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Appendix 1 
COREQ 

(COnsolidated criteria for REporting Qualitative research) checklist 

 

A checklist of items that should be included in reports of qualitative research. You must 

report the page number in your manuscript where you consider each of the items listed 

in this checklist. If you have not included this information, either revise your 

manuscript accordingly before submitting or note n/a. 
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We would like to invite you to take part in a research study. Before you decide whether you 
would like to take part it is important that you understand why the research is being done and 
what it would involve for you. Please take time to read the following information carefully 
and discuss it with others if you wish. Ask us if there is anything that is not clear or if you 

would like more information. 
 

What is the purpose of the study? 
 

The aim of the study is to understand your perceptions and experiences of working with 
clients who suffered from psychological trauma. We are particularly keen to understand how 
working with people who have experienced emotional traumatic events, might positively or 

negatively impact your own health and well-being. 
 

Why have I been invited? 
 

You have been invited to participate in this study because you are a qualified psychologist 
and you are or have worked in an NHS service. We are interested in understanding the 

experiences of professionals with direct contact with clients who suffered from psychological 
trauma. The study aims to recruit twelve professionals. 

 
Do I have to take part? 

 
No. Participation in the project is voluntary. It is up to you to decide whether or not to take 
part. If you do decide to take part you will be asked to sign a consent form. If you decide to 

take part you are still free to withdraw at any time and without giving a reason. You will have 
an opportunity to ask any questions you may have. 

 
What will happen if I take part? 

 
If you would like to participate in the study, please contact the researcher by email to arrange 
a convenient date and time to interview you. Ideally, we would like to interview face to face 

at a location convenient to you, this could be a community centre or a café close to 
work/home. The interview will last approximately one hour.  

 
 

 

 

What do I have to do? 

 
The interview will ask questions about the environment you work in, the aspect you enjoy, 
what aspects you find challenging, how you deal/cope with more distressing situations. We 
will ask you to consider what factors help your work and the impact this may have on your 

personal life. The interview will be audio-recorded with your consent. 
 

What are the possible disadvantages and risks of taking part? 
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Introduction/establish relationship: 
Participant and researcher introductions, making participant at ease by reassuring about 
confidentiality, thanking participants for deciding to participate in the interview, asking 
preference in addressing participant with first or family name. 
 
Purpose: 
Explanation of the aims of the interview; e.g. I would like to ask you some questions about 
your working in NHS services and the impact that this has on your well-being. 
 
Timeline: 
The interview will last up to an hour according to the amount and depth of information you 
wish to share. Do you have any questions before starting? 
 
Topics Questions 

 
Views regarding working in the NHS 
settings. 

Q: What brought you to work as a 
psychologist? 
Q: What aspect do/did you enjoy most about 
working in the NHS settings? 
Q: What is the level of freedom and control 
you have/had over your work in the NHS 
services? 
Q: Does/did your work match your 
expectations and beliefs? 
 

Views on relationship with the clients. Q: What type of clients do/did you work 
with? 
Q: Do/did you have any particular category 
of clients you like working with? 
 

Views regarding issues arising from clients 
who sustained traumatic or emotionally 
difficult experiences. 

Q: During your work have you encountered 
clients who sustained traumatic or 
emotionally difficult experiences? 
Q: Could you tell me more about this 
experience? How did you react to it during 
that period? What feelings, emotions and 
physical reactions did you experience as a 
result of your dealing with those issues? 
Q: What helped you to overcome the 
moment of difficulties? 
Q: Did you talk about the difficulties with 
anybody else? How was it? 
Q: Did you seek support among your service 
(e.g. supervisor, colleagues)? 
Q: After X years from that episode, what 
sense do you make of it? 
Q: How do you switch off from the 
involvement with clients? 
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Researcher: Anastasios Toumpanakis 
Email: Anastasios.Toumpanakis@city.ac.uk 
 
Supervisor: Dr Triece Turnbull 
Email: Triece.Turnbull@city.ac.uk 
 
What was the aim of the study? 
 
The aim of the study was to understand your perceptions and experiences of working with 
clients with trauma. We wished to understand how working with people who had 
experienced psychologically traumatic events, may impact your own health and well-
being. 
 
If I still have concerns and queries about this study, could I ask questions at this stage? 
 
Please, ask any questions you might still have to the researcher after the interview by 
contacting him via the email provided. 
 
How can I contact the researcher if I wish to withdraw after the interview? 
 
Do not hesitate to contact the researcher after the interview by email at the contact provided. 
 
How can I get the outcome of this study? 
 
If you wish to receive a copy of the completed study please email the researcher at the contact 
provided. 
 
This interview has caused me distress but I am not at ease at discussing with the 
researcher now. What should I do? 
 
Please contact your GP who could direct you to counselling support services available close 
to your location. Alternatively, you could contact your Occupational Health Department or 
consult www.mind.org.uk for further general mental health information. 
 
Thank you for taking part in this research study. 
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3. I understand that my participation is voluntary, that I can choose 
not to participate in part or all of the project, and that I can 
withdraw at any stage of the project without being penalized or 
disadvantaged in any way. 
 

 

4. I agree to City, University of London recording and processing 
this information about me. I understand that this information 
will be used only for the purpose(s) set out in this statement and 
my consent is conditional on the University complying with its 
duties and obligations under the Data Protection Act 1998. 
 

 

5.  I agree to take part in the above study. 
 

 

 

____________________ ____________________________ _____________ 
Name of participant  Signature    Date 
 
____________________ ____________________________ _____________ 
Name of researcher  Signature    Date 
 
 
When completed, 1 copy for participant; 1 copy for researcher file. 
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is three times as common among people with diabetes. The psychological stress associated 

with the management of diabetes could lead to elevated symptoms of depression.11 Depression 

comorbid with T2D has been associated with poorer glycaemic control and poorer management 

of the condition.12-14 

 

Diabetes management 

 

In January 2018 the American Association of Clinical Endocrinologists and the 

American College of Endocrinology released their new guidelines in which they suggest that 

plant-based diet is the optimal nutrition plan for people with diabetes as it promotes the well-

being and the better management of diabetes.15 

 

The IDF reports that the most influential factor for the development of T2D is lifestyle 

behaviour commonly associated with poor diet (e.g. processed and high fat content foods).2 

The WHO underlines the importance of achieving a standardised and consistent management 

approach by promoting interventions that support healthy diets.1 

 

There is a large body of research that suggests the association between high meat 

consumption and T2D.16-19 The European Prospective into Cancer and Nutrition (EPIC)-

InterAct study20 is a large prospective cohort study which explored the role of lifestyle and 

genetics on the risk of developing T2D in approximately 340,000 adults from eight countries 

in Europe during a mean period of eleven years. The results of the EPIC-InterAct study20 show 

a high risk of T2D among individuals with high meat consumption, specifically red and 

processed meat. Moreover, after controlling and managing other risk factors for T2D (e.g. 

smoking, physical activity, alcohol intake), the association between meat consumption and 

incidence of T2D remained statistically significant. This suggests the importance of healthy 

diet behaviour in the management of T2D. 

 

The term plant-based diet refers to eating habits that avoid the consumption of most or 

all animal products and support high consumption of fruits, vegetables, legumes, seeds, whole 

grains and nuts.21 Satija et al.22 reviewed three prospective cohort studies of a total sample of 

200,727 participants and concluded that a plant-based diet is associated with significantly lower 

risk of T2D. Tonstad et al.23 state that plant-based diets could effectively and substantially 

decrease diabetes incidents. Furthermore, high consumption of fibre, whole grains, fruits and 
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Table 1: Quality assessment results for the included studies 
Author(s)/Year Selection 

Bias 
Study 
Design 

Confounders Blinding Data Collection Methods Withdrawal and 
Dropouts 

 

Global Rating 

Wright, Wilson, Smith, Duncan & McHugh, 
(2017) 

Moderate Strong Weak Moderate Strong Moderate Moderate 

Lee, Kim, Lee, Kim, Park, Jeong, Jeon, Shin & Lee, 
(2016) 

Strong Strong Strong Moderate Strong Strong Strong 

Bunner, Wells, Gonzales, Agarwal, Bayat & Barnard, 
(2015) 

Strong Strong Strong Moderate Strong Strong Strong 

Soare, Khazrai, Del Toro, Roncella, Fontana, Fallucca, 
Angeletti, Formisano, Capata, Ruiz, Porrata, Skrami, 
Gesuita, Manfrini, Fallucca, Pianesi & Pozzilli, 
(2014) 

Strong Strong Strong Moderate Strong Strong Strong 

Mishra, Xu, Agarwal, Gonzales, Levin & Barnard, 
(2013) 

Moderate Strong Strong Moderate Strong Moderate Strong 

Kahleova, Hrachovinova, Hill & Pelikanova,  
(2013) 

Strong Strong Strong Moderate Strong Strong Strong 

Kahleova, Matoulek, Malinska, Oliyarnik, Kazdova, 
Neskudla, Skoch, Hajek, Hill, Kahle & Pelikanova, 
(2011) 

Strong Strong Strong Moderate Strong Strong Strong 

Ferdowsian, Barnard, Hoover, Katcher, Levin, Green & 
Cohen, 
(2010) 

Moderate Strong Strong Moderate Strong Strong Strong 

Barnard, Gloede, Cohen, Jenkins, Turner-McGrievy, 
Green & Ferdowsian, 
(2009b) 

Strong Strong Strong Moderate Strong Strong Strong 

Barnard, Cohen, Jenkins, Turner-McGrievy, Gloede, 
Green & Ferdowsian, 
(2009a) 

Strong Strong Strong Moderate Strong Strong Strong 

Nicholson, Sklar, Barnard, Gore, Sullivan & Browning, 
(1999) 

Strong Strong Strong Moderate Strong Moderate Strong 
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RESULTS 

 

Study selection process 

 

The search strategy retrieved 1,240 articles. After removing the duplicates, the title/abstract 

screening process identified 41 studies. After a further full-text assessment, thirty articles were excluded 

from the systematic review and eleven met the inclusion criteria (please see Figure 1). No additional 

publications were found through reference lists and hand searching. 

 

The included studies relied on different tools in order to extract psychological data outcomes, and 

therefore a meta-analysis was not possible in this regard. For the other outcomes of our study, we 

considered that because the overall pooled N in the study is small, the CIs would be quite wide due to 

imprecision, which might cause our pooled estimate to cross the null hypothesis, which would make it 

difficult to draw a conclusion in either direction. Dietary interventions are difficult to engage a large 

number of individuals as it is hard for participants to alter their dietary patterns for a medium/long period 

of time. Our aim was to present as clear as possible the physical and psychological outcomes of plant-

based interventions. 

