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Background

A growing body of research demonstrated impaired executive functions in individuals with severe obesity, including increased sensitivity to reward and impulsive decision making under risk conditions. For the assessment of decision making in patients with severe obesity, studies widely used the Iowa Gambling Task (IGT) or the Delay Discounting Task (DDT), which cover short-term or long-term consequences of decisions only. A further development originating from the field of addiction research is the Cards and Lottery Task (CLT), in which each decision made has conflicting immediate and long-term consequences at the same time. The present study aimed to validate the CLT in individuals with severe obesity.



Methods

Patients with severe obesity (N = 78, 67% women, 42.9 ± 10.4 years old, body mass index of 48.1 ± 8.3 kg/m2) were included. Convergent validity was evaluated using the computerized Delay Discounting Task and well-established self-report questionnaires assessing different aspects of impulsivity. For discriminant validity, CLT performance was compared between symptom groups characterized by high versus low impulsivity. The task’s clinical validity was evaluated based on associations with general and eating disorder psychopathology, and body mass index. Test-retest reliability was determined by administering the CLT in n = 31 participants without weight-loss treatment one year later. The task’s sensitivity to change due to weight loss was evaluated by retesting n = 32 patients one year after receiving obesity surgery.



Results

The number of advantageous decisions in the CLT was significantly positively associated with delay discounting and effortful control, and significantly negatively correlated with behavioral impulsivity. CLT performance differed significantly between individuals with and without symptoms of attention-deficit/hyperactivity disorder and between samples with severe obesity and healthy controls. Clinically, CLT performance was significantly associated with general, but not eating disorder psychopathology. The CLT showed moderate test-retest reliability after one year in weight-stable individuals and was sensitive to change in those undergoing obesity surgery.



Conclusions

This study identified the CLT to be a highly promising, new complex measure of short- and long-term decision making with good reliability and validity in individuals with severe obesity. Future studies should assess its association with the IGT and predictive value for real-life health behavior.
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Introduction

The worldwide prevalence of obesity, defined as a body mass index (BMI, kg/m²) ≥ 30 kg/m², is approaching pandemic extent (1). Particularly the prevalence of severe obesity (grade 3, BMI ≥40 kg/m²) is continuously increasing (2), thereby escalating physical and mental comorbidities, such as hypertension, type 2 diabetes mellitus, and dyslipidemia, as well as affective disorders (3, 4). Although behavioral weight-loss treatment, subsuming dietary, physical, and behavioral interventions, is the standard intervention for obesity (5), its effects are moderate, with a mean weight loss of 2.4 kg over 12–18 months (6). In contrast, surgical weight-loss interventions produce substantial weight loss (7), although long-term effects (>5 years) are variable across patients and weight regain is likely to set in again (8, 9), particularly in those with a pre-surgery BMI ≥ 40 kg/m² (10). Understanding the precise etiological mechanisms that promote weight gain and prevent successful weight-loss maintenance is essential to develop effective interventions in the prevention and treatment of obesity.

During the past decade, neuropsychological research identified executive functions to play a crucial role for the development of obesity and weight-loss success [e.g., (11, 12)]. Executive functions describe higher cognitive processes that enable to manage impulses and goal-directed behavior (13, 14) including inhibition, cognitive flexibility, working memory, planning, and decision making (15, 16). A recent meta-analysis including 72 experimental studies revealed significant impairments in executive functions in individuals with obesity compared to those with normal weight, with largest effects in decision making [Hedges g = −0.44, (17)], predominantly assessed by the Iowa Gambling Task [IGT (18)] and the Delay Discounting Task [DDT (19)]. Participants’ BMI did not moderate the effects (17); however, most evidence based on a narrow BMI across the obesity range. Indeed, only a minority of studies on executive functions, specifically decision making, was conducted in samples with severe obesity. The few available studies examining samples with a mean BMI ≥ 40 kg/m² consistently revealed deficient decision making compared to controls with normal weight based on the IGT (20–23), but not based on the DDT (19, 24). Although there is growing evidence on improved attention, memory, and cognitive flexibility after behavioral and surgical weight-loss interventions (25), longitudinal data on the effects of weight loss on decision making is sparse. In N = 16 patients undergoing gastric bypass, IGT scores did not significantly change from pre- to 24 weeks post-surgery (26). Nevertheless, the implications of these findings and their transferability to everyday-life decision making are still not clear, especially due to the methodological aspects of the instruments used.

The IGT is a popular neuropsychological measure which was designed to assess decision making in a learning context (18). During the IGT, participants are shown four hidden decks of cards and instructed to choose one of these decks with the ultimate goal to maximize virtual money. Each card deck has a certain probability of gaining and losing virtual money, which is thought to be learned by the participant during the 100 trials. In the long-run, two of the decks are more disadvantageous than the other two decks, as they lead to more losses. Because the rules for gains and losses are not explicitly presented to the participant, the IGT, particularly at the beginning of the task, is a measure of decision making under ambiguous, rather than objective risk conditions.

Importantly, in addition to the amount and frequency of rewards which are considered by the IGT, everyday-life decision making involves choices that differ in their timing of consequences. Temporal discounting, which is assessed during DDTs, is a specific element of decision making describing the depreciation of the value of a reward (e.g., money or food) related to the time that it takes to be released. For example, individuals might choose 100 EUR delivered immediately over 200 EUR to be delivered in two years. Specifically, DDTs determine an indifference point at which participants forgo delayed rewards in favor of immediate rewards, although the delayed rewards are objectively more valuable. Although delay discounting involves a dual-process competition [reflective versus impulsive system, (27)], the decision is only accompanied by either a long-term or a short-term consequence, but it does not involve the integration of both at the same time. Due to the longer time interval for receiving the long-term reward (up to years) compared to the IGT, decision processes might be biased by individual’s internal risk evaluations for actually obtaining the reward, making risk conditions ambiguous rather than objective.

The most commonly used reward in the IGT and DDT is money (28), as it represents a “common currency” among individuals of the same culture. Although hypothetically played for, participants were found to discount fictitious amounts of money as steeply as real money (29). Importantly, previous research on the DDT showed high correlations between tasks using money and other types of reward, such as food (30, 31), including samples with obesity (28). The fact that the degree of discounting for one type of reward was consistently positively associated with the degree of discounting for other types of reward including money (32) indicates that delay discounting and impulsive decision making are relatively stable across different decision modalities. This is an important aspect in transferring laboratory-based decision making into real-life settings, where decision making involves complex balancing processes integrating competing short- and long-term consequences at the same time. For example, establishing a healthy lifestyle in the long-term goes along with experiencing short-term punishment, such as exertion from physical activity, or sustaining from preferred, high-caloric foods. Individuals who are sensitive to punishment (i.e., cannot stand negative short-term consequences) are likely to fail maintaining their long-term objective. Extant tasks on decision making as the IGT or Game of Dice Task, however, are designed in a way that those high in punishment sensitivity decide to draw from the save stack without frequent losses, and thus will perform better in the end [see Table 1, (33, 34)]. In this context, there is a need to rethink decision-making paradigms and to increase their ecological validity (35–38).


Table 1 | Comparison of commonly used tasks assessing decision making (Iowa Gambling Task, Delay Discounting Task), and with the newly developed Cards and Lottery Task.



Recently, Müller and colleagues designed a new decision-making paradigm, the Cards and Lottery Task [CLT, (39)]. During the computerized gambling task, the participant chooses between two card decks with explicit information about the probability of gaining or losing virtual money (short-term consequence) and winning an additional lottery jackpot at the end of the game (long-term consequence). The decks are designed in a way that choosing a card from the one deck leads to immediate gains, while increasing the risk of losing the lottery jackpot at the same time. In contrast, choosing the other deck predominantly leads to immediate losses but an increased chance of winning the lottery jackpot. Thus, each decision has simultaneously short- and long-term outcomes compared to the IGT and DDT, where either short- or long-term consequences follow. The best strategy for maximizing the overall outcome is to update and integrate current information on risk probabilities, involving flexibly switching between options (i.e., card decks) and tolerating short-term punishment (i.e., money losses) for a greater reward at the end (i.e., lottery jackpot). This stands in contrast to the best strategy in IGT, which requires rigidly choosing the learned “good” deck, automatically preferred by individuals with high punishment sensitivity. Table 1 summarizes the main task characteristics of the IGT, DDT, and CLT.

