

The brief self-compassion intervention involved two sessions
(2.5 h each in duration) delivered 1 week apart. The sessions
included group exercises and discussions, art activities,
meditations, and individual reflection exercises exploring
the three components of self-compassion and self-compas-
sion coping tools to use in everyday life when experiencing
difficult emotions. The intervention sessions were facilitated
by the first author (A.B.), a trained Making Friends with
Yourself teacher, and were supervised by K.S., a registered
psychologist. More details regarding the development and
content of the intervention have been published previously in
a protocol paper [17].

Outcome measures

Feasibility and acceptability

The primary outcomes of the study involved assessments of
the feasibility and acceptability of the brief self-compassion
intervention with a view to designing a larger, multicentre,
fully-powered study. Feasibility was assessed by evaluating
the length of recruitment and uptake, reasons for not
wanting to participate, and session attendance/drop-out
rates. To determine acceptability, participants were also
asked open-ended qualitative questions with regard to the
strengths of the programme, their favourite exercises,
suggestions for future improvements, and whether they used
the tools outside of sessions and/or whether they would
recommend the programme to other adolescents with type 1
diabetes. Answers were analysed independently by two of the
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authors (A.B. and K.S.) using directed content analysis, a theories [18]. Using this approach, data were organized into
systematic approach for exploring and categorizing qualita- themes and sub-themes and coded independently. The
tive data, guided by existing research questions, categories or authors then met to agree on final themes before conducting
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coding independently again. The coders differed on only one
participant response, and this difference was resolved.

Quantitative measures

As shown in Fig. 1, participants also completed standardized
measures at baseline, time point 2 (post-intervention for the
intervention group and pre-intervention for the waitlist
control group) and time point 3 (post-intervention for the
waitlist control group). These measures included: the DEPS-
R (measuring disordered eating behaviour) [16]; the Self Care
Inventory-Revised Version (measuring adherence to diabetes-
related self-care behaviours) [19]; the Problem Areas in
Diabetes survey (measuring diabetes-related distress) [20];
the Self-Compassion Scale, short-form (measuring self-com-
passion) [21]; and the Perceived Stress Scale (measuring
stress) [22]. Glycaemic control information (HbA;., mmol/
mol) was collected as part of routine care at baseline and was
also collected at the participants’ subsequent clinic visit after
completing the intervention. Sex, age, ethnicity, insulin
regimen and duration of diagnosis were collected at baseline.

Ethics

Ethical approval was granted by the New Zealand Health
and Disability Ethics Committee (A+8467) and all partici-
pants provided informed consent/assent. CONSORT guide-
lines were followed and the trial was prospectively registered
with the Australian New Zealand Clinical Trials Registry
(ANZCTR 12619000541101).

Feasibility

During recruitment 168 adolescents were approached, of
whom 32 consented and completed the disordered eating
behaviour screening tool (19% uptake). Of the 27 eligible
adolescents, six withdrew before completing baseline ques-
tionnaires and two withdrew after completing the baseline
measures (30% drop-out rate). Figure 1 shows the reported
reasons for drop-out. In addition to the reasons reported in
Fig. 1, clinical staff in the diabetes team mentioned that the
focus on screening disordered eating behaviour and the
surrounding stigma [23] may also have been a deterrent to
participation. It took 8 months to recruit 27 of our initial 28
participant target. Of the 19 who attended the programme,
nine attended either only the first (#=6) or second (#=3)
sessions because of conflicting sport or study commitments.
Ten were able to attend both sessions. Participant charac-
teristics are shown in Table 1, stratified by group.

Acceptability

The qualitative data suggest that the brief self-compassion
intervention was acceptable to adolescents with type 1
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diabetes and disordered eating behaviour. All (100%) of
those who attended either one or both sessions (#=19) said
they would recommend the programme to other adolescents
with type 1 diabetes. Participants were engaged with session
content, with most participants who attended both sessions
(eight of 10) reporting having used the tools between
sessions. Several themes were identified relating to positive
experiences in the programme including increased coping
resources, increased sense of common humanity, and
increased mindfulness. Themes relating to suggestions for
improvement were also identified, including more interac-
tive/practical activities, improved social aspects, and changes
to location and duration (Table 2).