 

 
Figure 1: Study selection process 

 

 

Total identified articles
(n = 1,240)

Articles after removal of 
duplicates 
(n = 516)

Articles screened 
(n = 516)

Articles excluded based 
on title/abstract 

(n = 475)

Full text articles assessed 
for eligibility

(n = 41)

Studies excluded for not 
focussing on plant-based 

diet interventions 
(n = 20)

Studies excluded for not 
providing baseline and 

end-line values of HbA1c
(n = 10)

Full text articles excluded 
after assessment 

(n = 30)

Studies included in 
systematic review

(n = 11)
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professionals (medical doctors, registered dieticians) delivered the dietary interventions in all of the 

studies. 
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Table 2: Data extraction of the studies used for the systematic review 

Author(s), Year, 

Country 

Study 

design 

Duration  

(weeks) 

Sample N 

(IG/CG) 

Mean age 

(years) 

(IG/CG) 

Males (%) 

(IG/CG) 

HbA1c (%) 

IG 

(Baseline/End-line) 

HbA1c (%) 

CG 

(Baseline/End-line) 

Exposure 

diet 

Comparator 

diet 

Outcomes 

Wright et al.,  

2017, 

New Zealand 

RCT 24 9* 

(7/2) 

56 

(56/56) 

40.0 

(33.3/46.9) 

6.0/5.7 5.5/5.7 Low-fat  

plant-based 

Omnivorous Quality of life significantly improved in 

the IG. General and nutritional self-

efficacy and self-esteem was 

significantly greater in the IG than in the 

CG. Medication usage decreased in the 

IG group, while it increased in the CG. 

Adherence was significantly greater in 

the IG. 

 

Lee et al.,  

2016, 

South Korea 

RCT 12 93 

(46/47) 

58.1 

(57.5/58.3) 

19.25 

(13.0/25.5) 

7.7/7.1 7.4/7.2 Vegan Korean 

Diabetic 

Association 

guidelines 

 

Reduction in HbA1c was significantly 

greater in the IG than in the CG. FBG 

reduced only in the IG. There was a 

greater decrease in LDL cholesterol in 

the IG. Triglycerides increased in the IG 

and decreased in the CG. The CG 

reported higher rates of adherence. 

 

Bunner et al.,  

2015, 

USA 

RCT 20 34 

(17/17) 

57 

(57/58) 

44.1 

(35.3/53.0) 

8.0/7.2 7.8/7.8 Low-fat  

plant-based 

Omnivorous Quality of life significantly improved 

within the IG. Significant improvements 

in pain were found in the IG. The IG had 

a significant reduction in HbA1c. 

Reduction in weight was significantly 

greater in the IG than in the CG. Total 

and LDL cholesterol decreased in the IG 

and increased in the CG. There was a 

greater increase of triglycerides in the 
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FINDINGS 

 

Quality of life, psychological and social well-being 

 

Quality of life significantly improved only in the intervention group35, 41 (p=0.01; 

p<0.05), and significant improvements in the intervention group in both psychological and 

physical components summary44 (p<0.001; p<0.0001) were also reported. The control group 

showed a significant improvement only in the physical component summary44 (p=0.03). 

Significant differences between the two groups in favour of the intervention group were 

reported for both the psychological and physical component summary44 (p<0.01; p=0.03). 

Depression levels dropped and reached statistical significance only in the intervention group35 

(p=0.03). Changes in perceived pain and neuropathy symptoms were reported as pain 

significantly decreased between groups favouring the intervention group41 (p=0.04). Also, a 

significant decline in foot conductance was reported in the control group41 (p=0.03), suggesting 

that the intervention might have stopped or slowed down the progress of nerve impairment. 

Furthermore, statistically significant differences were reported in favour of the intervention 

group for self-esteem44 (p<0.01), nutritional efficacy44 (p<0.0001) and general efficacy44 

(p=0.01). 

 

Overall, the results suggest that a plant-based diet could improve the overall quality of 

life, psychological well-being and chronic diabetic neuropathy in people with T2D without 

changes in food enjoyment and diet costs. In addition, the slight increase in electrochemical 

skin conductance in the intervention group and the significant decline of the control group41 

makes plant-based diet intervention promising for further testing in people with painful T2D 

neuropathy. 

 

Adherence, acceptability and diet behaviour 

 

Five studies36, 37, 39, 41, 44 reported greater adherence among the participants of the 

intervention group compared with the control group, while one study43 showed high adherence 

among both groups. Also, one study40 reported complete adherence to the plant-based 

intervention diet in approximately half of participants (44 per cent). In contrast, Lee et al.45 

reported that the control group reported higher adherence (p=0.002) compared with the 



 

192 
 

intervention group, while the percentage of participants who reported high adherence was 

significantly higher in the control group compared with the intervention group (p<0.001). 

 

Dietary restraint increased to a greater extent only in the control group35, 37, suggesting 

that the control groups felt more constrained by their assigned diet than the participants of the 

plant-based diet groups. Dietary disinhibition decreased significantly only in the intervention 

group (p=0.01) in one study35, while Barnard et al.37 reported that it was declined in both 

groups, suggesting that individuals in both groups were feeling less hungry compared with 

baseline and they were less likely to overeat as a response to stressful stimuli. Also, no 

significant differences between the two groups were reported with regard to food 

acceptability.37 Within-group analysis demonstrated significant improvement in levels of 

energy only in the intervention group (p<0.001)37, while the control group reported significant 

improvement in digestion (p<0.05).37 

 

Overall, the results showed that even though the plant-based diets were slightly more 

demanding in initial effort, adherence was greater among those in the intervention groups 

compared with the control groups, suggesting high rates of acceptability of the plant-based diet 

among the participants of the intervention groups. In addition, control group diets were more 

likely to be described as constraining, and as a result dietary restraint was higher in the control 

groups. 

 

HbA1c and diabetes control 

 

All nine studies provided baseline and end-line measures for HbA1c. In eight studies 

the decrease of HbA1c was greater among participants in the intervention groups compared 

with the control groups, while in one study40 the decrease was similar in both groups. After 

excluding Wright et al.44 for reasons of not reporting HbA1c levels specifically for participants 

with T2D and after performing weighting statistical adjustment, the mean difference among 

the eight studies that provided specific HbA1c levels for participants with T2D between 

baseline and end-line measurements shows a decrease of 0.55 per cent in the intervention 

groups and 0.19 per cent in the control groups. The results suggest that participants in the 

intervention groups managed to better control their diabetes via the plant-based diet compared 

with participants in the control groups. 
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Further analyses of HbA1c levels in two studies36, 40 among participants whose 

medication remained unchanged showed a greater decrease of 1 per cent in the intervention 

group compared with a decrease of 0.2 per cent in the control group in the one study40 and 

significantly decreased by 0.9 per cent only in the intervention group (p=0.002) in the other.36 

 

 In addition, an analysis among participants who reported high adherence showed a 

greater difference of HbA1c levels between the two groups45: a significant within-group 

decrease of 0.9 per cent in the intervention group (p<0.01) and a significant within-group 

decrease of 0.3 per cent in the control group (p<0.05). The reported decrease between the two 

groups was significantly greater in the intervention group compared with the control group 

among participants of high adherence (p=0.01).45 

 

Further medical outcomes 

 

Six studies reported a reduction or discontinuation of diabetes-related medication 

among participants at end-line.36, 38, 41, 42, 43, 44 Interestingly, Nicholson et al.42 mentioned that 

two intervention group participants on insulin decreased their insulin doses from baseline to 

end-line. Moreover, three intervention group participants decreased and one discontinued the 

oral hypoglycaemic treatment.42 Additionally, two participants in the intervention group 

discontinued the antihypertensive medication at end-line.42 In contrast, participants in the 

control group did not have changes on their medication.42 Barnard et al.38 reported that 35 per 

cent (n=17) of the participants in the intervention group reduced their T2D medication in 

contrast to 20 per cent (n=10) of the participants in the control group. Kahleova et al.36 showed 

that the diabetic medication reduced in 43 per cent of participants in the intervention group and 

in 5 per cent of participants in the control group. Soare et al.43 mentioned that from a total of 

seven participants on oral hypoglycaemic medication in the intervention group, five of them 

discontinued their medication. In the control group one participant discontinued the oral 

hypoglycaemic medication treatment.43 Similarly, Bunner et al.41 reported that ten participants 

in the intervention group reduced the glucose-lowering treatment, while in the control group 

one participant reduced the glucose-lowering medication. Moreover, four intervention group 

participants decreased the lipid-lowering medication, while no participant reduced it in the 

control group.41 Wright et al.44 reported that two participants with T2D in the intervention 

group did no longer meet the criteria for T2D diagnosis at end-line.  
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Two studies reported an increase in diabetes-related medication at end-line38, 41, and one45 

reported that 14 per cent (n=7) of the participants in the intervention group and 23 per cent 

(n=12) participants of the control group increased the diabetes medication doses. Bunner et 

al.41 showed that two participants in the intervention group and two in the control group 

increased the glucose-lowering medication. Also, the lipid-lowering medication increased in 

one intervention group participant and in three control group participants.41 

 

Weighting statistical adjustment has been performed for all the mean values that follow. 

The review indicated a significantly greater weight loss in participants in the intervention 

groups (mean weight loss was 5.23kg) compared with the control groups (mean weight loss 

was 2.83kg). 36, 38, 41, 42, 43 Four studies36, 38, 42, 43 showed a significant decrease in FBG only in 

the intervention groups, while one study45 reported a reduction in FBG only in the intervention 

group but without meeting statistical significance. The mean FBG decrease was 22.91mg/dL 

in the intervention groups and 11.58mg/dL in the control groups. Total cholesterol declined, 

with the reduction being greater in the intervention groups (mean decrease was 21.98mg/dL) 

compared with the control groups (mean decrease was 11.14mg/dL) in four studies36, 38, 41, 43, 

of which two36, 43 reported significant results in favour of the intervention groups (p< 0.0001; 

p<0.001). In addition, one study41 reported an increase in total cholesterol in the control group. 

LDL cholesterol greatly decreased among participants in the intervention groups (mean 

reduction was 12.43mg/dL) compared with the control groups (mean reduction was 

6.76mg/dL) in five studies36, 38, 41, 43, 45, of which three36, 38, 43 showed significant reduction only 

in the intervention groups (p<0.05; p<0.01; p<0.001). One study41 reported an increase in LDL 

among participants in the control group. A greater reduction in triglycerides was reported in 

the intervention groups (mean decline was 12.86mg/dL) compared with the control groups 

(mean decline was 5.79mg/dL).36, 38, 41, 42, 45 One study38 reported a significant reduction 

(p<0.05) in triglycerides, while two studies41, 45 reported an increase of triglycerides, of which 

one41 showed an increase in both groups and the other45 showed that triglycerides surprisingly 

were increased in the intervention group and decreased in the control group. In both studies41, 

45 the results did not reach statistical significance. 