Within a sample of healthy individuals (N = 70), Müller et al. (39) showed that decision-making performance varied highly, but, on average, healthy participants preferred advantageous (mostly long-term) over disadvantageous (mostly short-term) decisions. Contrasting extant evidence in risky decision making mostly demonstrating a lack of association with age and sex [e.g., (17, 37, 40)], men and younger individuals made significantly more advantageous decisions than women and older individuals in the study by Müller et al. (39), albeit the effects were small- to medium-sized. Although education may impact decision making with well-educated individuals outperforming those with lower education in the IGT [e.g., (41, 42)], nothing is known about how education relates to the number of advantageous decisions during the CLT so far. In healthy participants, CLT performance was positively associated with working memory, especially updating abilities and logical thinking. The number of advantageous decisions in the CLT was unrelated to the amount of money earned in the Game of Dice Task [GDT, (43)], assessing short-term decision making under explicit risk, highlighting the conceptual difference between short-term only and conflicting short- and long-term decision making. Unexpectedly, the CLT did not significantly correlate with the DDT, which may be due to methodological limitations of the DDT version used in the Müller et al. study (i.e., unrealistically large amounts of money were offered). Lacking correlations with a Card Sorting Task validated that the CLT does not include any learning component (39). Due to the lack of data on the CLT’s reliability, it is unclear so far whether performance on the CLT is relatively stable over time, such as the DDT (44), or biased by learning effects, as with the IGT (38).

Due to the high relevance of decision making for health behaviors in severe obesity, this study sought to examine the psychometric properties of the newly developed CLT for its use in individuals with severe obesity. As the CLT is the only available task measuring decision making based on conflicting short- and long-term prospects at the same time, but has only been validated in a non-clinical sample of healthy adults, the present study will provide valuable information about the task’s suitability in severe obesity as a more complex task on decision making than extant tasks. Beyond evaluating the sociodemographic correlates of CLT performance in severe obesity including age, sex, and education, the task’s validity and reliability were examined. Specifically, it was hypothesized that the number of advantageous decisions of the CLT 1) will positively correlate with DDT performance and self-report measures of self-control, and will be negatively linked to self-reported reward and punishment sensitivity (convergent validity), 2) will discriminate between clinical symptom groups involving self-regulatory difficulties as well as between individuals with severe obesity versus healthy controls from the population [(39), discriminant validity], 3) will be negatively linked to general and eating disorder psychopathology and weight status (clinical validity), 4) will be stable over 12 months (test-retest reliability), and 5) will improve after significant weight loss (sensitivity to change).



Materials and Methods


Participants

Data for the present study were obtained between December 2015 and January 2019 in frame of an eye-tracking experiment investigating longitudinal effects of obesity surgery on attentional processing of visual food cues (Schäfer et al., in revision). Inclusion criteria were age ≥ 18 years and sufficient German language skills. Exclusion criteria were current severe physical or mental disorders (e.g., suicidal tendency, acute psychosis) and uncorrected vision impairment.

The total sample consisted of 78 individuals (66.7% female) with a mean age of 42.9 years (SD = 10.4, range 24–69) and a mean BMI of 48.1 kg/m2 (SD = 8.3, range 33.8–78.9). Among them, 39 participants were patients scheduled for obesity surgery and recruited from the Leipzig University Medical Center during their preparatory visit for the surgery and the Psychosocial Registry for Bariatric Surgery [PRAC, (45)]. The remaining 39 participants were individuals with severe obesity and no ongoing or planned intensive weight-loss treatment. They were matched to the prebariatric patients by age, sex, and BMI, and were recruited from the same clinical institution and the population (e.g., Internet advertisements). Written informed consent was obtained from all participants prior to study participation according to procedures approved by the local Ethics Committee of the University of Leipzig. All participants received a financial compensation for their participation.



The Cards and Lottery Task

The Cards and Lottery Task [CLT, (39)] is a computerized neuropsychological task assessing decision making under risk conditions. Participants were instructed to win as much virtual money as possible by choosing cards from two possible decks with conflicting short-term (i.e., win or loss of virtual money immediately added to or subtracted from the participant’s balance) and long-term consequences (i.e., chance to win or lose an additional jackpot in the subsequent lottery at the very end of the task). Each deck consisted of 10 cards displaying two characteristics: an amount of virtual money in EUR that was instantly added to or subtracted from the current balance after each draw (i.e., short-term) and a star or bomb symbol that influenced the probability of winning or losing the subsequent lottery (i.e., long-term; see Figure 1 for an illustration and example). In the event of winning the lottery at the end, a further 5,000 EUR were added to the participants’ cumulated short-term balance, while 5,000 EUR were withdrawn from the balance if the lottery was lost. There were also neutral cards with no symbol and no effect on the outcome of the lottery. In each of the 36 trials, participants had to choose one card from either the left or right deck by mouse click, which was then randomly selected out of the 10 cards of the deck. The left deck included relatively high immediate gains and no losses of virtual money, however, was disadvantageous in the long-term (i.e., many bomb cards increasing the chance to lose the lottery jackpot). Contrary, the right deck included relatively low short-term gains or even loses, but was advantageous in the long term (i.e., many star cards increasing the probability to win the lottery jackpot). The win/loss margin and star/bomb-symbol frequencies in both decks altered in each trial and were displayed to participants as a decision basis. In addition, participant’s current balance of virtual money, the ratio of collected star and bomb symbols (i.e., lottery stack with 20 slots in total, starting at a portion of 10 stars versus 10 bombs, a drawn star replaces a bomb and vice versa), and the current trial number were constantly displayed on the screen and updated after each trial. Accordingly, participants had to integrate conflicting short- and long-term consequences of different options, as well as the current status of their short-term (i.e., balance of virtual money) and long-term (i.e., lottery stack) accounts during the decision-making process. The CLT was played in full feedback mode, meaning that after each decision, feedback in terms of a short visualization of the actually drawn card including its value and potential symbol was displayed in the center of the screen (see Figure 1 for an example) and participant’s scores were immediately updated according to the properties of the drawn card. The visual feedback was accompanied by an auditory feedback indicating an immediate gain (positive sound) or loss (negative sound).




Figure 1 | Illustration of a decision-making situation in the Cards and Lottery Task. The task starts with a balance of 0 EUR and a lottery stack of 10 stars versus 10 bombs. The left deck contains 10 cards with immediate gains ranging from 0 to 100 EUR, of which three additionally have bomb symbols and seven are neutral. The right deck contains 10 cards with values ranging from −50 EUR to 50 EUR, of which three additionally have star symbols and seven are neutral. In this example, the participant draws a card from the right deck. Feedback is immediately given about the card randomly drawn from the right deck, in this case a card with an immediate loss of −17 EUR and a star symbol. Participant’s balance and lottery stack are updated according to the card drawn previously. The next trial starts with altered win/loss margin and star/bomb symbol frequencies displayed above both decks.



Risk-taking behavior and reward sensitivity were determined by the Number of Advantageous Decisions (NAD) score, indicating whether decision making is driven by immediate reward irrespective of negative outcomes in the long term or delay of immediate gratification (or acceptance of short-term punishment) in favor of greater, positive long-term outcomes. Although the highest overall outcome (i.e., final balance of gained virtual money) is only reached with winning the lottery jackpot at the end of the task, the NAD score is calculated in a way that exclusively choosing the right “long-term” deck is not the most advantageous strategy (e.g., choosing the long-term deck is not an advantageous decision if the lottery stack is already full of stars, i.e., 100% chance of winning the lottery is reached, and drawing another star card does not bring any additional benefit). Thus, the NAD score also takes the actual status of participant’s short-term and long-term accounts in each trial into consideration and thus represents objectively advantageous decisions in terms of choices for the option that offers the higher expected value in the respective situation [for a more detailed description, see (39)]. The NAD score ranges from 0 to 36, with lower scores indicating higher risk-taking behavior and lower delay of gratification.