Positive experiences

Increased coping resources

Sixty-eight percent of participants (13 of 19) reported an
increase in coping resources. Participants mentioned the
effectiveness of tools taught, for example, ’the here and now
stones [were my favourite activity] because they were great to
use in everyday life and fun and very effective for me’ (girl,
aged 13) and ’I liked that we had different activities to do to
calm us down and made us feel less stressed about school and
sports’ (girl, aged 12). Participants also reported enjoying
learning new coping tools to handle general stress and
anxiety, I liked seeing ways you can handle stress and
anxiety’ (girl, aged 14).

Increased sense of common humanity and shared experiences
Participants also reported value in understanding that they
were not alone in experiencing difficult feelings (common
humanity). For example, ’I most enjoyed the people in it
because I now know I’'m not alone’ (girl, aged 13) and, ’It
showed people are all in the same boat’ (boy, aged 13). In
addition, six participants selected a common humanity
exercise as their favourite activity in the programme. The
value of sharing feelings and experiences [e.g. *'my favourite
part of the programme was getting to share opinions’ (girl,
aged 13)] was also mentioned by three of nine participants
who gave responses indicating this theme.

Increased mindfulness

Seven participants referenced increases in mindfulness and
enjoying mindfulness activities, for example, ’I most enjoyed
knowing more about mindfulness’ (boy, aged 12) and ’I
enjoyed mindful drawing as it made me think creatively and
it made me forget about everything and made me focus on
the drawing and enjoy it’ (boy, aged 16).

Suggestions for improvement

More interactivelpractical activities
Eleven of the 19 participants (58%) gave suggestions for
more interactive or practical activities, such as including
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Baseline characteristics of the sample
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Demographic Intervention group (z = 11)  Waitlist control group (z =8)  Drop-outs (n=8)  Total (n = 27)
Age, years 14.0 (1.2) 13.6 (1.3) 14.1 (1.6) 13.9 (1.3)
Sex, n (%)

Male 4 (36) 5 (63) 2 (25) 11 (40)

Female 7 (64) 3(38) 6 (75) 16 (60)
Ethnicity, 7 (%)

NZ European 6 (55) 6 (75) 4 (50) 16 (59)

Samoan 2 (18) 0(0) 2 (29) 4 (15)

Maori 1(9.1) 0 (0) 1(13) 2 (7.4)

Indian 1(9.1) 1(13) 0 (0) 2 (7.4)

Other 1(9.1) 1(13) 1(13) 3(11)
Type of insulin treatment, 7 (%)

Pump 7 (64) 4 (50) 4 (50) 15 (56)

Injections 4 (36) 4 (50) 4 (50) 12 (44)
Time since diagnosis, years 8.7 (3.7) 5.8 (4.0) 6.0 (4.9) 7.0 (4.2)
Disordered eating behaviour score  26.3 (17) 13.8 (6.0) 18.6 (8.6) 21.5 (12.4)

NZ, New Zealand.
Data are presented as mean (sp), unless otherwise indicated.

Summary of key qualitative themes and prevalence

Qualitative research

questions Key themes Prevalence
What did 1. Increased coping 13 of 19
participants like resources participants
about the (in 15
programme? responses)
2. Increased common 9 of 19
humanity and shared  participants
experiences (in 16
responses)
3. Increased 7 of 19
mindfulness participants
(in 8
responses)
How would 1. More interactive/ 11 of 19
participants practical activities participants
improve the (in 18
programme? responses)
2. Improved social 5 of 19
aspects participants
(in 8
responses)
3. Changes to location 7 of 19
and duration participants
(in 11
responses)

more practical activities, playing music in the background, or
fewer writing activities. For example, ’I would have liked to
get up more and be active and maybe do a couple more
practical activities® (girl, aged 14).

Improved social aspects

Five participants suggested changes to improve the social
environment of the group, such as having separate groups for
those under/over 14 years and having more time at the start
of the session to get to know other participants; for example,

1858

’make the groups similar ages so that they can relate better
and have a greater experience’ (boy, aged 16).