 

 

 

 

DISCUSSION 
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With regard to diabetes control, this systematic review demonstrates that a plant-based 

diet intervention can significantly reduce HbA1c in adults with T2D and potentially reduce 

diabetes medication. Eight of the included studies reported baseline and end-line HbA1c levels 

of participants with T2D.36, 38-43, 45 All eight studies reported a greater reduction of HbA1c 

levels among participants in the intervention groups compared with the control groups, with an 

average decrease of 0.55 per cent in the intervention groups and 0.19 per cent in the control 

groups. This result is consistent with the findings of previous research.29 Furthermore, findings 

from six studies reported a reduction or discontinuation of diabetes-related medication in the 

intervention groups.36, 38, 41-44 

 

Five studies reported significant greater weight loss in the intervention group (mean 

weight loss 6.06 kg) compared with the control group (mean weight loss 2.66 kg) from baseline 

to end-line.36, 38, 41-43 Three studies reported significant improvements in FBG levels.36, 38, 42 

Two studies demonstrated a significant decrease in LDL cholesterol levels in the intervention 

groups36, 38, while one study showed a decrease in total cholesterol and triglycerides levels.38 

There are studies that have demonstrated that a plant-based diet can significantly lower total 

cholesterol, LDL cholesterol, triglycerides and the overall risk for CVD.49-52 This is noteworthy 

because CVD is one of the main comorbidities of T2D53, 54 and one of the main causes of 

premature mortality in the diabetic population.55-59  

 

The present systematic review has several strengths. It is the first review, to our 

knowledge, that attempted to summarise the significant psychological outcomes of a plant-

based diet intervention in adults with T2D. Furthermore, the included CTs conducted in several 

different countries (Czech Republic, Italy, New Zealand, South Korea and USA), which 

suggests that generalisability of the findings in the UK setting is likely. Also, by reviewing CTs 

which focus on dietary patterns and not isolated nutrients makes the findings of the review 

easier to be applied to the general population. Finally, when plant-based diets were compared 

with official guidelines from a number of countries, the plant-based diet was found to be 

superior. Although this is a preliminary review of evidence specific to people with T2D, other 

research which includes but is not specific to people with diabetes supports the psychological 

findings.60, 61 
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secondary care. This in turn means that a greater workload will be potentially put on healthcare 

staff who have already been working under major budget cuts these years. Moreover, there are 

serious problems stemming primarily from staff shortages and resources difficulties that 

healthcare workers have to deal with (Christodoulou, Ploumpidis, Christodoulou, & 

Anagnostopoulos, 2010) and therefore make healthcare staff vulnerable to the development of 

burnout syndrome that could subsequently lead to increased turnover and decreased 

productivity. There is a need to identify risk factors for burnout among healthcare workers so 

that the likelihood of burnout can be potentially minimised. In addition, there is further need to 

develop cost-effective interventions that are feasible in times where state funding and resources 

allocation are low. 

 

Objectives 

 

The aim of this study is to develop and implement an intervention for burnout for Greek 

mental health professionals. A rehabilitation intervention was used and aimed to cause 

behavioural change through increased perceived control for the mental health professional. The 

intervention comprised strategies of stress and time management techniques and 

psychoeducation in order to raise awareness of burnout among the employees. Furthermore, 

the intervention aimed to increase job satisfaction among employees. It was hypothesised that 

participants will score higher in burnout levels before the implementation of the intervention 

compared to their burnout scores after the completion of the intervention. A second hypothesis 

was that there will be a negative correlation relationship between burnout and job satisfaction. 

Higher scores in job satisfaction will be associated with lower scores in burnout. 

 

 

 

 

METHODS 

 

A cross-sectional design approach was employed in order to investigate the desired 

variables at two different time points over a period of one month. The intervention for burnout 

is the independent variable of the study while the levels of burnout and job satisfaction among 

the participants were the dependent variables.  
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Participants 

 

Participants were recruited through opportunistic sampling from two mental health 

institutions in Athens, Greece named Iris and Attiki respectively. Recruitment flyers were given 

to the managers of both clinics in order to pass them to the staff. The individuals who expressed 

an interest to participate in the study were given envelopes that included information sheets, 

questionnaires and consent and debriefing forms. In addition, contact details were passed to 

the individuals in order to contact the researchers for further enquiries in regards to the study. 

Out of the 94 employees of the two clinics, 43 agreed to participate in the study. 

 

Measures 

 

Maslach Burnout Inventory (MBI)-Greek version 

 

The MBI is an introspective inventory consisting of 22 items pertaining to occupational 

burnout. It is designed for professionals who work in human services who are focussed on 

supporting and assisting people, offering guidance, preventing harm and ameliorate physical, 

emotional and/or cognitive problems. The MBI assesses the emotional exhaustion, 

depersonalisation and reduced personal accomplishments. Participants have to complete a 

seven-point scale from zero (never) to six (every day) and state how often in the period of the 

last twelve months they have experienced the described feeling with regards to their job. The 

Greek version of MBI has demonstrated good reliability and validity. 

 

 

 

 

Job Satisfaction Survey (JSS) 

 

The JSS is a 36-item, nine facet scale and measures employee attitudes about their job 

and aspects of it. Each of the nine facets has 4 items to measure and participants have to 

complete a six-point scale from one (disagree very much) to six (agree very much). 

 

Educational handout 
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Overall, 43 individuals participated in the study of which 22 were males and 21 were 

females (please see Table 1). The mean age of participants was 35 years (34 years for males 

and 36 years for females). The mean number of years working at the clinic for all participants 

was 8.79 years (7.81 years for males and 9.81 for females). 

 
Table 1: Means and standard deviations (SD) of demographics 

Gender 

 

(N) 

Age (years) 

 

Mean                              (SD) 

Number of years working at the 

clinic 

Mean                              (SD) 

Male                                   22 34                                    6.70 7.81                                 5.47 

Female                               21 36                                    7.69 9.81                                 6.65 

Total (N)                           43 35                                    7.21 8.79                                 6.09 

 

Burnout 

 

The paired samples t-test showed that the scores for burnout among the mental health 

professionals were significantly lower after the intervention compared to the burnout scores 

before intervention t(42)=4.29, p=0.00 (please see Table 2). The independent t-tests revealed 

no significant differences between males and females in burnout scores before [t(41)=1.38; 

p=0.18] or after the intervention [t(41)=0.99; p=0.325] (please see Table 2). Although there 

was no statistical significance, the male participants reported higher scores of burnout than 

their females colleagues both pre and post intervention. 

 

 

 

 

 
Table 2: Means and standard deviations (SD) of burnout scores 

Gender Burnout scores  

pre-intervention 

Mean                                    (SD) 

Burnout scores  

post-intervention 

Mean                                 (SD) 

Male                                   22 77.68                                    32.27 64.23                                 26.80 

Female                               21 65.52                                    24.88 56.95                                 20.55 

Total (N)                           43 71.74                                    29.21 60.67                                 23.95 

 

Job satisfaction 
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However, the moderate success of the intervention was somewhat limited in that it did 

not improve levels of job satisfaction, and no significant relationship between job satisfaction 

and burnout was found. This finding implies that job satisfaction is irrelevant in the prediction, 

prevention or management of burnout. Furthermore, components of mismatch such as job 

control and community (which were addressed in the intervention) were ineffective at 

improving, and perhaps not so relevant to job satisfaction. Thus, burnout scores improved 

regardless of the fact that job satisfaction did not, suggesting that the two factors are 

independent from each other. This finding is in contrast with other studies that suggest a direct 

link between burnout and job satisfaction (Kroupis et al., 2017; Salyers et al., 2013; Ogresta et 

al., 2008; Ozyurt et al., 2006; Tsigilis et al., 2006). Moreover, previous research has 

demonstrated a significant negative association between burnout symptoms and job 

satisfaction, with a large effect size (Niebrugge, 1994; Mirsalimi & Roffe, 1991). A study by 

Innstrand, Espnes, and Mykletun (2004) employed a similar intervention found that employees 

who had undergone the provided intervention had experienced a significant reduction in 

emotional exhaustion as well as an increase in job satisfaction.   

 

With respect to the present study, it may be the case that: (1) the short time span between 

the intervention and participant completion of the job satisfaction questionnaire at post-

intervention, did not allow sufficient time for the effects of the intervention to be present 

(Innstrand et al., 2004); (2) the questionnaire used to measure job satisfaction did not provide 

adequate means of measuring this variable; (3) other methodological flaws in the design meant 

that results failed to reach significance, or (4) the intervention addressed areas of mismatch 

which are relevant to burnout (e.g. control), but not so much to job satisfaction.  

 

Job satisfaction might be related to other variables which were not addressed in the 

intervention (e.g. values, fairness at workplace, rewards, job expectations). Literature suggests 

that work-related emotional exhaustion, stress, anxiety, anger, frustration, withdrawal and 

turnover could be a result of unmet job expectations that subsequently contribute to lower 

levels of job satisfaction (Ng & Feldman, 2014; Proost, van Ruysseveldt & van Dijke, 2012; 

Worsley et al., 2009; Houkes, Janssen, de Jonge, & Bakker, 2003; Lee & Ashforth, 1996). 

 

The result that males and females did not significantly differ in levels of burnout or job 

satisfaction is perhaps not surprising in light of previous literature which has generally failed 

to establish clear findings on the gender aspect (Maslach et al., 2001) and any differences that 
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elements. This is with good reason considering that these three symptoms respond differently 

to intervention (van Dierendonck, Garssen, & Visser, 2005). Generally, emotional exhaustion 

decreases with intervention but cynicism and low levels of personal accomplishment can be 

harder to combat. 

 

The sample population used a diverse range of healthcare professionals including 

physicians, psychiatrists, nurses, healthcare assistants, and psychologists. This is likely to have 

resulted in various different patterns of relationships between burnout and job satisfaction and 

other predictor variables. Moreover, it may have caused a variety of different burnout levels at 

both pre- and post-intervention as the different roles experience different stressors, and also 

have different levels of control over their work (Lee, Lim, Yang, & Min Lee, 2011). As such, 

prospective studies would benefit from using a homogenous sample of healthcare professionals 

(e.g. nurses only).  