Measures for Validation


Convergent Validity

The Delay Discounting Task [DDT, (19)] determines reward sensitivity as aspect of impulsive decision making by assessing the individual tendency to discount the subjective value of a reward with increasing time that it takes to be released. Participants had to make a series of decisions, in which they could choose between either a fixed amount of money (10 EUR) with varying time delays (0, 2, 30, 180, and 365 days) or a varying amount of money (chosen randomly between 0 and 10 EUR in 0.5 increments) with no time delay. The task ends when an indifference point for each delay was found or the maximum of 30 trials for each delay was reached. Delay discounting was determined by calculating the Area Under the Curve [AUC, range: 0–1, (46)] based on the individual indifference points found for each delay, with lower values indicating higher discounting of delayed rewards (i.e., preference for short-term but lower amounts of money vs. long-term but higher amounts of money). In the present study, a computerized version of the DDT was applied, run by the test software Millisecond (Inquisit, Released 2015 for Windows, Version 4, Millisecond Software: San Francisco, CA, USA).

The short version of the Barratt Impulsiveness Scale [BIS-15, (47, 48)] was administered to assess self-reported impulsivity on three factors: non-planning, motor, and attentional impulsivity. Total sum scores (range: 15–60; Cronbach’s α in this study’s sample = .80) were calculated, with higher values indicating higher impulsivity.

The Behavioral Inhibition System (BIS) and Behavioral Activation System (BAS) scales (49, 50) were administered to assess reactive temperament as one underlying aspect of impulsive behavior. The BIS scale (range: 7–28; α = .81) measures individual dispositional differences in punishment sensitivity, whereas the BAS scale (range: 13–52; α = .80) assesses dispositional differences in reward sensitivity. Total sum scores were calculated for each scale, with higher values indicating higher sensitivity for punishment and reward, respectively.

The total sum score (range: 19–133; α = .73) of the Effortful Control subscale of the Adult Temperament Questionnaire-Short Form [ATQ-EC, (51, 52)] was calculated as a measure of self-control (i.e., individual’s capacity to overcome reactive approach tendencies, e.g., punishment or reward sensitivity, in order to act purposefully in the long term). Higher values indicate higher effortful control/self-control (i.e., lower impulsivity).



Discriminant Validity

The Attention-Deficit/Hyperactivity Disorder Self-Rating Scale [ADHD-SR, (53)] was used to assess self-reported attention-deficit/hyperactivity disorder (ADHD) symptoms according to the criteria “inattention,” “hyperactivity,” and “impulsivity” (α = .76) of the Diagnostic and Statistical Manual of Mental Disorders [DSM-5, (54)]. Participants were evaluated as probable cases of adult ADHD if they had at least six positive items (score > 0) from the items 1–9 (“inattention”) as well as at least six positive items from the items 10–18 [“hyperactivity,” “impulsivity,” (53)].

The binge-eating disorder module of the clinical interview Eating Disorder Examination [EDE, (55, 56)] was applied to assess binge eating (BE), defined as eating episodes, in which individuals experience a loss of control over eating, irrespective of consuming an objectively (objective BE episode) or subjectively (subjective BE episode) large amount of food in these situations (54). Participants were classified as having BE if they reported at least one objective and/or subjective BE episode over the past 3 months.



Clinical Validity

The Patient Health Questionnaire Depression Scale [(PHQ-9, (57, 58)] was used to screen for depression according to the nine diagnostic criteria of the DSM-5 (54). The total sum score (range: 0–27; α = .85) was calculated, with higher values indicating higher levels of depression.

The Difficulties in Emotion Regulation Scale [DERS, (59, 60)] was used to assess deficits in recognition and regulation of emotions. The total sum score (range: 36–180; α = .94) was calculated, with higher values indicating higher levels of emotion dysregulation.

Participants’ eating disorder psychopathology was evaluated via the Eating Disorder Examination-Questionnaire [EDE-Q, (61, 62)], assessing eating disorder attitudes and behaviors on the four subscales “restraint,” “eating concern,” “weight concern,” and “shape concern.” The EDE-Q global score (range: 0–6; α = .90) was calculated, with higher values indicating greater eating disorder psychopathology.




Procedure

Experimental sessions were conducted individually and followed a standardized procedure. After obtaining written informed consent, the participant’s weight and height were measured objectively. Afterwards, visual attention towards food cues was determined using an eye-tracking and reaction-time paradigm (Schäfer et al., in revision), which were not part of the current analysis. Subsequently, the CLT and the DDT were conducted, followed by evaluating participant’s binge-eating episodes via EDE. Altogether, the experimental session took approximately 90 to 120 min. Self-report questionnaires were filled in at home beforehand. Of the total sample, 31 participants without intensive weight-loss treatment and 32 participants after obesity surgery were re-tested at a 1-year follow-up visit using the same procedure.



Statistical Analysis

Statistical analyses were conducted using IBM SPSS Statistics version 23 (IBM Corp. Released 2015. IBM SPSS Statistics for Windows, Version 23.0. Armonk, NY: IBM Corp). Normal distribution and homogeneity of variances were confirmed before testing hypotheses. For all analysis, statistical significance was set at a two-tailed α level of .05.

To evaluate CLT performance (i.e., the NAD score) depending on sociodemography, independent sample t tests were conducted in dichotomous sociodemographic groups (women vs. men; age ≤ vs. > 45 years; education ≤ vs. > 10 school years). For convergent validity, Pearson correlations were calculated to determine associations between CLT and other measures of impulsivity (DDT, BIS-15, BIS/BAS, ATQ-EC). Regarding the CLT’s discriminant validity, mean NAD scores of the CLT were compared between clinical groups (ADHD symptoms vs. no ADHD symptoms; BE episodes vs. no BE episodes) as well as between the present sample and the population-based sample by Müller et al. (39) using independent sample t tests. If significant sociodemographic effects of the NAD score were detected, analyses on discriminant validity were controlled for these covariates using analyses of covariance, but only reported if changing the results. For clinical validity, Pearson correlations between CLT and measures of general psychopathology (PHQ-9, DERS), eating disorder psychopathology (EDE-Q), and BMI were conducted. Regarding test-retest reliability, Pearson correlations between two CLT performances measured one year apart in 31 participants without surgical or behavioral weight-loss treatment were run. A dependent sample t test was used to identify differences in CLT performance assessed pre- and 1-year post-surgery in 32 participants with surgical weight-loss treatment to evaluate the CLT’s sensitivity to change.

For estimating effect sizes, Pearson’s r for correlations (r = .10 small, .30 medium, .50 large) and Cohen’s d for t tests (d = .20 small, .50 medium, .80 large) were calculated and interpreted according to Cohen (63).




Results

Boxplots of analyzed group differences (Figure S1), scatterplots of reported correlations (Figure S2), and bivariate correlations between all measures (Table S3) are included in the supplementary material.


Sociodemographic Effects

Against expectation, CLT performance did not differ significantly between sociodemographic groups related to sex and age (ps > .05, small effects), as displayed in Table 2. As expected, participants with low versus high education exhibited a lower mean NAD score (p < .05, large effect).


Table 2 | Cards and Lottery Task: The number of advantageous decisions (NAD score) by sociodemographic group.





Convergent Validity

In line with hypotheses, a higher number of advantageous decisions in the CLT (NAD score) was associated with lower delay discounting (i.e., greater AUC in the DDT), r (71) = .33, p = .005, greater self-reported effortful control (ATQ-EC), r(76) = .23, p = .039, lower self-reported non-planning, motor, and attentional impulsivity (BIS-15), r(76) = −.36, p = .001, and lower punishment sensitivity (BIS), r(74) = −.29, p = .010. Against expectations, no significant association was found between the NAD score of the CLT and self-reported reward sensitivity (BAS), r(73) = .07, p = .576.