Changes to location and duration

Participants suggested changes to the location and to the
duration of the sessions by both making the sessions longer
(n=2) and shorter (n=4). Three participants lived at least 40
minutes outside of central Auckland and noted that this was
an issue for them, for example, ’I didn’t dislike anything
major just that the sessions took place very far away for me,
around 45 minutes away’ (boy, aged 15).

Quantitative results

As the study was designed to determine the feasibility and
acceptability of the brief self-compassion programme and
hence was underpowered, no statistical tests are reported.
Mean changes were relatively small across all outcomes,
ranging from 1.2% to 4.8%. Table 3 shows the means and
standard deviations for the outcome measures before and
after the intervention as well as the mean changes. It is also
worth noting that, although outcome measures seemed
suitable for the sample, they may have lacked sensitivity to
measure changes over the short (2-week) measurement time
frame.

The present study is the first to assess the acceptability of
using self-compassion as a therapeutic approach for adoles-
cents with type 1 diabetes and disordered eating behaviour
and to evaluate whether a brief two-session programme
would be feasible in diabetes care. Qualitative data generally
indicated high acceptability, with themes of increased com-
mon/shared humanity, coping resources, and mindfulness
although there were

predominating, suggestions  for
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Means, ranges and standard deviations for quantitative
outcomes before (time point 1 for intervention group; time point 2 for
waitlist control) and after the intervention (time point 2 for
intervention group; time point 3 for waitlist control)

Pre- Post- Mean

intervention intervention change

Mean (sp),  Mean (sp), Mean (sp),
Outcome measure range range Y%
Disordered eating 21.0 (14.7), 21.3 (14.7), 0.3 (5.8),

behaviour* 7.0-56.0 5.0-59.0 1.2
Diabetes distress* 46.5 (17.1), 48.5(18.4), 2.0(7.9),
26.3-77.5 23.75-77.5 4.4
Stress* 17.8 (9.8), 18.7(9.4), 0.9 (6.1),
2.8-34.0 2.0-40.0 4.8
Self-care 68.5 (11.2), 70.0 (9.8), 1.5 (8.4),
behaviours' 47.5-88.8  42.5-83.8 2.2
Self-compassion” 3.0 (0.8), 3.1 (0.9), 0.1 (0.5),
1.2-4.2 1.1-4.7 1.7
Glycaemic control*
mmol/mol 65 (12.0) 62 (10.1) -2.5
(10.6), —
3.9
% 8.1 7.9

"Higher scores are less favourable/ indicate higher symptoma-
tology.
THigher scores are favourable.

improvement. However, despite evidence that a brief self-
compassion programme was acceptable in this group, the
feasibility of a two-session programme, notably from a
research perspective, was less encouraging; possible future
adaptions are discussed below.

Broadly, qualitative findings suggest the brief self-compas-
sion intervention was acceptable and non-threatening to
adolescents with type 1 diabetes. The prevalence of positive
themes, the fact that participants would recommend the
programme to other adolescents with type 1 diabetes, and
the fact that participants showed relatively high engagement
with the programme’s tools outside of sessions are all
suggestive of an acceptable programme. The strengths of
the programme, reflected in prominent themes in the qual-
itative evaluation, included increases in coping resources, a
greater awareness among participants of not being alone in
their struggles (common humanity), and the teaching of
mindfulness. Subjective increases in coping are promising as
coping is central to chronic illness management for adoles-
cents [24]. It is also worth recalling the relative prevalence of
reference to common humanity and mindfulness themes
rather than self-kindness, as this pattern may suggest a need
to make self-kindness more salient, acceptable, or appealing
to this population. Overall, however, qualitative data suggest
clear acceptability of the programme content and also offer
possible directions for programme refinement.

Conversely, indicators of intervention feasibility were less
encouraging. Despite the relatively ‘local’ recruitment con-
text, it took 8 months to acquire 27 participants, suggesting
it may be difficult to recruit a sample size sufficient for a
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fully-powered randomized controlled trial using the same
design, sample and recruitment context. As the focus on
disordered eating screening was a factor that deterred
involvement, future research may benefit from retaining this
focus while removing screening as an inclusion criterion. In
addition, nine of the 19 adolescent participants could only
attend one of the two sessions because of competing
commitments. This issue, coupled with the fact that a trained
Making Friends with Yourself teacher would probably be
needed to facilitate sessions, may further limit the feasibility
of the programme, at least as delivered in a face-to-face
format.