 

CONCLUSIONS 

 

The results of the current study have potentially significant implications. During an 

economic crisis for Greece, the scope to improve mismatches such as overwhelming caseloads, 

workloads and rewards (e.g. salaries) is almost non-existent, in fact workloads are only going 

to increase and salaries are already being reduced; thus, worsening the risk of burnout for 

professionals in the field of healthcare. Therefore, efforts to reduce burnout should be targeted 

towards more feasible options. A prospective study to investigate other areas of mismatch such 

as values, fairness and/or reward as predictors of job satisfaction could be considered essential. 

An intervention which aims to tackle these areas of mismatch might be better suited to address 

employee job dissatisfaction. As demonstrated in the present study, employee job control can 

be increased through collaboration with work colleagues and organisational representatives. 

Furthermore, this also provides a form of social interaction and a sense of belonging. Adequate 

training in stress and time management is an effective means of reducing long term stress. In 

addition, organisational interventions could be a cost-effective way of raising awareness of the 

syndrome in an attempt to prevent its development or exacerbation. 
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Unit 4: Teaching and training 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Unit 1: Generic professional practice 
 

INTRODUCTION 

 

In this section, I will describe my professional practice working as a trainee health 

psychologist over a period of two years in different services and organisations. An account of 

the skills I developed in specific areas include: providing consultancy; designing and delivering 

teaching and training; implementing behaviour change interventions; planning and conducting 

research; and applying psychological ethics and principles to my work. I will be reflecting on 

my professional as well as my personal development over the past two years as a trainee health 

psychologist. 

 

PLACEMENT AND ROLE 
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Serious consideration was given to the ethical implications of interviewing individuals 

on the sensitive topic of exposure to client trauma. Debriefing was conducted before and after 

the interview to proactively identify and manage any emotional issues that might have emerged 

during the interview process. As part of the debriefing any potential levels of distress were 

informally risk assessed so that the groundwork could be laid for more robust assessment and 

management, if appropriate. Prior to each interview, I discussed with the participants what 

support was available to them in the event of distress arising out of the interview material. I 

also informed them that they could ask to stop and/or suspend the process at any time if they 

were feeling uncomfortable with it. At the end of each interview, we discussed how they felt 

as I wanted to address any negative effects they may have experienced. In case additional care 

was subsequently needed, the participants were advised of voluntary and statutory resources 

which they may wish to consider using if they felt a need for further support (e.g. staff 

counselling, occupational health, general practitioner helplines). In the case of more serious or 

urgent risk it was known that all the participants were psychologists working in the NHS. Risk 

assessment, risk management and suicide prevention training were provided by NHS mental 

health services and were mandatory on a yearly basis. All clinical staff, including trainees such 

as myself, were required to attend these training courses. Therefore, the psychologists in my 

sample were well-equipped to be able to work collaboratively and constructively with me to 

develop an effective risk management plan had the need arisen. The collaborative skills which 

we shared involve the detection of risk, the development of a safety plan, the creation of a 

trusted contacts list, identifying safety and self-soothing behaviours, and use of supportive 

social/family systems and places of safety. Additionally, they all had access to mental health 

services if needed (e.g. crisis assessment and treatment teams). None of the participants 

required any form of additional emotional support or risk management, therefore these skills 

were not used. 

 

As I had worked with some of the participants, I had to be mindful and constantly aware 

of my role as researcher and not as a colleague. I was also conscious that knowing some of the 

participants in their working capacity could lead me to subconsciously use words in a way 

which could make participants share certain experiences and information. Previous knowledge 

of some of the participants could have an impact on the interpretation of collected data. In order 

to minimise the risk of contamination I was constantly reflecting on the above factors and 

making sure that existing biases or prejudices would not be expressed at any stage of the 

research (e.g. during interview, during data analysis). 
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Based on the above timetable: 

14 weeks x 3 hours = 42 hours 

42 hours x £10.5 = £441 

Materials and other equipment: 

Computer access, printing, photocopying, folders, coffee, tea and snacks to be provided by the 

client. 

 

Total estimation of the cost for the requested consultancy is £441. 
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a healthy weight, controlling diabetes, anger management, PTSD, managing 

chronic pain and others.  

 

Anastasios's contribution at the service proved invaluable, with tangible good outcomes for 

the majority of patients. One particularly notable example was an individual at the service 

who had been diagnosed with schizophrenia over 20 years ago and been treated as such 

since. Anastasios felt after his initial sessions with him that his may have been an 

inappropriate diagnosis, with elements of PTSD prevailing in the presentation. He sought 

guidance in supervision and played a key role in the revision of the individual's care 

planning, resulting in a marked improvement and giving the person a renewed sense of 

hope and the motivation to pro-actively pursue his own recovery journey. This individual 

has since returned to the community and is thriving, living a more fulfilled life far less 

reliant on services. I have also noted several examples of patients employing effective 

coping strategies to deal with symptoms of agoraphobia, sleeping disorders, panic attacks 

and psychosis as a result of Anastasios's coaching approach. Moreover, his interventions 

helped patients to better understand, control and monitor their physical conditions such as 

obesity, diabetes, chronic pain and others. There was also clear progression with several 

patients regarding nutrition, attention to own healthcare needs, nutrition and daily living 

tasks.  

 

I have found him to be punctual, communicative, approachable and affable. He works in 

an inclusive person-centred way, tailoring treatment plans specifically for each individual, 

listening with a genuine sense of enquiry, encouraging independence and patient input into 

their own care. The popularity of his sessions at the service led to the need for a bespoke 

diary system to cope with demand. 

 

His approach is thorough professional. He would read through all service user files before 

every session, requesting that progress notes be forwarded to him in advance and was 

always meticulously prepared. There was lucid interfacing and feedback between multi-

disciplinary teams and other professionals. His handovers to service staff were structured, 

clear and accessible, ensuring they could maintain consistency and continuity of care 

within a joint working framework. He also coached staff and provided psychoeducation on 

a number of subjects, broadening the collective skill base and knowledge within the team. I 
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would add that alongside sharing therapeutic practices he imparted a range of de-escalation 

techniques and ways to manage abreaction and chaotic/histrionic behaviour that have 

proved invaluable in containing incidents and enhancing the safety of service users and 

staff. 

 

Anastasios's placement at the service was essentially a pilot which proved extremely 

successful. As a result, I will request psychological consultancy in this format on a 

permanent basis. 

 

Declaration 

I verify that the above-named trainee has undertaken the above-mentioned piece of work. 

I am of the opinion that it has been completed to a satisfactory professional standard.  

 

Signature: Bruce Knight Date: 02/05/2016 
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Appendix 4 

Feedback Form 
 

Subject: Psychological consultancy 
Date: Thursday 6th October 2016 
Location: Recovery House 

 

Consultancy Feedback 

 

a) The service users have benefited from the psychological services provided  

Do not agree    Totally agree 
1 
- 

2 
- 

3 
- 

4 
11% 

5 
89% 

 

b) Psychological consultancy helped you as a professional 

Do not agree    Totally agree 
1 
- 

2 
- 

3 
- 

4 
44% 

5 
56% 

 

c) Please rate the psychological knowledge of the Trainee Health Psychologist? 

Low    High 
1 
- 

2 
- 

3 
- 

4 
11% 

5 
89% 

 

d) Please rate the communication skills of the Trainee Health Psychologist? 

Low    High 
1 
- 

2 
- 

3 
- 

4 
- 

5 
100% 

 

e) Was the Trainee Health Psychologist able to answer your questions? 

Low    High 
1 
- 

2 
- 

3 
- 

4 
22% 

5 
78% 
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Depression and poor diabetes management were interrelated in these cases; the service 

users felt depressed because they were not properly monitoring and managing their diabetes, 

which resulted in inactivity and further poor management, maintaining the vicious cycle. 

Therefore, I deemed it useful to provide information regarding the depression-diabetes 

relationship. For example, I informed them that lifestyle factors, such as poor diet and lack of 

exercise, can contribute to the comorbidity of depression and diabetes (Badescu et al., 2016; 

Holt, de Groot & Hill-Golden, 2014; Sartorius, 2018). Research also suggests that there may 

be a mutually reinforcing phenomenon that poorer adherence to self-management might 

increase blood glucose, which in turn contributes to depressive symptoms and decreased 

adherence to self-management behaviours (Holt et al., 2014; Gonzalez et al., 2007). We also 

discussed that people with depression are more likely to eat unhealthy diets rich in refined 

sugars and saturated fats while avoiding vegetables and fruits (Holt et al., 2014), which could 

lead to poor diabetes management and an increased risk of the condition worsening. I also 

wanted service users to appreciate that non-adherence to self-care management in those with 

T2D and depressive symptoms is not unusual or shameful but rather a normal behaviour that 

they could overcome. With this information, most of the service users were able to 

acknowledge the relationship between depressive symptoms and diabetes management by their 

third or fourth session. 

 

Next, we started to work on cognitive and/or behavioural techniques to improve the 

symptoms of depression. Table 1 shows the techniques used to educate the service users and 

equip them with the necessary tools to better understand, manage and control their feelings, 

physical reactions and thoughts. For example, most of the service users were following a poor 

sleeping pattern, leading to daytime exhaustion. I explained the importance of keeping a 

healthy sleep hygiene, as research shows that impaired sleep affects about 75% of people with 

depression and is likely to maintain or worsen depressive symptoms (Steiger & Pawlowski, 

2019; Nut, Wilson, & Paterson, 2008; Armitage, 2007). Most of the service users found using 

sleep hygiene techniques and muscle relaxation exercises before going to sleep helpful for 

reducing stress. Consistent with research, the improvement of sleep hygiene was the most 

common identified factor that signalled the improvement of depressive symptoms in service 

users (Freeman et al., 2017; Scott, Webb & Rowse, 2017). Most of the individuals were able 

to acknowledge the improvement of their depression by the fifth to seventh sessions. This was 

established by reviewing their homework and through exploratory discussions within sessions. 
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Appendix 2 

Mood and Thought Record Diary 
 

Situation/ 
Trigger 

 

Emotion 
(rate 

0-100%) 

Unhelpful 
thoughts 

(rate belief 
0-100%) 

Facts that 
support 

unhelpful 
thoughts 

Facts that 
provide 
evidence 

against the 

Alternative, 
more 

realistic and 
balanced 

perspective 

Outcome 
(re-rate 

emotion) 
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unhelpful 
thoughts 

 
Eating 

chocolate 
bar and 
candies 

Guilty 
90% 

 
Anxious 

60% 
 
 

Eating 
chocolate 

and 
candies 

will 
worsen my 

diabetes 
and I will 

die 
90% 

 
 
 

My 
depression 

is 
responsible 

for the 
worsening 

of my 
diabetes 

90% 

Depression 
makes it 
harder to 
manage 

my 
diabetes 

 
 
 
 
 
 
 
 
 
 

Chocolate 
and 

candies are 
not ideal as 
part of my 

diet 

Many 
people 
have 

overcome 
depression 

and are 
back in 

their lives 
 
 
 
 
 
 
 
 

When I 
think of 

that I feel 
that there 

is hope foe 
me too 

I currently 
face a 

condition 
that makes 
it hard for 

me to 
manage my 

diabetes.  
 