Discriminant Validity

As shown in Table 3, participants with ADHD symptoms showed significantly lower mean NAD scores on the CLT than those without ADHD symptoms (p < .05, medium effect), as expected. After controlling for education, the effect was marginally significant (p = .057). No significant mean NAD score differences were found between participants reporting BE episodes and those without BE episodes (p > .05, small effect). Exploratory analyses on those with (n = 9) versus without (n = 69) full-syndrome BED revealed similar results (p = .335, small effect).


Table 3 | Discriminant validity of the Cards and Lottery Task regarding different clinical groups.



As hypothesized, the mean NAD score of the CLT differed significantly between individuals with severe obesity and the 70 healthy individuals who had performed the same CLT version in the study by Müller et al. [(39), p = .020, small effect], indicating more disadvantageous decision making in individuals with severe obesity versus healthy controls.



Clinical Validity

As expected, the NAD score of the CLT was negatively correlated with depression (PHQ-D), r(76) = −.28, p = .012, and difficulties in emotion regulation (DERS), r(73) = −.28, p = .017, indicating that higher experimentally assessed impulsivity was significantly associated with higher levels of self-reported depression and emotion dysregulation. Against hypotheses, no significant correlations were found between participants’ performance in the CLT and self-reported eating disorder psychopathology (EDE-Q), r(75) = −.09, p = .459, and BMI, r(76) = .04, p = .743.



Test-Retest Reliability

In the subsample of n = 31 participants without intensive weight-loss treatment, the test-retest reliability measured over one year (mean time interval = 12.5 ± 0.9 months, range: 11–14 months) was moderate with r = .40 (p = .026).



Sensitivity to Change

In the subsample of n = 32 participants with obesity surgery, pre-surgery CLT performance (mean NAD = 19.0 ± 7.0) did significantly differ from post-surgery CLT performance (mean NAD = 15.6 ± 7.3; t(31) = 2.308, p = .028, Cohen’s d = .45) assessed at 1-year follow-up (mean time interval = 12.8 ± 0.7 months, range: 11–14 months), indicating an increase in risky decision making from pre- to 1-year post-surgery.




Discussion

This study provided first psychometric evidence of a newly developed, complex measure on decision making in a clinical sample of adults with severe obesity, demonstrating highly favorable psychometric properties of the Cards and Lottery Task [CLT, (39)]. Specifically, the CLT’s convergent, discriminant, and clinical validity was shown using other well-established measures on delay discounting, effortful control, reward and punishment sensitivity, and depression. Over a period of one year, CLT performance showed moderate stability in those with constant body weight, but was sensitive to change in those who underwent obesity surgery and experienced substantial weight loss.


Sociodemographic Effects

The present study did not replicate findings by Müller et al. (39) that sex and age have an effect on CLT performance, but goes in line with recent research consistently demonstrating a lack of effects of age and sex on decision making in individuals across the BMI range (17, 37, 41). A more important sociodemographic aspect in the research of decision-making abilities than age and sex is education (64). As expected and in line with recent evidence [e.g., (42, 65)], individuals with higher educational level outperformed those with lower education. A higher education is likely related to higher income which can be supported by the present data, where 56% of those with higher education had a net income ≥ 2,000 EUR (median value) compared to 31% of the low education group (χ²(1, N = 77) = 3.739, p = .051, d = .45; data not shown). The task of the CLT to maximize virtual money based on long-term decisions may thus be more familiar and realistic to individuals with higher education and financial security. It is thus imperative to consider participants’ level of education and income as important control variables in decision-making research.



Convergent Validity

As expected, the number of advantageous decisions in the CLT was positively associated with the ability to wait for larger delayed rewards instead of preferring smaller immediate rewards during the classical DDT. Although the DDT is a measure of decision making based on explicit information, it differs from the CLT in central aspects including the lack of simultaneous short- and long-term consequences of each decision. Thus, the significant, but moderate association (r = .33) between both measures may depict the overlapping, yet distinct facets of decision making in individuals with severe obesity. Interestingly, the CLT (in the respective full feedback version) and DDT did not significantly correlate in a sample of healthy adults (39), suggesting that reward sensitivity is more relevant in decision-making processes in clinical samples with well-known deficient executive functioning than in healthy samples. Relatedly, the hypothesized significant association between advantageous decisions in the CLT and lower self-reported impulsivity and greater effortful control, respectively, underscored the CLT’s convergent validity in the present sample. In analogy to the DDT, these correlations were found only in the clinical, but not in the healthy validation sample by Müller et al. (39). In the latter sample, the mentioned correlation with self-reported impulsivity occurred only in case the CLT was performed in a modified version in which immediate feedback about long-term effects of the decision was hidden making short-term outcomes more salient. Against expectation, the BAS score was not associated with CLT performance. It might be hypothesized that the self-reported BAS score, representing the general tendency to act impulsively with high reward sensitivity and approach motivation, does not tap into the temporal component of conflicting short- and long-term prospects as the CLT does (66).



Discriminant Validity

An important goal in the development of neuropsychological tasks is the ability to distinguish between different groups of individuals, mostly clinical and non-clinical samples. In fact, the present study showed that the CLT differentiated between individuals with severe obesity with and without symptoms of ADHD. In the CLT, adults with symptoms of ADHD, a neurodevelopmental disorder associated with deficient executive control (67) and decision-making deficits which are of comparable magnitude as attention deficits (68), made significantly more disadvantageous decisions than those without ADHD symptoms. Compared to the only available validation study of the CLT in healthy participants from the population (39), individuals with severe obesity made significantly more disadvantageous decisions, which is in line with a priori expectations and evidence on impaired decision making in individuals with obesity versus normal-weight controls (17). Contrary to expectations, CLT performance did not differ between individuals with versus without binge-eating episodes, which might be related to the subthreshold definition and frequency of objective or subjective binge-eating episodes in the present study. Indeed, in the present sample binge-eating prevalence was very low coupled with high variability. Future studies on the CLT are highly recommended to investigate full syndrome binge-eating disorder including regularly occurring objectively large binge-eating episodes according to the DSM-5 (54).



Clinical Validity

As expected and consistent with the diagnostic criteria of a major depressive disorder including a “diminished ability to think or concentrate, or indecisiveness” (55), individuals reporting higher compared to lower levels of depression showed more disadvantageous decision making. In fact, previous studies using the IGT demonstrated deficient decision making in individuals with depressive disorders compared to controls [e.g., (69, 70)]. At the same time, depressive disorders go along with behavioral hypersensitivity to punishment [e.g., (71–73)] and behavioral and biological hyposensitivity for positive reinforcements (74), which may explain the preference for avoiding the deck with immediate punishment (but greater, positive long-term outcomes). Relatedly, self-reported emotion regulation difficulties covering, for example, difficulties engaging in goal-directed behavior and impulse control (59) were associated with deficient decision making in the present sample. This result goes in line with previous evidence demonstrating robust associations between greater impulsivity and emotion dysregulation in individuals with severe obesity (75). Contrasting expectations, lower CLT performance was not related to higher levels of eating disorder psychopathology in the present sample. In analogy to the lack of CLT differences in binge-eating status, this suggests that general decision-making abilities are not a function of domain-specific psychopathology such as eating disorder psychopathology. In this context, previous research did not provide consistent evidence on the association between weight and shape concern and measures of urgency (76).