As face-to-face group sessions were shown to have limited
feasibility, focus groups (including participants of the present
feasibility trial) are planned to explore possible adaptions.
Adapting the sessions to a digital intervention format is one
possible solution to feasibility concerns that will be explored
with adolescents in the focus groups. Digital psychological
interventions have already been shown to be acceptable and
beneficial for adolescents with type 1 diabetes [25]. In
addition, digitally-based interventions involving elements of
a website, an app, video conferencing and/or a chatbot
would probably improve accessibility (reducing location and
time barriers), independence of participants (many adoles-
cents rely on caregiver transport or scheduling), personaliza-
tion of content (regarding time and activities), scaling (across
more diabetes teams) and cost-effectiveness (in terms of
hiring facilitators) [26]. Further, as adolescents already use
online platforms to relate to one another and for education,
they may prefer this method of delivery. Further, a digital
adaption may reduce the possible stigma of participating in a
psychological intervention focusing on disordered eating
behaviour [26]. However, specific issues with engagement
and retention will need to be explored. Of particular note,
careful thought will need to be given to the delivery of
content designed to enhance perceptions of common human-
ity in the absence of face-to-face contact. Cultural consider-
ations will also be explored further in these focus groups, by
including a group solely for adolescents who identify as
Maori and/or Pacific.

Taken as a whole, this study is clear in demonstrating that,
while self-compassion is acceptable as a therapeutic
approach for adolescents with type 1 diabetes and disordered
eating behaviour, there are probably issues with feasibility.
Put another way, while self-compassion remains a good
conceptual fit with regard to the concerns, stressors and
difficult emotions experienced by adolescents with type 1
diabetes and disordered eating behaviour, feasibility issues
suggest a digital intervention is likely to be more successful in
terms of recruitment, accessibility, dissemination and scaling,
as well as clinical usability. Altogether, the study lays the
groundwork for future research investigating self-compas-
sion in adolescents with type 1 diabetes and disordered
eating behaviour, and suggests digital interventions warrant
exploration for this population to ensure clinically usability.

1859



DIABETICMedicine

Funding sources

None.

Competing interests

None declared.

Acknowledgements

We thank the adolescents and their families who participated

in the study, as well as the Starship Diabetes team for their

help with recruitment.

10

Araia E, Hendrieckx C, Skinner T, Pouwer F, Speight J, King RM.
Gender differences in disordered eating behaviors and body
dissatisfaction among adolescents with type 1 diabetes: results
from diabetes MILES youth—Australia. Int | Eat Disord 2017; 50:
1183-1193.

Peveler RC, Bryden KS, Neil HAW, Fairburn CG, Mayou RA,
Dunger DB et al. The relationship of disordered eating habits and
attitudes to clinical outcomes in young adult females with type 1
diabetes. Diabetes Care 2005; 28: 84-88.

Broadley M, Zaremba N, Andrew B, Ismail K, Treasure ], White M
et al. 25 Years of psychological research investigating disordered
eating in people with diabetes: what have we learnt? Diabet Med
2020; 37: 401-408.

Olmsted MP, Daneman D, Rydall AC, Lawson ML, Rodin G. The
effects of psychoeducation on disturbed eating attitudes and
behavior in young women with type 1 diabetes mellitus. Int | Eat
Disord 2002; 32: 230-239.

Grylli V, Wagner G, Hafferl-Gattermayer A, Schober E, Karwautz
A. Disturbed eating attitudes, coping styles, and subjective quality
of life in adolescents with type 1 diabetes. | Psychosom Res 2003;
59: 65-72.

Neff K. Self-compassion: An alternative conceptualization of a
healthy attitude toward oneself. Self Identity 2003; 2: 85-101.
Marsh IC, Chan SW, MacBeth A. Self-compassion and psycholog-
ical distress in adolescents—a meta-analysis. Mindfulness 2018; 9:
1011-1027.