 
 

Through 
the 

professional 
help I am 

receiving I 
can 

overcome 
this and 
focus on 

my diabetes 
again 

Guilty 
60% 

 
Anxious 

30% 

 
 

 
 
 
 
 
 
 
 

 
Unit 4: Teaching and training 

 

Case study 1: 

Living with learning disabilities and schizophrenia; training for the staff of 

the Westminster Society 
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INTRODUCTION 

 

The Westminster Society is a London-based charitable organisation which provides 

services to people with learning disabilities (often comorbid with mental health conditions) and 

their families. The organisation was founded in 1962 by parents with the aim to improve the 

local services that were available for children with learning disabilities. Since then the 

organisation has grown and now supports both adults and children. The Westminster Society 

delivers services to Westminster, Camden, Islington, Harrow, and the Royal Borough of 

Kensington and Chelsea. The services provided include supported living, intervention and 

preventative services, registered care, short breaks, community services, domiciliary care, and 

family support.  

 

I have been working at the Westminster Society as a support worker for almost six years 

now. I am currently working in an adult supported living accommodation services where my 

role involves supporting vulnerable adults with tasks of daily living by enabling them to access 

activities and interests which meet their personal goals and ambitions. The Team Manager of 

the service approached me and proposed whether I would be interested in providing training to 

the staff of the service in regards to learning disabilities comorbid with schizophrenia. He was 

aware of my placement at WLMHT and that was the reason for approaching me. As I was 

given the opportunity to expand and broaden my skills by designing and delivering training to 

professionals, I expressed an interest in this role. As I am employed as support worker, I have 

the experience upon which to reflect about how, and in what context health psychology could 

best suit the role of a support worker in a challenging environment.  

 

 

 

PLANNING, DELIVERY, AND EVALUATION 

 

 The role of the health psychologist as a trainer involves the sharing of knowledge and 

skills (Michie & Abraham, 2004). I wanted to make sure that I would be able to pass my 

professional experience to my colleagues in the most efficient and beneficial way. The Team 

Manager suggested that the training should focus on the practical side of living with learning 

disabilities and schizophrenia. By practical he meant the deeper understanding of specific 

experiences, actions and reactions that affect the course of every-day life of the service-users. 
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arranged date and time. During the course of the training I experienced the individuals as being 

very interested in the information that I provided as they were interacting and participating 

throughout the workshop. According to the verbal feedback I received during and after the 

workshop, the use of multimedia for pointing out the experience of auditory hallucinations was 

one of the parts of the workshop that participants found extremely beneficial and informative. 

Following the end of the workshop I kindly asked the participants to fill in some feedback 

forms (please see Appendix 2) for a written evaluation. The Team Manager also completed an 

evaluation form regarding the quality of the training (please see Appendix 3). Both evaluations 

suggested that the training was successful.  

 

REFLECTION 

 

For quite some time I had felt quite strongly about wanting to share the knowledge I 

had gained from working in a mental health trust with the rest of the team. When the Team 

Manager gave me the opportunity by asking me to deliver the training, I felt both excited and 

nervous as it would have been the first time where I would have been delivering a one day 

workshop. I have delivered presentations in the past in various institutions but those usually 

lasted around two hours. However, as I was familiar with the subject of the workshop, I was 

able to be confident in the planning and delivering of the training. My main concern was to 

keep the training interesting throughout the day. As the feedback suggests, the participants 

found the workshop both helpful and engaging. The members of staff who attended expressed 

an interest in potentially arranging similar workshops in the future. The Team Manager and I 

were delighted with this proposition and we let them know that this is something we could 

definitely plan on doing in the future. I felt that the knowledge, skills and professional 

experience which the support workers brought to the training were invaluable. Overall, I was 

delighted with the facilitation of the workshop and the provided feedback.  
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Appendix 2 

Feedback Form 
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Subject: Living with learning disabilities and schizophrenia training 

Date: Thursday 12th January 2017 

Location: Shirland Road, London 

 
Training Feedback 

 

a) The professionals have benefited from the provided psychological training 

Do not agree    Totally agree 

1 

- 

2 

- 

3 

- 

4 

37% 

5 

63% 

 

b) Psychological training helped you as a professional 

Do not agree    Totally agree 

1 

- 

2 

- 

3 

- 

4 

44% 

5 

56% 

 

c) Please rate the psychological knowledge of the Trainee Health Psychologist 

Low    High 

1 

- 

2 

- 

3 

- 

4 

6% 

5 

94% 

 

d) Please rate the communication skills of the Trainee Health Psychologist 

Low    High 

1 

- 

2 

- 

3 

- 

4 

6% 

5 

94% 

 

e) Was the Trainee Health Psychologist able to answer your questions? 

Low    High 

1 2 3 4 5 
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- - - - 100% 

 

f) The objectives of the psychological training have been achieved 

Do not agree    Totally agree 

1 

- 

2 

- 

3 

- 

4 

- 

5 

100% 

 

g) I believe that permanent psychological input in the future would be beneficial for our 

service 

Do not agree    Totally agree 

1 

- 

2 

- 

3 

- 

4 

12% 

5 

88% 

 

h) Overall the psychological training was successful  

Do not agree    Totally agree 

1 

- 

2 

- 

3 

- 

4 

- 

5 

100% 

 

i) Other comments and suggestions: 

Overall, attendees included responses such as: insightful training that provided good basis 

of psychological knowledge and understanding; very well presented with very helpful tools 

such as visual and audio aids; very useful; everything was good and great job; excellent and 

interesting, especially the simulations; nice videos and simulations. 

 
 
 

Appendix 3 

Workplace Evaluation Report 
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Signature: Lee Thomson Date: 28/02/2017 
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Learning Outcomes and Reading References 
 

Module: Behavioural Medicine, HYM003 
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Module Leader 

Dr Angeliki Bogosian 

 

Module outline and aims 

The rationale of the module is to provide students with the skills to critically evaluate empirical 

evidence and theoretical models in behavioural medicine. This will include behaviours associated 

with health outcomes. You will also have exposure to practical administration of some 

psychometric tests. 

 

The module aims: 

1. To develop your awareness of assessment strategies in behavioural medicine. 

2. To develop your basic knowledge of interventions within the context of behavioural 

medicine. 

3. To enable you to critically appraise the current knowledge, theory and empirical research 

in behavioural medicine.  

 

List of Sessions:  

1. Introduction to the course and behavioural medicine  

2. Health behaviours 

3. Smoking cessation 

4. Adherence 

5. Obesity 

6. Neuropsychology and cancer 

7. Sexual health & HIV research 

8. Impact of screening 

9. Alcohol and illicit drug use 

10. Symptom awareness & illness perceptions in chronic eye disease 

 

Sessions overview 

 

I will like to give students some information about the session you will be giving during the 

semester. Please give a few learning outcomes (2 to 5) for the session and some key reading 

references: 
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- Marlow, L.A.V., Wardle, J., & Waller, J. (2015). 

Understanding cervical screening non-attendance among 

ethnic minority women in England. British Journal of 

Cancer, 113(5), 833-839. 
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Appendix 3 

Feedback Form 

 
Lecture: Impact of Screening 

Module: Behavioural Medicine, HYM003 

Date: Thursday 24th November 2016 

 
 
How clearly were the lecture aims and objectives set out to you? (Please tick) 

 

 

How much did you feel you knew about the subject before the lecture? 

 

 

How much do you feel that the lecture improved your knowledge in this area? 

 

What aspects of the lecture did you find most useful? 

 

Overall, attendees included responses such as: the group tasks; the videos; the psychological 

aspects of treatment and care; the discussed case studies; understanding how screening 

process works for the UK. 

 

 

 

1. Very   clear 
80% 

2. Fairly clear 
20% 

3. Not sure 
- 

4. Fairly 
unclear 
- 

5. Very unclear 
- 

1. A great deal 

- 

2. A fair 

amount 

20% 

3. Not sure 

- 

4. Not much 

70% 

5. Nothing at all 

10% 

1. A great deal 

60% 

2. A fair 

amount 

40% 

3. Not sure 

- 

4. Not much 

- 

5. Nothing at all 

- 
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What aspects did you find the least useful and/or how do you think the lecture could be 

improved? 

 

Overall, attendees included responses such as: more case studies; some information was 

repetitive; tasks could be improved; the epidemiology slides were too small to see. 

 

Thank you! 
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Appendix 3 

Feedback Form 
 

Subject: An introduction to psychological therapies 

Date: Thursday 29th September 2016 Time: 14:00 

Location: West London Mental Health NHS Trust 

 

Part I.  Please give feedback on how well this session met its objective (indicate your 

response by circling the number: 

 

 Low                                                                   

High 

Relevance of content 
1 

- 

2 

- 

3 

- 

4 

36% 

5 

64% 

Clarity of presentation 
1 

- 

2 

- 

3 

9% 

4 

31% 

5 

60% 

Relevance to your learning 
1 

- 

2 

- 

3 

12% 

4 

29% 

5 

59% 

 

Part II.  Evaluation of session: 

 

a) What did you learn from the session/workshop that was new? 

Overall, attendees included responses such as: concept of CBT model and how it works; 

what CBT involves; how to use CBT model. 

 

b) How can you apply this new information in the future? 

Overall, attendees included responses such as: will better understand who CBT is 

appropriate for; speaking to patients; make sure that patients have coping mechanisms. 

 

c) Other comments and suggestions: 

Overall, attendees included responses such as: liked the role-play; role-play was useful; 

very informative and entertaining session. 
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Part III.  Presenter: 

 

a) How do you rate the presentation? 

 

Low                                                                 High 

1 

- 

2 

- 

3 

- 

4 

18% 

5 

82% 

 

b) Please rate the knowledge of the speaker? 

 

Not Knowledgeable                       Knowledgeable 

1 

- 

2 

- 

3 

- 

4 

- 

5 

100% 

 

c) How do you rate the presentation skills of the speaker? 