Test-Retest Reliability

Analyses on the task’s test-retest reliability revealed encouraging results, as CLT performance was moderately stable in the present sample. Of note, the test-retest interval was very long with more than 12 months on average. Comparable tasks assessing behavioral impulsivity showed higher test-retest reliability in previous studies, such as the DDT (r = .50–.89) and the Balloon Analogue Risk Task (r = .66–.79), but not the IGT [r = .27–.65, (44, 77–79)]. However, test-retest reliability in these studies was tested over much shorter time intervals ranging from 1 h to 3 weeks, with decreasing test-retest reliability over longer time intervals. Additionally, test-retest reliability of other neuropsychological measures of impulsivity was evaluated in non-clinical samples of individuals with younger age [≤ 35 years, (44, 77–79)] and higher educational level [e.g., undergraduate students, (77, 78)] compared to the present sample. These sociodemographic differences in combination with longer time intervals in the present study may result in greater sociodemographic heterogeneity in the current sample including a greater probability for changes in participants’ living conditions over time (e.g., job change, retirement) which potentially effected the temporal stability of CLT performance. Furthermore, learning effects (e.g., changing strategy after experiencing that only winning the lottery jackpot leads to the highest overall outcome in the CLT) and daily mood fluctuations (44) must always be taken into account when interpreting the test-retest reliability of neuropsychological tasks assessing impulsive decision making.



Sensitivity to Change

The study revealed that CLT performance significantly changed after obesity surgery. Against hypotheses that decision making will improve after obesity surgery (25), however, CLT performance worsened from pre- to post-surgery. Participants made significantly more disadvantageous decisions than before surgery indicating that individuals experiencing substantial weight loss showed a higher tendency to prefer short-term over long-term rewarding options one year after obesity surgery. Notably, extant research on the effects of obesity surgery on psychopathology revealed substantial reductions in depressive and anxiety symptoms (80) as well as an increase in social and physical activity (81, 82). These liberating effects of obesity surgery may account for the increase in risk-taking behaviors with both positive and negative consequences, including leaving an unhealthy partnership, starting a new relationship (83), or post-surgery suicides (84). The favorable and detrimental effects of extreme weight loss on decision making should be subject of further investigation.



Strengths and Limitations

A major strength of this study is the recruitment of a clinical sample with severe obesity representing a broad spectrum of age and education. Measures for validation were assessed multimodally using well-established neuropsychological tasks, clinical interviews, and self-report questionnaires. The longitudinal design allowed for testing the long-term stability of CLT performance in individuals with and without stable weight profile. Nevertheless, it should be taken into account that it was not controlled for symptoms of gambling disorders, which might be assumed to have an effect on CLT performance as the CLT depicts a (virtual) gambling task. CLT and DDT were presented in a non-randomized order, which bears the risk of mutual influence on test performance. However, the risk was considered to be minimal as the applied tasks were not reaction-time based, making distortions, e.g., due to fatigue, unlikely, and both paradigms tapped into different aspects of decision making. The CLT was only compared with the DDT—a decision-making measure outside the learning context as well—but not with the IGT. A direct comparison with the IGT would clarify the hypothesized task differences, especially the impact of punishment sensitivity on decision-making performance. As only virtual money was played for in the CLT, the transferability to real decision making is limited. An additional monetary incentive in the form of an achievable real amount of money in future study designs (e.g., 0.1% of the final account balance achieved in the CLT) would bring the CLT even closer to everyday life. Finally, although statistical power was appropriate for correlation analyses, tests for group differences were underpowered due to varying group sizes and should be carefully interpreted.



Conclusion

The CLT was found to be a valid and reliable computerized task for the brief assessment of flexible decision making under explicit risk in a clinical sample of individuals with severe obesity. With more facets of decision making being captured than in the IGT and DDT, relatively short task duration (about 20 min) and pleasing design, it is a recommended task for research on decision making in population-based and clinical samples, specifically samples with severe obesity. Nevertheless, replication studies across the BMI range are needed to underpin the present results and to directly evaluate weight-specific differences in CLT performance. For further evaluation of a potential overlap with decision making under ambiguous risk, studies should validate the CLT against the widely-used IGT. Finally, it will be highly valuable to evaluate the CLT’s predictive value for real-life health behaviors in the short and long term as well as pathological risk-taking behaviors, such as drug and alcohol abuse, to assess its clinical utility more deeply.




Data Availability Statement

The datasets generated for this study are available on request to the corresponding authors.



Ethics Statement

This study involving human participants was reviewed and approved by the ethics committee of the Medical Faculty, Leipzig University, Germany. All participants provided their written informed consent to participate in this study.



Author Contributions

LS, RS, and AH contributed the conception and design of the study. SM provided the CLT and respective scoring algorithms. LS performed the study and organized the database. LS and RS performed the statistical analysis and contributed to the interpretation of data. LS and RS wrote the original draft of the manuscript. All authors contributed to the article and approved the submitted version. AH acquired funding for this research.



Funding

This work was supported by the Federal Ministry of Education and Research (BMBF), Germany, FKZ: 01EO1501, and we acknowledge support from the German Research Foundation (DFG) and University of Leipzig within the program of Open Access Publishing.



Acknowledgments

The authors thank Marie Blume for her help in neuropsychological data processing and Sabine Schäfer for her support in visualizing the experimental paradigm. Last but not least, we like to thank all participants of this study.



Supplementary Material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fpsyt.2020.00690/full#supplementary-material



References

1. World Health Organization. Overweight and obesity. (2020). Retrieved from: https://www.who.int/en/news-room/fact-sheets/detail/obesity-and-overweight

2. Hales CM, Fryar CD, Carroll MD, Freedman DS, Ogden CL. Trends in obesity and severe obesity prevalence in US youth and adults by sex and age, 2007-2008 to 2015-2016. JAMA (2018) 319:1723–5. doi: 10.1001/jama.2018.3060

3. Salminen P, Helmiö M, Ovaska J, Juuti A, Leivonen M, Peromaa-Haavisto P, et al. Effect of laparoscopic sleeve gastrectomy vs laparoscopic roux-en-Y gastric bypass on weight loss at 5 years among patients with morbid obesity: the SLEEVEPASS randomized clinical trial. JAMA (2018) 319:241–54. doi: 10.1001/jama.2017.20313

4. Kalarchian MA, King WC, Devlin MJ, Hinerman A, Marcus MD, Yanovski SZ, et al. Mental disorders and weight change in a prospective study of bariatric surgery patients: 7 years of follow-up. Surg Obes Relat Dis (2019) 15:739–48. doi: 10.1016/j.soard.2019.01.008

5. Bray GA, Frühbeck G, Ryan DH, Wilding JP. Management of obesity. Lancet (2016) 387:1947–56. doi: 10.1016/S0140-6736(16)00271-3

6. LeBlanc ES, Patnode CD, Webber EM, Redmond N, Rushkin M, O’Connor EA. Behavioral and pharmacotherapy weight loss interventions to prevent obesity-related morbidity and mortality in adults: updated evidence report and systematic review for the US Preventive Services Task Force. JAMA (2018) 320:1172–91. doi: 10.1001/jama.2018.7777

7. Courcoulas AP, King WC, Belle SH, Berk P, Flum DR, Garcia L, et al. Seven-year weight trajectories and health outcomes in the Longitudinal Assessment of Bariatric Surgery (LABS) study. JAMA Surg (2018) 153:427–34. doi: 10.1001/jamasurg.2017.5025

8. Lauti M, Kularatna M, Hill AG, MacCormick AD. Weight regain following sleeve gastrectomy – a systematic review. Obes Surg (2016) 26:1326–34. doi: 10.1007/s11695-016-2152-x

9. Magro DO, Geloneze B, Delfini R, Pareja BC, Callejas F, Pareja JC. Long-term weight regain after gastric bypass: a 5-year prospective study. Obes Surg (2008) 18:648–51. doi: 10.1007/s11695-007-9265-1

10. Csendes A, Burgos AM, Martinez G, Figueroa M, Castillo J, Díaz JC. Loss and regain of weight after laparoscopic sleeve gastrectomy according to preoperative BMI: Late results of a prospective study (78-138 months) with 93% of follow-up. Obes Surg (2018) 28:3424–30. doi: 10.1007/s11695-018-3356-z