Brion JM, Leary MR, Drabkin AS. Self-compassion and reactions
to serious illness: The case of HIV. | Health Psychol 2014; 19: 218
229.

Pinto-Gouveia J, Duarte C, Matos M, Frdguas S. The protective
role of self-compassion in relation to psychopathology symptoms
and quality of life in chronic and in cancer patients. Clin Psychol
Psychother 2014; 21: 311-323.

Clegg S, Sirois F, Reuber M. Self-compassion and adjustment in
epilepsy and psychogenic nonepileptic seizures. Epilepsy Behav
2019; 100: 106490.

1860

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

Brief self-compassion intervention e A. L. Boggiss et al.

Dowd AJ, Jung ME. Self-compassion directly and indirectly
predicts dietary adherence and quality of life among adults with
celiac disease. Appetite 2017; 113: 293-300.

Friis A, Johnson M, Cutfield R, Consedine N. Does kindness
matter? Self-compassion buffers the negative impact of diabetes-
distress on HbAlc. Diabet Med 2015; 32: 1634-1640.

Bluth K, Eisenlohr-Moul TA. Response to a mindful self-compas-
sion intervention in teens: A within-person association of mindful-
ness, self-compassion, and emotional well-being outcomes. |
Adolesc 2017; 57: 108-118.

Bluth K, Gaylord SA, Campo RA, Mullarkey MC, Hobbs L.
Making friends with yourself: A mixed methods pilot study of a
mindful self-compassion program for adolescents. Mindfulness
2016; 7: 479-492.

Friis AM, Johnson MH, Cutfield RG, Consedine NS. Kindness
matters: a randomized controlled trial of a mindful self-
compassion intervention improves depression, distress, and
HbA1lc among patients with diabetes. Diabetes Care 2016; 39:
1963-1971.

Markowitz JT, Butler DA, Volkening LK, Antisdel JE, Anderson
BJ, Laffel LM. Brief screening tool for disordered eating in
diabetes: internal consistency and external validity in a contempo-
rary sample of pediatric patients with type 1 diabetes. Diabetes
Care 2010; 33: 495-500.

Boggiss AL, Consedine NS, Jefferies C, Bluth K, Hofman PL,
Serlachius AS. Protocol for a feasibility study: a brief self-
compassion intervention for adolescents with type 1 diabetes and
disordered eating. BM] Open 2020; 10: e034452.

Hsieh H-F, Shannon SE. Three approaches to qualitative content
analysis. Qual Health Res 2005; 15: 1277-1288.

Weinger K, Butler HA, Welch GW, La Greca AM. Measuring
diabetes self-care: a psychometric analysis of the Self-Care
Inventory-Revised with adults. Diabetes Care 2005; 28: 1346-
1352.

Polonsky WH, Anderson BJ, Lohrer PA, Welch G, Jacobson AM,
Aponte JE et al. Assessment of diabetes-related distress. Diabetes
Care 1995; 18: 754-760.

Raes F, Pommier E, Neff KD, Van Gucht D. Construction and
factorial validation of a short form of the self-compassion scale.
Clin Psychol Psychother 2011; 18: 250-255.

Cohen S, Kamarck T, Mermelstein R. A global measure of
perceived stress. | Health Soc Bebav 1983; 24: 385-396.

Puhl R, Suh Y. Stigma and eating and weight disorders. Curr
Psychiatry Rep 2015; 17: 10.

Lansing AH, Berg CA. Topical review: Adolescent self-regulation
as a foundation for chronic illness self-management. | Pediatr
Psychol 2014; 39: 1091-1096.

Grey M, Whittemore R, Jeon S, Murphy K, Faulkner MS,
Delamater A et al. Internet psycho-education programs improve
outcomes in youth with type 1 diabetes. Diabetes Care 2013; 36:
2475-2482.

Price M, Yuen EK, Goetter EM, Herbert JD, Forman EM, Acierno
R et al. mHealth: a mechanism to deliver more accessible, more
effective mental health care. Clin Psychol Psychother 2014; 21:
427-236.

© 2020 Diabetes UK