 

Low                                                                   High 

1 

- 

2 

- 

3 

- 

4 

9% 

5 

91% 

 

d) Overall rating 

 

      Poor                    Average                Excellent 

1 

- 

2 

- 

3 

100% 
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___________________________________________   
 

Section E: Systematic review 
___________________________________________   

 
 
 
 
 
 
 
 
 
 

The effectiveness of plant-based diets in promoting well-being in 

the management of Type 2 diabetes: a systematic review. 
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2015 T2D was the seventh leading cause of death in the USA (National Center for Health 

Services, 2016). 

 

T2D is considered to be one of the most psychologically demanding chronic conditions 

(Habtewold, Islam, Radie & Tegegne, 2016), and people with diabetes often have poor 

psychological well-being (Mental Health Network, 2012). Diabetes is often comorbid with 

depression, which has an impact on its management and control (WHO, 2016). A systematic 

review (Roy & Lloyd, 2012) shows high rates of comorbidity between diabetes and depression 

and suggests that depression is three times as common among people with diabetes. The 

psychological stress associated with the management of diabetes could lead to elevated 

symptoms of depression (Golden et al., 2008). Depression comorbid with T2D has been 

associated with poorer glycaemic control and poorer management of the condition (Lloyd, 

Pambianco & Orchard, 2010; Fisher et al., 2008; Lin et al., 2004). 

 

1.0.3 Diabetes management 

 

In January 2018 the American Association of Clinical Endocrinologists and the 

American College of Endocrinology released their new guidelines in which they suggest that 

plant-based diet is the optimal nutrition plan for people with diabetes as it promotes the well-

being and the better management of diabetes. 

 

The IDF (2015) reports that the most influential factor for the development of T2D is 

lifestyle behaviour commonly associated with poor diet (e.g. processed and high fat content 

foods). The WHO (2016) underlines the importance of achieving a standardised and consistent 

management approach by promoting interventions that support healthy diets. 

 

There is a large body of research that suggests the association between high meat 

consumption and T2D (Pan et al., 2013; Micha, Michas & Mozaffarian, 2012; Pan et al., 2011; 

Aune, Ursin & Veierod, 2009). The EPIC-InterAct study is a large prospective cohort study 

which explored the role of lifestyle and genetics on the risk of developing T2D in 

approximately 340,000 adults from eight countries in Europe during a mean period of eleven 

years (Bendinelli et al., 2013). The results of the EPIC-InterAct study show a high risk of T2D 

among individuals with high meat consumption, specifically red and processed meat. 

Moreover, after controlling and managing other risk factors for T2D (e.g. smoking, physical 
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activity, alcohol intake), the association between meat consumption and incidence of T2D 

remained statistically significant. This suggests the importance of healthy diet behaviour in the 

management of T2D. 

 

The term plant-based diet refers to eating habits that avoid the consumption of most or 

all animal products and support high consumption of fruits, vegetables, legumes, seeds, whole 

grains and nuts (McMacken & Shah, 2017). Satija et al. (2016) reviewed three prospective 

cohort studies of a total sample of 200,727 participants and concluded that a plant-based diet 

is associated with significantly lower risk of T2D. Tonstad et al. (2013) state that plant-based 

diets could effectively and substantially decrease diabetes incidents. Furthermore, high 

consumption of fibre, whole grains, fruits and vegetables is associated with a lower risk of T2D 

(Kuijsten et al., 2015; Cooper et al., 2012; Ye, Chacko, Chou, Kugizaki & Liu, 2012; Yu et al., 

2011). A plant-based diet pattern seems to offer high protection against the development of 

diabetes as it contains antioxidants, fibre, micronutrients and unsaturated fatty acids, which are 

considered to act as protective factors against diabetes (Satija et al., 2016). In addition, Mayo 

(2015) states that the management of diabetes is mostly based on a behavioural approach in 

which the individual could establish nearly complete control of their condition as long as they 

have been equipped with the right knowledge and skills. This suggests that effective 

management of diabetes could result in better glycaemic control and psychological well-being. 

 

A meta-analysis (Yokoyama, Barnard, Levin & Watanabe, 2014) focussing upon 

vegetarian diets (defined as those excluding meat, poultry and fish and including eggs and 

dairy) in diabetes revealed a significantly improved HbA1c in people who followed a 

vegetarian diet pattern. No systematic review was found in the literature solely focussing on 

the effectiveness of plant-based diet interventions in adults with T2D. 

 

1.0.4 Objectives 

 

The aims of this review are to systematically analyse the available literature on plant-based 

diet interventions targeting diabetes in adults and to clearly define the benefits on well-being 

of such interventions. This review was not limited to potential improvements of psychological 

well-being and quality of life of the individuals with T2D who followed plant-based diet 

interventions but also to improvements in physical health linked with T2D. The question of 

this systematic review is: 
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Table 3: Quality assessment results for the included studies 

Author(s)/Year Selection 
Bias 

Study 
Design 

Confounders Blinding Data Collection Methods Withdrawal and 
Dropouts 

 

Global Rating 

Wright, Wilson, Smith, Duncan & McHugh, 
(2017) 

Moderate Strong Weak Moderate Strong Moderate Moderate 

Lee, Kim, Lee, Kim, Park, Jeong, Jeon, Shin & Lee, 
(2016) 

Strong Strong Strong Moderate Strong Strong Strong 

Bunner, Wells, Gonzales, Agarwal, Bayat & Barnard, 
(2015) 

Strong Strong Strong Moderate Strong Strong Strong 

Soare, Khazrai, Del Toro, Roncella, Fontana, Fallucca, 
Angeletti, Formisano, Capata, Ruiz, Porrata, Skrami, 
Gesuita, Manfrini, Fallucca, Pianesi & Pozzilli, 
(2014) 

Strong Strong Strong Moderate Strong Strong Strong 

Mishra, Xu, Agarwal, Gonzales, Levin & Barnard, 
(2013) 

Moderate Strong Strong Moderate Strong Moderate Strong 

Kahleova, Hrachovinova, Hill & Pelikanova,  
(2013) 

Strong Strong Strong Moderate Strong Strong Strong 

Kahleova, Matoulek, Malinska, Oliyarnik, Kazdova, 
Neskudla, Skoch, Hajek, Hill, Kahle & Pelikanova, 
(2011) 

Strong Strong Strong Moderate Strong Strong Strong 

Ferdowsian, Barnard, Hoover, Katcher, Levin, Green & 
Cohen, 
(2010) 

Moderate Strong Strong Moderate Strong Strong Strong 

Barnard, Gloede, Cohen, Jenkins, Turner-McGrievy, 
Green & Ferdowsian, 
(2009b) 

Strong Strong Strong Moderate Strong Strong Strong 

Barnard, Cohen, Jenkins, Turner-McGrievy, Gloede, 
Green & Ferdowsian, 
(2009a) 

Strong Strong Strong Moderate Strong Strong Strong 

Nicholson, Sklar, Barnard, Gore, Sullivan & Browning, 
(1999) 

Strong Strong Strong Moderate Strong Moderate Strong 
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3.0 RESULTS 

 

3.0.1 Study selection process 

 

The search strategy retrieved 1,240 articles; 1 in the AMED (1985 through November 10, 2017), 

124 in the CENTRAL (1898 through November 10, 2017), 25 in the CINAHL (1937 through November 

10, 2017), 77 in the E-Journals (1850 through November 10, 2017), 147 in the EMBASE (1947 through 

November 10, 2017), 1 in the HMIC (1979 through November 10, 2017), 135 in the Medline (1865 

through November 10, 2017), 33 in the PsycARTICLES (1894 through November 10, 2017), 13 in the 

PsycINFO (1887 through November 10, 2017), 116 in the PubMed (1946 through November 10, 2017), 

275 in the SocINDEX (1895 through November 10, 2017) and 293 in the Web of Science (1900 through 

November 10, 2017). After removing the duplicates, the title/abstract screening process identified 41 

studies. After a further full-text assessment, thirty articles were excluded from the systematic review and 

eleven met the inclusion criteria (please see Figure 1). No additional publications were found through 

reference lists and hand searching. 

 

The included studies relied on different tools in order to extract psychological data outcomes, and 

therefore a meta-analysis was not possible in this regard. For the other outcomes of our study, we 

considered that because the overall pooled N in the study is small, the confidence intervals (CIs) would 

be quite wide due to imprecision, which might cause our pooled estimate to cross the null hypothesis, 

which would make it difficult to draw a conclusion in either direction. Dietary interventions are difficult 

to engage a large number of individuals as it is hard for participants to alter their dietary patterns for a 

medium/long period of time. Our aim was to present as clear as possible the physical and psychological 

outcomes of plant-based interventions. 
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hypercholesterolaemia (Wright et al., 2017). Therefore, not all of the participants of these 3 studies had 

T2D but in the results specific outcomes related to the individuals with T2D were described. 

 

All included studies were CTs with a duration range between 3 and 74 weeks (mean duration 23.2 

weeks). Of the nine CTs, seven were randomised controlled trials (RCTs), of which four reported the 

randomisation process (Wright et al., 2017; Lee et al., 2016; Bunner et al., 2015; Barnard et al., 2009a) 

and three failed to describe it (Soare et al., 2014; Kahleova et al., 2011; Nicholson et al., 1999). Moreover, 

two studies used a parallel design (Wright et al., 2017; Kahleova et al., 2011) and one used a cluster study 

design (Mishra et al., 2013). Eight of the studies examined vegan diets in the intervention groups, while 

one study examined plant-based diet with an option of one portion of low-fat yogurt a day, which 

accounted for approximately 8 per cent of the total daily intake of calories (Kahleova et al., 2011). A full 

description of the diet intervention was described in all of the articles. All studies reported HbA1c as their 

primary or secondary outcome, which was measured at baseline and at the end of each study in both 

groups. From the eleven articles included, three reported psychological well-being outcomes in their 

results (Wright et al., 2017; Bunner et al., 2015; Kahleova et al., 2013). The studies were dietary 

interventions and therefore none included blinding of participants. Five CTs provided nutritional 

education in both groups (Lee et al., 2016; Soare et al., 2014; Kahleova et al., 2011; Barnard et al., 2009a; 

Nicholson et al., 1999) and four provided education only to the intervention group (Wright et. al., 2017; 

Bunner et al., 2015; Mishra et al., 2013; Ferdowsian et al., 2010). All studies reported both baseline and 

end-line results and used validated measures. Highly specialised professionals (medical doctors, 

registered dieticians) delivered the dietary interventions in all of the studies. 
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Table 4: Data extraction of the studies used for the systematic review 

Author(s), Year, 

Country 

Study 

design 

Duration  

(weeks) 

Sample N 

(IG/CG) 

Mean age 

(years) 

(IG/CG) 

Males (%) 

(IG/CG) 

HbA1c (%) 

IG 

(Baseline/End-line) 

HbA1c (%) 

CG 

(Baseline/End-line) 

Exposure 

diet 

Comparator 

diet 

Outcomes 

Wright et al.,  

2017, 

New Zealand 

RCT 24 9* 

(7/2) 

56 

(56/56) 

40.0 

(33.3/46.9) 

6.0/5.7 5.5/5.7 Low-fat  

plant-based 

Omnivorous Quality of life significantly improved in 

the IG. General and nutritional self-

efficacy and self-esteem was 

significantly greater in the IG than in the 

CG. Medication usage decreased in the 

IG group, while it increased in the CG. 