11. Lowe CJ, Reichelt AC, Hall PA. The prefrontal cortex and obesity: a health neuroscience perspective. Trend Cognit Sci (2019) 23:349–61. doi: 10.1016/j.tics.2019.01.005

12. Stice E, Burger K. Neural vulnerability factors for obesity. Clin Psychol Rev (2018) 68:38–53. doi: 10.1016/j.cpr.2018.12.002

13. Diamond A. Executive functions. Annu Rev Psychol (2013) 64:135–68. doi: 10.1146/annurev-psych-113011-143750

14. Baumeister RF, Vohs KD. Self-regulation, ego depletion, and motivation. Soc Pers Psychol Compass (2007) 1:115–28. doi: 10.1111/j.1751-9004.2007.00001.x

15. Miyake A, Friedman NP, Emerson MJ, Witzki AH, Howerter A, Wager TD. The unity and diversity of executive functions and their contributions to complex “Frontal Lobe” tasks: a latent variable analysis. Cognit Psychol (2000) 41:49–100. doi: 10.1006/cogp.1999.0734

16. Rangel A, Camerer C, Montague PR. A framework for studying the neurobiology of value-based decision making. Nat Rev Neurosci (2008) 9:545–56. doi: 10.1038/nrn2357

17. Yang Y, Shields GS, Guo C, Liu Y. Executive function performance in obesity and overweight individuals: A meta-analysis and review. Neurosci Biobehav Rev (2018) 84:225–44. doi: 10.1016/j.neubiorev.2017.11.020

18. Bechara A, Damasio AR, Damasio H, Anderson SW. Insensitivity to future consequences following damage to human prefrontal cortex. Cognition (1994) 50:7–15. doi: 10.1016/0010-0277(94)90018-3

19. Richards JB, Zhang L, Mitchell SH, de Wit H. Delay or probability discounting in a model of impulsive behavior: effect of alcohol. J Exp Anal Behav (1999) 71:121–43. doi: 10.1901/jeab.1999.71-121

20. Brogan A, Hevey D, O’Callaghan G, Yoder R, O’Shea D. Impaired decision making among morbidly obese adults. J Psychosom Res (2011) 70:189–96. doi: 10.1016/j.jpsychores.2010.07.012

21. Fagundo AB, Jiménez-Murcia S, Giner-Bartolomé C, Agüera Z, Sauchelli S, Pardo M, et al. Modulation of irisin and physical activity on executive functions in obesity and morbid obesity. Sci Rep (2016) 6:30820. doi: 10.1038/srep30820

22. Perpiná C, Segura M, Sánchez-Reales S. Cognitive flexibility and decision-making in eating disordersand obesity. Eat Weight Disord (2017) 22:435–44. doi: 10.1007/s40519-016-0331-3

23. Pignatti R, Bertella L, Albani G, Mauro A, Molinari E, Semenza C. Decision-making in obesity: a study using the Gambling Task. Eat Weight Disord (2006) 11:126–32. doi: 10.1007/bf03327557

24. Kulendran M, Patel K, Darzi A, Vlaev I. Diagnostic validity of behavioural and psychometric impulsivity measures: an assessment in adolescent and adult populations. Person Indiv Diff (2016) 90:347–52. doi: 10.1016/j.paid.2015.11.026oi

25. Veronese N, Facchini S, Stubbs B, Luchini C, Solmi M, Manzato E, et al. Weight loss is associated with improvements in cognitive function among overweight and obese people: a systematic review and meta-analysis. Neurosci Biobehav Rev (2017) 72:87–94. doi: 10.1016/j.neubiorev.2016.11.017

26. Marques EL, Halpern A, Correa Mancini M, de Melo ME, Horie NC, Buchpiguel CA, et al. Changes in neuropsychological tests and brain metabolism after bariatric surgery. J Clin Endocrinol Metab (2014) 99:E2347–52. doi: 10.1210/jc.2014-2068

27. Luhmann CC. Temporal decision-making: insights from cognitive neuroscience. Front Behav Neurosci (2009) 3:39. doi: 10.3389/neuro.08.039.2009

28. Amlung M, Petker T, Jackson J, Balodis I, MacKillop J. Steep discounting of delayed monetary and food rewards in obesity: a meta-analysis. Psychol Med (2016) 46:2423–34. doi: 10.1017/S0033291716000866

29. Johnson MW, Bickel WK. Within-subject comparison of real and hypothetical money rewards in delay discounting. J Exp Anal Behav (2002) 77:129–46. doi: 10.1901/jeab.2002.77-129

30. Charlton SR, Fantino E. Commodity specific rates of temporal discounting: does metabolic function underlie differences in rates of discounting? Behav Process (2008) 77:334–42. doi: 10.1016/j.beproc.2007.08.002

31. Johnson MW, Bickel WK, Baker F, Moore BA, Badger GJ, Budney AJ. Delay discounting in current and former marijuana-dependent individuals. Exp Clin Psychopharmacol (2010) 8:99–107. doi: 10.1037/a0018333

32. Odum AL. Delay discounting: trait variable? Behav Process (2011) 87:1–9. doi: 10.1016/j.beproc.2011.02.007

33. Kim DY, Lee JH. Effects of the BAS and BIS on decision-making in a gambling task. Person Individ Diff (2011) 50:1131–5. doi: 10.1016/j.paid.2011.01.041

34. Singh V, Khan A. Decision making in the reward and punishment variants of the Iowa gambling task: evidence of “foresight” or “framing”? Front Neurosci (2012) 6:107. doi: 10.3389/fnins.2012.00107

35. Rochat L, Maurage P, Heeren A, Billieux J. Let’s open the decision-making umbrella: a framework for conceptualizing and assessing features of impaired decision making in addiction. Neuropsychol Rev (2019) 29:27–51. doi: 10.1007/s11065-018-9387-3

36. Horstmann A, Villringer A, Neumann J. Iowa gambling task: there is more to consider than long-term outcome. Using a linear equation model to disentangle the impact of outcome and frequency of gains and losses. Front Neurosci (2012) 6:61. doi: 10.3389/fnins.2012.00061

37. Buelow MT, Suhr JA. Construct validity of the Iowa Gambling Task. Neuropsychol Rev (2009) 19:102–14. doi: 10.1007/s11065-009-9083-4

38. Steingroever H, Wetzels R, Horstmann A, Neumann J, Wagenmakers EJ. Performance of healthy participants on the Iowa Gambling Task. Psychol Assess (2013) 25:180–93. doi: 10.1037/a0029929

39. Müller SM, Schiebener J, Stöckigt G, Brand M. Short- and long-term consequences in decision-making under risk: immediate feedback about long-term prospects benefits people tending to impulsive processing. J Cognit Psychol (2017) 29:217–39. doi: 10.1080/20445911.2016.1245660

40. Brand M, Recknor EC, Grabenhorst F, Bechara A. Decisions under ambiguity and decisions under risk: correlations with executive functions and comparisons of two different gambling tasks with implicit and explicit rules. J Clin Exp Neuropsychol (2007) 29:86–99. doi: 10.1080/13803390500507196

41. Davis C, Fox J, Patte K, Curtis C, Strimas R, Reid C, et al. Education level moderates learning on two versions of the Iowa Gambling Task. J Int Neuropsychol Soc (2008) 14:1063–8. doi: 10.1017/S1355617708081204

42. Cassimiro L, Fuentes D, Nitrini R, Yassuda MS. Decision-making in cognitively unimpaired illiterate and low-educated older women: results on the Iowa Gambling Task. Arch Clin Neuropsychol (2017) 32:71–80. doi: 10.1093/arclin/acw080

43. Brand M, Fujiwara E, Borsutzky S, Kalbe E, Kessler J, Markowitsch HJ. Decision-making deficits of korsakoff patients in a new gambling task with explicit rules: associations with executive functions. Neuropsychol (2005) 19:267. doi: 10.1037/0894-4105.19.3.267