Adherence was significantly greater in 

the IG. 

 

Lee et al.,  

2016, 

South Korea 

RCT 12 93 

(46/47) 

58.1 

(57.5/58.3) 

19.25 

(13.0/25.5) 

7.7/7.1 7.4/7.2 Vegan Korean 

Diabetic 

Association 

guidelines 

 

Reduction in HbA1c was significantly 

greater in the IG than in the CG. FBG 

reduced only in the IG. There was a 

greater decrease in LDL cholesterol in 

the IG. Triglycerides increased in the IG 

and decreased in the CG. The CG 

reported higher rates of adherence. 

 

Bunner et al.,  

2015, 

USA 

RCT 20 34 

(17/17) 

57 

(57/58) 

44.1 

(35.3/53.0) 

8.0/7.2 7.8/7.8 Low-fat  

plant-based 

Omnivorous Quality of life significantly improved 

within the IG. Significant improvements 

in pain were found in the IG. The IG had 

a significant reduction in HbA1c. 

Reduction in weight was significantly 

greater in the IG than in the CG. Total 

and LDL cholesterol decreased in the IG 

and increased in the CG. There was a 

greater increase of triglycerides in the 
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Diabetes 

guidelines 

Reduction in LDL cholesterol was 

significant only in the IG. There was a 

greater reduction in total cholesterol in 

the IG. Triglycerides reduced only in the 

IG, while increased in the CG. 

 

Ferdowsian et al., 

2009, 

USA 

CT 22 19¤ 

(10/9) 

44 

(46/42) 

17.7 

(26.5/4.4) 

7.4/7.1 7.0/6.7 Low-fat 

vegan 

Omnivorous HbA1c similarly decreased in both 

groups. Medium adherence was reported 

in the IG. 

 

Barnard et al.,  

2009b, 

USA 

RCT 74 99§ 

(49/50) 

55.6 

(56.7/54.6) 

39.4 

(45/34) 

8.05/7.71 7.93/7.79 Low-fat  

vegan 

American 

Diabetes 

Association 

guidelines 

Dietary disinhibition and hunger 

decreased in both groups. Dietary 

restraint increased in greater degree in 

the CG than in the IG. Diet satisfaction, 

adherence and acceptability of diet was 

similar in both groups. 

 

Barnard et al.,  

2009a, 

USA 

RCT 74 99 

(49/50) 

55.6 

(56.7/54.6) 

39.4 

(45/34) 

8.05/7.71 7.93/7.79 Low-fat  

vegan 

American 

Diabetes 

Association 

guidelines 

HbA1c reduction was greater in the IG 

than in the CG. Significant weight loss 

within-group was reported in both 

groups. FBG significantly decreased 

within-group only in the IG. Total 

cholesterol and LDL cholesterol 

significantly declined in both groups. 

Triglycerides significantly decreased 

only in the IG. 

 

Nicholson et al.,  

1999,  

USA 

RCT 12 11 

(7/4) 

55.5 

(51/60) 

54.5 

(57.1/50.0) 

8.3/6.9 8.0/7.0 Low-fat  

vegan 

Conventional  

Low-fat 

HbA1c reduction was greater in the IG 

than in the CG. Weight loss and FBG 
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perception was measured with the Michigan Neuropathy Screening Instrument Physical 

Assessment and the Neuropathy Impairment Score Lower Limb screening tool. They also 

measured the electrochemical skin conductance in order to check nerve function. 

Improvements in depression were reported in both groups with the difference being greater in 

the intervention group at twenty weeks without reaching statistical significance. Quality of life 

improved in both groups at twenty weeks but the difference was significant within the 

intervention group (p<0.05). Pain significantly decreased between groups favouring the 

intervention group (p=0.04). There was a non-significant increase in foot and hand conductance 

in the intervention group, while there was a significant decline in foot conductance in the 

control group (p=0.03), suggesting that the intervention might have stopped or slowed down 

the progress of nerve impairment. Overall, the study showed that the intervention group 

experienced greater differences in quality of life and depression from baseline to twenty weeks 

and a significant reduction in pain compared with the control group. Moreover, the slight 

increase in electrochemical skin conductance in the intervention group and the significant 

decline of the control group makes the intervention promising for further testing in people with 

painful T2D neuropathy. 

 

Kahleova et al. (2013), based on Kahleova et al. (2011) 24-week RCT, aimed to 

measure the quality of life and the level of depression among participants with T2D (n=74) 

who received a plant-based diet compared with those who received the European Association 

for the Study of Diabetes guidelines diet. The BDI was used to measure the level of depressive 

symptoms, while the Obesity and Weight-Loss Quality of Life and the Weight-Related 

Symptoms questionnaires used to screen for quality of life, general functional status and well-

being. Depression levels dropped and reached statistical significance only in the intervention 

group (p=0.03). Quality of life at 24 weeks showed a greater improvement in the intervention 

group than the control group (p=0.01). The negative symptoms related to weight declined in 

both groups without reaching statistical significance. Overall, the results suggest that a plant-

based diet could improve the mental health, depression and overall quality of life in people 

with T2D. 

 

4.0.2 Adherence, acceptability, and diet behaviour 

 

Barnard et al. (2009b), based on 74-week RCT conducted by Barnard et al. (2009a) 

which compared a low-fat vegan diet to the American Diabetes Association guidelines 
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adherence was significantly higher in the control group, with 78.7 per cent compared with the 

30.4 per cent of the intervention group (p<0.001). Overall, the control group had higher rates 

of adherence.  

 

In their study, Wright et al. (2017) offered two-hour workshops twice per week for a 

duration of twelve weeks to the intervention group participants. The sessions involved cooking 

guidance by a cooking instructor, educational presentations by medical doctors, group 

discussions and screening of documentaries. No workshops were provided to the control group. 

The Big Five Inventory screening tool was used to assess the adherence in both groups. 

Adherence was also assessed by collecting three-day recall forms from participants to identify 

any diet indiscretions and additionally for the intervention group by attendance to the provided 

workshops. The intervention group workshop attendance was 79 per cent among the 

participants. There was a significant difference in decrease in diet indiscretions in the 

intervention group compared with the control group at 24 weeks (p<0.0001). The within-group 

decrease in the control group was smaller than the decrease in the intervention group, but met 

statistical significance (p<0.05). The study showed that adherence was significantly high at 24 

weeks in both groups but was significantly greater among participants of the intervention 

group.   

 

4.0.3 HbA1c and diabetes control 

 

All nine RCTs provided baseline and end-line measures for HbA1c. In eight RCTs the 

decrease of HbA1c was greater among participants in the intervention groups compared with 

the control groups, while in one RCT (Ferdowsian, et al., 2010) the decrease was similar in 

both groups. After excluding Wright et al. (2017) for reasons of not reporting HbA1c levels 

specifically for participants with T2D, the mean difference among the eight RCTs that provided 

specific HbA1c levels for participants with T2D between baseline and end-line measurements 

shows a decrease of 0.55 per cent in the intervention groups and 0.19 per cent in the control 

groups. The results suggest that participants in the intervention groups managed to better 

control their diabetes via the plant-based diet compared with participants in the control groups. 

Nicholson et al. (1999) reported a decrease of HbA1c of 1.4 per cent and 1.0 per cent among 

participants of the intervention and control group respectively. The reduction was greater in 

the low-fat vegan group compared with the conventional low-fat group without meeting 

statistical significance.  
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In Barnard et al. (2009a) RCT the ITT analysis showed a decrease of HbA1c levels of 

0.34 per cent in the intervention group and 0.14 per cent in the control group, without reaching 

statistical significance. When the confounder of medication changes was removed additional 

analyses were conducted. Within-group analysis reported a significant decrease of 0.4 per cent 

of HbA1c levels from baseline to end-line only in the intervention group (p<0.01), while there 

was an increase of 0.01 per cent in the control group. Between-group analysis reported a 

significant decrease of HbA1c only in the intervention group (p=0.03) compared with the 

control group. Moreover, in the within-group analysis among the completers whose medication 

remained unchanged (n=35; 14 in the intervention group and 21 in the control group), HbA1c 

significantly decreased by 0.82 per cent in the intervention group (p=0.04) and by a non-

statistically significant 0.21 per cent in the control group. Overall, both groups reported lower 

levels of HbA1c at 74 weeks, with the decrease being greater in the intervention group, but 

without meeting statistical significance. Significant decreases in HbA1c levels were reported 

in the intervention group compared with the control group in analyses controlling for 

medication changes. 

 

Ferdowsian et al. (2010) reported a similar decline of HbA1c of 0.3 per cent from 

baseline to 22 weeks among participants of both intervention and control group, without 

meeting statistical significance. Further analysis of HbA1c levels among participants whose 

medication remained unchanged (n=11; 5 in the intervention group and 6 in the control group) 

showed a greater decrease of 1 per cent in the intervention group compared with a decrease of 

0.2 per cent in the control group. The sample was too small for statistical tests. Overall, without 

controlling for medication changes, HbA1c decreased similarly in both groups from baseline 

to 22 weeks. Among participants without medication changes, the decrease was greater in the 

intervention group.  

 

Kahleova et al. (2011) study showed a significant within-group reduction in HbA1c of 

0.65 per cent in the intervention group (p<0.001) and a non-significant reduction of 0.21 per 

cent in the control group, from baseline to end-line. Between-group analysis demonstrated a 

greater reduction among participants in the intervention group compared with the control group 

from baseline to 24 weeks, but it was not statistically significant. Controlling for medication 

adjustments, HbA1c significantly decreased by 0.9 per cent only in the intervention group 

(p=0.002) and by 0.2 per cent in the control group. Results suggest that intervention group 
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reported greater decline in HbA1c levels from baseline to 24 weeks compared with the control 

group, with decline being significantly greater in the intervention group among participants 

whose medication remained unchanged. 

 

In ITT analysis, Mishra et al. (2013) reported a reduction of 0.6 per cent in HbA1c in 

the intervention group and 0.08 per cent in the control group. The reduction was significantly 

greater in the intervention group compared with the control group (p=0.004). Further analysis 

among intervention completers revealed a significant greater decrease of 0.74 per cent among 

participants in the intervention group compared with 0.1 per cent decrease of the control group 

(p=0.003). 

 

In Soare et al. (2014) RCT the HbA1c reduced in both groups from baseline to end-

line. The reported reduction in HbA1c was 0.4 per cent in the intervention group and 0.2 per 

cent in the control group. The reduction of HbA1c among participants in the intervention group 

was significantly greater compared with the reduction in the control group (p=0.002). 

 

Bunner et al. (2015) reported within-group significant reduction of HbA1c levels from 

baseline to end-line only in the intervention group (p<0.05) while in the control group HbA1c 

remained unchanged. More specifically, HbA1c reduced by 0.8 per cent among participants in 

the intervention group from baseline to twenty weeks. 

 

 Lee et al. (2016) reported significant declines of HbA1c in both groups with the decline 

being greater in the intervention group. Within-group HbA1c differences were significant in 

both the intervention (p<0.01) and the control group (p<0.05) as HbA1c significantly decreased 

by 0.6 per cent and 0.2 per cent in the intervention and the control group respectively. 

Furthermore, between the two groups the decrease was significantly greater in the intervention 

group compared with the control group (p=0.017). An additional analysis among participants 

who reported high adherence showed a greater difference of HbA1c levels between the two 

groups; a significant within-group decrease of 0.9 per cent in the intervention group (p<0.01) 

and a significant within-group decrease of 0.3 per cent in the control group (p<0.05). The 

reported decrease between the two groups was significantly greater in the intervention group 

compared with the control group among participants of high adherence (p=0.01). Overall, the 

study showed that HbA1c significantly declined in both groups from baseline to twelve weeks, 

with the decrease being significantly greater among participants in the intervention group. 
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The study conducted by Wright et al. (2017) did not provide specific measures of 

HbA1c for the participants with T2D (n=9; 7 in the intervention group and 2 in the control 

group). 

 

4.0.4 Further outcomes 

 

Six studies reported a reduction or discontinuation of diabetes-related medication 

among participants at end-line (Wright et al., 2017; Bunner et al., 2015; Soare et al., 2014; 

Kahleova et al., 2011; Barnard et al., 2009a; Nicholson et al., 1999). Interestingly, Nicholson 

et al. (1999) mentioned that two intervention group participants on insulin decreased their 

insulin doses from baseline to end-line. Moreover, three intervention group participants 

decreased and one discontinued the oral hypoglycaemic treatment. Additionally, two 

participants in the intervention group discontinued the antihypertensive medication at end-line. 

In contrast, participants in the control group did not have changes on their medication. Barnard 

et al. (2009a) reported that 35 per cent (n=17) of the participants in the intervention group 

reduced their T2D medication in contrast to 20 per cent (n=10) of the participants in the control 

group. In the RCT conducted by Kahleova et al. (2011) the diabetic medication reduced in 43 

per cent of participants in the intervention group and in 5 per cent of participants in the control 

group. Soare et al. (2014) mentioned that from a total of seven participants on oral 

hypoglycaemic medication in the intervention group, five of them discontinued their 

medication. In the control group one participant discontinued the oral hypoglycaemic 

medication treatment. Similarly, Bunner et al. (2015) reported that ten participants in the 

intervention group reduced the glucose-lowering treatment, while in the control group one 

participant reduced the glucose-lowering medication. Moreover, four intervention group 

participants decreased the lipid-lowering medication while no participant reduced it in the 

control group. Wright et al. (2017) reported that two participants with T2D in the intervention 

group did no longer meet the criteria for T2D diagnosis at end-line.  

 

Two studies reported an increase in diabetes-related medication at end-line (Bunner et 

al., 2015; Barnard et al., 2009a). Barnard et al. (2009a) reported that 14 per cent (n=7) of the 

participants in the intervention group and 23 per cent (n=12) participants of the control group 

increased the diabetes medication doses. Bunner et al. (2015) showed that two participants in 

the intervention group and two in the control group increased the glucose-lowering medication. 
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Also, the lipid-lowering medication increased in one intervention group participant and in three 

control group participants. 

 

Nicholson et al. (1999) reported a significant reduction between the intervention group 

and the control group in weight (p<0.005) and in FBG (p<0.05). 

 

In Barnard et al. (2009a) RCT, ITT analysis showed a significant within-group loss of 

weight in participants in both the intervention (p<0.0001) and the control group (p<0.001), 

with the reduction being greater in the low-fat vegan group from baseline to end-line. FBG 

decreased in both groups but the within-group decrease was statistically significant only in the 

intervention group (p<0.01). Total cholesterol and LDL cholesterol both significantly declined 

in the intervention (p<0.0001; p<0.01) and the control group (p<0.01; p<0.05), while 

triglycerides declined in both groups but the reduction was significant only in the intervention 

group (p<0.05). After controlling for changes in medication, further analyses reported 

statistically significant within-group reduction from baseline to end-line in FBG (p<0.05), total 

cholesterol (p<0.0001), LDL cholesterol (p<0.0001) and triglycerides (p<0.01) only among 

participants of the low-fat vegan group. Moreover, the decline in total cholesterol (p<0.01) and 

LDL cholesterol (p<0.03) levels were significantly reduced in participants in the intervention 

group compared those in the control group.  

 

Kahleova et al. (2011) reported a weight reduction in both groups but only in the 

intervention group the reduction was significant (p<0.001). Similarly, FBG was decreased in 

both groups at 24 weeks but the decrease was significantly greater only in the intervention 

group (p<0.001). Total cholesterol reduced in both groups, with greater reported reduction in 

the intervention group without meeting statistical significance. Furthermore, LDL cholesterol 

decreased in both groups but it was significantly lower from baseline to end-line only in the 

intervention group compared with the control group (p<0.05). Finally, triglycerides declined 

only in the intervention group without meeting statistical significance, while being increased 

in the control group. 

The results reported by Soare et al. (2014) showed a significant weight loss in both 

groups, with weight loss being significantly greater in the intervention group compared with 

the control group (p<0.001). FBG was also decreased in both groups, with the within-group 

reduction being significantly greater in the intervention group only. A significant decline in 
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total cholesterol and LDL cholesterol was observed in the intervention group compared with 

the control group (p<0.001). 

 

In Bunner et al. (2015) the outcomes showed a significant within-group decrease in 

weight only in the intervention group (p<0.0001) and a significantly greater weight loss in the 

intervention group compared with the control group from baseline to end-line (p<0.001). There 

was a non-statistically significant reduction in total cholesterol and LDL cholesterol levels in 

the intervention group, while both were increased in the control group. Triglycerides were 

increased in both groups, with the increase being greater among participants in the control 

group.  

 

Lee et al. (2016) reported a reduction in FBG only in the intervention group, without 

meeting statistical significance. LDL cholesterol decreased in both groups with the decrease 

being higher among participants in the intervention group without meeting statistical 

significance either. Triglycerides surprisingly were increased in the intervention group and 

decreased in the control group, without reaching statistical significance in both groups.  

 

5.0 DISCUSSION 

 

This systematic review included eleven studies and aimed to evaluate the psychological 

and physical outcomes of plant-based diet interventions in controlling T2D in adults. The 

review demonstrates evidence that a plant-based diet can significantly improve the 

psychological well-being, the quality of life, the control of T2D measured by HbA1c and a 

number of physical characteristics (weight loss, FBG, total cholesterol, LDL cholesterol, 

triglycerides) in people with T2D. 

 

Three studies reported results with regard to psychological and quality of life outcomes 

(Wright et al., 2017; Bunner et al., 2015; Kahleova et al., 2013). More specifically, there were 

significant improvements in the intervention group compared with the control group in 

depression (Kahleova et al., 2013), emotional well-being (Wright et al., 2017), physical well-

being (Wright et al., 2017) and general quality of life (Wright et al., 2017; Bunner et al., 2015; 

Kahleova et al., 2013). Further outcomes showed a significant decrease of reported pain among 

participants in the intervention group (Bunner, et al., 2015). The participants of the intervention 

groups reported greater psychological results and an improved quality of life in all three studies. 
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intervention groups compared with the control groups, with an average decrease of 0.55 per 

cent in the intervention groups and 0.19 per cent in the control groups. This result is consistent 

with the findings of previous research (Yokohama, Barnard, Levin & Watanabe, 2014). 

Furthermore, findings from six studies reported a reduction or discontinuation of diabetes-

related medication in the intervention groups (Wright et al., 2017; Bunner et al., 2015; Soare 

et al., 2014; Kahleova et al., 2011; Barnard et al., 2009a; Nicholson et al., 1999). 

 

Five studies reported significant greater weight loss in the intervention group (mean 

weight loss 6.06 kg) compared with the control group (mean weight loss 2.66 kg ) from baseline 

to end-line (Bunner et at., 2015; Soare et al., 2014; Kahleova et al., 2011; Barnard et al., 2009a; 

Nicholson et al., 1999). Three studies reported significant improvements in FBG levels 

(Kahleova et al., 2011; Barnard et al., 2009a; Nicholson et al., 1999). Two studies demonstrated 

a significant decrease in LDL cholesterol levels in the intervention groups (Kahleova et al., 

2011; Barnard et al., 2009a), while one study showed a decrease in total cholesterol and 
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the overall risk for CVD (Dinu, Abbate, Gensini, Casini & Sofi, 2017; Jenkins et al., 2014; 

Ferdowsian & Barnard, 2009; Jenkins et al., 1995). This is noteworthy because CVD is one of 
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The present systematic review has several strengths. It is the first review, to our 

knowledge, that attempted to summarise the significant psychological outcomes of a plant-

based diet intervention in adults with T2D. Furthermore, the included CTs conducted in several 

different countries (Czech Republic, Italy, New Zealand, South Korea and USA), which 

suggests that generalisability of the findings in the UK setting is likely. Also, by reviewing CTs 

which focus on dietary patterns and not isolated nutrients makes the findings of the review 

easier to be applied to the general population. Finally, when plant-based diets were compared 

with official guidelines from a number of countries, the plant-based diet was found to be 

superior. Although this is a preliminary review of evidence specific to people with T2D, other 

research which includes but is not specific to people with diabetes supports the psychological 

findings (Agarwal et al., 2015; Katcher, Ferdowsian, Hoover, Cohen & Barnard, 2010). 
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