44. Weafer J, Baggott MJ, de Wit H. Test-retest reliability of behavioral measures of impulsive choice, impulsive action, and inattention. Exp Clin Psychopharmacol (2013) 21:475–81. doi: 10.1037/a0033659

45. Baldofski S, Tigges W, Herbig B, Jurowich C, Kaiser S, Stroh C, et al. Nonnormative eating behaviors and psychopathology in prebariatric patients with binge-eating disorder and night eating syndrome. Surg Obes Relat Dis (2015) 11:621–6. doi: 10.1016/j.soard.2014.09.018

46. Myerson J, Green L, Warusawitharana M. Area under the curve as a measure of discounting. J Exp Anal Behav (2001) 76:235–43. doi: 10.1901/jeab.2001.76-235

47. Meule A, Vögele C, Kübler A. Psychometric evaluation of the German Barratt Impulsivness Scale – short version (BIS-15). Diagnostica (2011) 57:126–33. doi: 10.1026/0012-1924/a000042

48. Spinella M. Normative data and a short form of the Barratt Impulsiveness Scale. Int J Neurosci (2007) 117:359–68. doi: 10.1080/00207450600588881

49. Carver CS, White TL. Behavioral inhibition, behavioral activation, and affective responses to impending reward and punishment: the BIS/BAS scales. J Pers Soc Psychol (1994) 67:319–33. doi: 10.1037/0022-3514.67.2.319

50. Strobel A, Beauducel A, Debener S, Brocke B. Eine deutschsprachige Version des BIS/BAS-Fragebogens von Carver und White [A German-language version of Carver and White’s BIS/BAS scales]. Z Diff Diagn Psychol (2001) 22:216–27. doi: 10.1024//0170-1789.22.3.216

51. Derryberry D, Rothbart MK. Arousal, affect, and attention as components of temperament. J Pers Soc Psychol (1988) 55:958–66. doi: 10.1037//0022-3514.55.6.958

52. Wiltink J, Vogelsang U, Beutel ME. Temperament and personality: the German version of the Adult Temperament Questionnaire (ATQ). Psychosoc Med (2006) 3:Doc10.


53. Rösler M, Retz W, Retz-Junginger P, Thome J, Supprian T, Nissen T, et al. Instrumente zur Diagnostik der Aufmerksamkeitsdefizit-/Hyperaktivitätsstörung (ADHS) im Erwachsenenalter. Selbstbeurteilungsskala und Diagnosecheckliste [Tools for the diagnosis of attention-deficit/hyperactivity disorder in adults. Self-rating behaviour questionnaire and diagnostic checklist]. Nervenarzt (2004) 75:888–95. doi: 10.1007/s00115-003-1622-2

54. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders – DSM-5. 5th Edition. Arlington: American Psychiatric Publishing (2013).


55. Fairburn CG, Cooper Z, O’Connor M. Eating Disorder Examination (17.0D). New York: Guilford Press (2014).


56. Hilbert A, Tuschen-Caffier B. Eating Disorder Examination: Deutschsprachige Übersetzung. Tübingen: dgvt-Verlag (2016).


57. Spitzer RL, Kroenke K, Williams JB. Validation and utility of a self-report version of PRIME-MD: the PHQ primary care study. JAMA (1999) 282:1737–44. doi: 10.1001/jama.282.18.1737

58. Löwe RL, Spitzer RL, Zipfel S, Herzog W. PHQ-D. Gesundheitsfragebogen für Patienten [PHQ-D. Patient Health Questionnaire]. Heidelberg: Pfizer (2002).


59. Gratz K, Roemer L. Multidimensional assessment of emotion regulation and dysregulation: development, factor structure, and initial validation of the Difficulties in Emotion Regulation Scale. J Psychopathol Beh Assess (2004) 26:41–54. doi: 10.1007/s10862-008-9102-4

60. Ehring T, Fischer S, Schnülle J, Bösterling A, Tuschen-Caffier B. Characteristics of emotion regulation in recovered depressed versus never depressed individuals. Pers Individ Dif (2008) 44:1574–84. doi: 10.1016/j.paid.2008.01.013

61. Fairburn CG, Beglin SJ. Eating Disorder Examination Questionnaire (6.0). In:  Fairburn  CG, editor. Cognitive Behavior Therapy and Eating Disorders. New York: Guilford Press (2008). p. 309–14.


62. Hilbert A, Tuschen-Caffier B. Eating Disorder Examination-Questionnaire: Deutschsprachige Übersetzung. Tübingen: dgvt-Verlag (2016).


63. Cohen J. Statistical power analysis for the behavioral sciences. 2nd ed. Hillsdale, New Jersey: Erlbaum (1988).


64. Green L, Myerson J, Lichtman D, Rosen S, Fry A. Temporal discounting in choice between delayed rewards: the role of age and income. Psychol Aging (1996) 11:79. doi: 10.1037//0882-7974.11.1.79

65. Kittel R, Schmidt R, Hilbert A. Executive functions in adolescents with binge-eating disorder and obesity. Int J Eat Disord (2017) 50:933–41. doi: 10.1002/eat.22714

66. Sharma L, Markon KE, Clark LA. Toward a theory of distinct types of “impulsive” behaviors: A meta-analysis of self-report and behavioral measures. Psychol Bull (2014) 40:374–408. doi: 10.1037/a0034418

67. Silverstein MJ, Faraone SV, Leon TL, Biederman J, Spencer TJ, Adler LA. The relationship between executive function deficits and DSM-5-defined ADHD symptoms. J Atten Disord (2020). 24:41–51. doi: 10.1177/1087054718804347

68. Mowinckel AM, Pedersen ML, Eilertsen E. Biele G. A meta-analysis of decision-making and attention in adults with ADHD. J Atten Disord (2015) 19:355–67. doi: 10.1177/1087054714558872

69. Rinaldi R, Lefebvre L, Joachim A, Rossignol M. Decision-making of patients with major depressive disorder in the framework of action control. Cognit Neuropsychiat (2019) 31:1–13. doi: 10.1080/13546805.2019.1685481

70. Cella M, Dymond S, Cooper A. Impaired flexible decision-making in major depressive disorder. J Affect Disord (2010) 124:207–10. doi: 10.1016/j.jad.2009.11.013

71. Bishop SJ, Gagne C. Anxiety, depression, and decision making: a computational perspective. Ann Rev Neurosci (2018) 41:371–88. doi: 10.1146/annurev-neuro-080317-062007

72. Dombrovski AY, Szanto K, Clark L, Reynolds CF, Siegle GJ. Reward signals, attempted suicide, and impulsivity in late-life depression. JAMA Psychiatry (2013) 70:1. doi: 10.1001/jamapsychiatry.2013.75

73. Hevey D, Thomas K, Laureano-Schelten S, Looney K, Booth R. Clinical depression and punishment sensitivity on the BART. Front Psychol (2017) 8:670. doi: 10.3389/fpsyg.2017.00670

74. Eshel N, Roiser JP. Reward and punishment processing in depression. Biol Psychiatry (2010) 68:118–24. doi: 10.1016/j.biopsych.2010.01.027

75. Schäfer L, Hübner C, Carus T, Herbig B, Seyfried F, Kaiser S, et al. Identifying prebariatric subtypes based on temperament traits, emotion dysregulation, and disinhibited eating: A latent profile analysis. Int J Eat Disord (2017) 50:1172–82. doi: 10.1002/eat.22760

76. Eichen DM, Chen EY, Schmitz MF, Arlt J, McCloskey MS. Addiction vulnerability and binge eating in women: exploring reward sensitivity, affect regulation, impulsivity & weight/shape concerns. Pers Individ Dif (2016) 100:16–22. doi: 10.1016/j.paid.2016.03.084

77. Xu S, Korczykowski M, Zhu S, Rao H. Assessment of risk-taking and impulsive behaviors: A comparison between three tasks. Soc Behav Pers (2013) 41:477–86. doi: 10.2224/sbp.2013.41.3.477

78. Buelow MT, Barnhart WR. Test-retest reliability of common behavioral decision making tasks. Arch Clin Neuropsychol (2018) 33:125–9. doi: 10.1093/arclin/acx038

79. Schmitz F, Kunina-Habenicht O, Hildebrandt A, Oberauer K, Wilhelm O. Psychometrics of the Iowa and Berlin Gambling Tasks: unresolved issues with reliability and validity for risk taking. Assessment (2020) 27:232–45. doi: 10.1177/1073191117750470

80. Gill H, Kang S, Lee Y, Rosenblat JD, Brietzke E, Zuckerman H, et al. The long-term effect of bariatric surgery on depression and anxiety. J Affect Disord (2019) 246:886–94. doi: 10.1016/j.jad.2018.12.113

81. Herring LY, Stevinson C, Davies MJ, Biddle SJ, Sutton C, Bowrey D, et al. Changes in physical activity behaviour and physical function after bariatric surgery: a systematic review and meta-analysis. Obes Rev (2016) 17:250–61. doi: 10.1111/obr.12361

82. Driscoll S, Gregory DM, Fardy JM, Twell LK. Long-term health-related quality of life in bariatric surgery patients: a systematic review and meta-analysis. Obesity (2016) 24:60–70. doi: 10.1002/oby.21322

83. Bruze G, Holmin TE, Peltonen M, Ottosson J, Sjöholm K, Näslund I, et al. Associations of bariatric surgery with changes in interpersonal relationship status: results from 2 swedish cohort studies. JAMA Surg (2018) 153:654–61. doi: 10.1001/jamasurg.2018.0215

84. Neovius M, Bruze G, Jacobsen P, Sjöholm K, Johansson K, Granath F, et al. Risk of suicide and non-fatal self-harm after bariatric surgery: results from two matched cohort studies. Lancet Diabetes Endocrinol (2018) 6:197–207. doi: 10.1016/S2213-8587(17)30437-0



Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Schäfer, Schmidt, Müller, Dietrich and Hilbert. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/fpsyt-11-00690-g001.jpg
i (o






OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        The Cards and Lottery Task: Validation of a New Paradigm Assessing Decision Making Under Risk in Individuals With Severe Obesity

      

        		

          Background

        



        		

          Methods

        



        		

          Results

        



        		

          Conclusions

        



        		

          Introduction

        



        		

          Materials and Methods

        

          		

            Participants

          



          		

            The Cards and Lottery Task

          



          		

            Measures for Validation

          

            		

              Convergent Validity

            



            		

              Discriminant Validity

            



            		

              Clinical Validity

            



          



          



          		

            Procedure

          



          		

            Statistical Analysis

          



        



        



        		

          Results

        

          		

            Sociodemographic Effects

          



          		

            Convergent Validity

          



          		

            Discriminant Validity

          



          		

            Clinical Validity

          



          		

            Test-Retest Reliability

          



          		

            Sensitivity to Change

          



        



        



        		

          Discussion

        

          		

            Sociodemographic Effects

          



          		

            Convergent Validity

          



          		

            Discriminant Validity

          



          		

            Clinical Validity

          



          		

            Test-Retest Reliability

          



          		

            Sensitivity to Change

          



          		

            Strengths and Limitations

          



          		

            Conclusion

          



        



        



        		

          Data Availability Statement

        



        		

          Ethics Statement

        



        		

          Author Contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          Supplementary Material

        



        		

          References

        



      



      



    



  



OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/table2.jpg
Group

Sex female
malo

Age (ears)  24-45
669

Educaton <10
(school years) >10

52
2
i
2
&
18

CLT NAD Score.
M (sD)

17367)
19962)
18569
17667)
17063
2196.1)

t

1660

oss1

2902

1.76 101
176 563
1.76 005

40
14

78

Sgnitcant p valves are in botace. LT, Cards and Loltery Task: NAD, Number of
Ackisntatmons Ciacisons -8 bwer saores ivdicate hloher iuishidg.





OEBPS/Images/table3.jpg
Goup  n OLTNAD t df p d

score
M(sD)
ADHD  ADHD 17 153(56) 2088 1,76 045 56
symptoms
0 ADHD 61 18966
symptoms

Bge  BEepsodes 20 168(67) 133 1,76 .186 1
Eang  noBEcpsodes 49 18969
Weigh  severecbest 78 18.1(66) -2356 1,148 020 9
goup ety contos® 70 204 (52)

Sgnifcant p values ar in botace. CLT, Caros and Lottry Task: NAD, Number of
Acvantageous Decisions (0-G6, lower scores indicate higher impuisiuty); ADHD,
attenton-efthyperactivty disorder; BE binge eatig.

“ovesent samplo (moan BMI = 48.1 = 8.3 kg/), “popuaton-based samplo by Miler
et al. (39).





OEBPS/Images/logo.jpg
, frontiers
in Psychiatry





OEBPS/Images/fpsyt.2020.00690_cover.jpg
, frontiers
in Psychiatry

The Cards and Lottery Task:
Validation of a New Paradigm
Assessing Decision Making
Under Risk in Individuals With
Severe Obesity





OEBPS/Images/table1.jpg
lowa Gambling Task

Rulo oarning Yes
Risk conditons

Reward sensitivity/  High reward sensiviy (ow delay of

Delay of gratifcationgratfcaton) fads {0 negicing Pogathe
ong-tem outoomes i favor of epmediato
gins and, hereore 1o moro froquent

draving rom deck A, B

high roward sensitiity = worso

pertormance in the IGT
Punishment

deck C,0

high punishment sensitiviy = bottor

performance in the IGT
Consoquence of
cach decision/trial  wivioss of moncy)

Long-torm outcome  Cumulated short-term ouicomos.

(overall outcome at
the end of the task)
Timo interva for

Bost strategy

(09.A8)

Explcitinformation  Curont batan00 ofvetal money

given in oach trial

R e e e

‘Ambiguous (a leas  the begiing)

High punishment sensiiy leads 0 not
sensitiity tlesate frequenty money losses and,
therfore 1o more roquent deaving fiom

Only short-term consequence (mmediat

Attho end of the task, Lo, within 20 min.
long-torm outcome (2t account batance of veual monoy)

“Rigid docison makng': Learning to
choose exclusively the decis wih o,
bt more fequent mmedite wins (29.,C,
) than decks with high,but raro
immediate wins and hgher sk for penaty

Delay Discounting Task

No.
Explcit (mmociate eward)

‘Ambiguous (choosing a onger imo oy for
fawards caries the sk of naxpecied
incidonts tha prevent the rewards from beng
pac)

Not appicable

Not appicable

Either shortor long-term consequence

Not appicable

Depencing on the dacison, ether
immediately or 2, 30, 180, or 365 days
ator

Not appicable

Not appicable

Gards and Lottery Task

No
Expliit

High reward sensivit fow delay of ratcation)
leads 0 neglecting negatve long-ten outcormes
in favor of immediate gains and, threlor, to
mor fequent dravig from the et deck

high roward sensitivity = worso.
performance in the CLT

High punitimont sensiiity lads (0 not toleate
requenty money lsses and, tharefor, 0 more
roguent drawin from the ot dock

high punishment sensitivity = worse.
performance in the CLT

‘Competing shortterm mecsate winfoss of
money) and long-term consequences (st
bomb symbos nfuencig probabity or the
subsoquent oitery)at the same time
‘Gumlated short-term octcomes and long-
torm stack (e, lottery winfloss)

At o end of the task, Lo, within 20 min. (fnal
account balance of vl money)

“Floxiblo decsion making” Bxcasshe festrant
from the shottom deck (3.t deck) 501 e
best statogy: Forreaching the highist possi
overal cscoms, paricpans havo to i the oty
e, requently choose the right deck), but ot
exclusively

Winioss margh and tarbomd symbol feauences
1ot docks, curent bk of veks money,
curen oty stack,curent vl narer





