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Background: Individuals with eating disorders might be characterized by lower levels of direct engagement with the eating experience. This study aims to explore similarities and differences in direct experience while eating in four different weight conditions and healthy controls (HCs): anorexia nervosa (AN), bulimia nervosa (BN), eating disorders not otherwise specified (EDNOS), and obesity (OB).

Methods: A total sample of 143 women were recruited. Participants were asked to eat an orange slice and write down 10 things about the experience of eating, classifying the focus of these thoughts as either experiential (“direct experience”) or analytical (“thinking about”). A direct experience index (DEI) was calculated by dividing the number of times a participant classified an experience as a “direct experience” (the numerator) by the total number of observations. Participants completed the Five Facet Mindfulness Questionnaire (FFMQ) and rated their level of anxiety after the task.

Results: Between-groups significant differences were found on the DEI, with individuals in the OB group scoring higher than AN and BN, and similar to HC. After the task, the AN group reported significantly higher anxiety levels than HC, and EDNOS reported more anxiety than HC and OB. Between-group significant differences were also found for all the FFMQ facets. Conclusion: AN and BN presented lower access to direct experience while eating. Individuals with OB did not respond in the same way as the other clinical groups, showing a similar performance to HC.
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INTRODUCTION

Eating disorders (EDs) and obesity (OB) share maladaptive eating behaviors, such as restraint or emotional eating (Konttinen et al., 2009; Baños et al., 2014). Among the EDs, anorexia nervosa (AN) is characterized by restricting food intake to pursue thinness, and bulimia nervosa (BN) is characterized by binging and purging (American Psychiatric Association [APA], 2013).

Mindfulness refers to a way of self-regulating attention to focus it on the present moment experience with an attitude of curiosity, openness, and acceptance of bodily sensations, thoughts, and emotions (Bishop et al., 2004). Deficits in dispositional mindfulness have been reported in ED (Lavender et al., 2011; Cowdrey and Park, 2012; Elices et al., 2017) and OB (Camilleri et al., 2015), compared to healthy populations. When mindfulness refers to the process of eating, it is called mindful eating; Framson et al. (2009) described it as “non-judgmental awareness of physical and emotional sensations associated with eating.” Mindful eating correlates inversely with the severity of eating disorders (EDs) (Soler et al., 2013) and seems to increase positive mood (Meier et al., 2017) and healthy food choices (Allirot et al., 2017). Clinical trials of mindfulness-based interventions in samples with ED or OB showed beneficial effects, including: weight reduction (e.g., O’Reilly et al., 2014; Olson and Emery, 2015; Carrière et al., 2018), ED and depressive symptom improvement (Roosen et al., 2012; Linardon et al., 2017; Winkens et al., 2018), and increases in well-being (Khan and Zadeh, 2014).

Two modes of processing an experience can be differentiated: the experiential mode, characterized by direct experience of moment to moment phenomena, and a goal-directed analytical mode, characterized by judgmental or evaluative thinking (Williams, 2008). In a previous study, we asked individuals with an ED diagnosis to peel and eat an orange slice (Soler et al., 2013). Participants had to rate their level of direct engagement with the experience. Individuals who reported lower levels of direct engagement presented more severe indexes of psychopathology. Using the same task (Elices et al., 2017), compared to healthy controls (HCs), an ED group presented lower levels of direct engagement. Despite these interesting findings, the samples used in these previous studies were not large enough to discriminate between different types of eating pathologies, and individuals with OB were not tested.

Therefore, the aim of this study is to extend previous research by exploring the level of direct experience while eating in five different weight conditions. The sample contains women diagnosed with AN, BN, EDNOS, or OB, as well as individuals with no eating-related pathology (HC). No males were recruited within this research because women exhibit different patterns of eating styles (Opwis et al., 2017), with a lower presence of ED reported in men (Sweeting et al., 2015). Between-group differences in dispositional mindfulness will be explored.

METHODS

Participants and Procedure

A total sample of 143 women were recruited. The ED group [AN (n = 32), BN (n = 15), and EDNOS (n = 24)] was recruited in three Spanish hospitals (Hospital Sant Pau i la Santa Creu, Hospital Provincial de Castelló, and PREVI). Participants were invited by their psychologist and psychiatrist to participate in an experiment about eating. The OB group comprised 36 patients (Hospital Rector Peset), who were waiting for bariatric surgery. Participants were invited to participate by their hospital psychologist. HCs (n = 36) were recruited from advertisements placed around hospitals and universities. The age average was 31.1 (12.9), and for each group, the BMI was: AN (17.69), BN (24.62), EDNOS (25.83), OB (38.18), and HC (21.18) (see Table 1). This study was carried out in accordance with the recommendations of American Psychological Association. The study was approved by the University Jaume I (Spain) ethics committee, participation was voluntary, and signing an informed consent was required. The clinical sample was diagnosed in their own healthcare centers by experienced mental health professionals using the Structured Clinical interview for DSM-IV (SCID-I; First et al., 1999).

TABLE 1. Demographics of the sample by groups.
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Participants completed a dispositional mindfulness measure and were invited to peel an orange and eat a slice (Soler et al., 2013; Elices et al., 2017). Then, they were asked to write 10 thoughts about the task. Instructions were given to code each thought into two different categories “direct experience” (i.e., mindful mode) or “thinking about” (i.e., analytical mode). External researchers also coded the thoughts, and when disagreement arose, a group of experts decided what category fitted best. A direct experience index (DEI) was obtained by dividing the number of times a participant classified an experience as a “direct experience” (the numerator) by the total number of all observations. After the task, participants rated their level of anxiety.

Measures

The five Facet Mindfulness Questionnaire (FFMQ; Baer et al., 2006; Cebolla et al., 2012; Aguado et al., 2015), is a 39-item questionnaire, measuring five different facets of mindfulness: Observing; Describing, Acting with awareness, Non-judging inner experience, and Non-reactivity to inner experience. Internal consistency of the FFMQ subscales for the current sample was good to excellent, [i.e., Cronbach’s alphas ranging from 0.724 (Observe) to 0.939 (Non-judging inner experience)].

Anxiety levels during the task were obtained through a visual analog scale ranging from 1 (not anxious at all) to 10 (very anxious).

Data Analyses

Sociodemographic characteristics of the sample were analyzed using the chi-square test or univariate ANOVA as appropriate. Multivariate analyses of variance including age as covariate (MANCOVA) were performed to explore between-group differences in FFMQ. A univariate analysis of covariance with age as covariate (ANCOVA) was used to explore between-group differences in the levels of the DEI and anxiety. A partial Pearson’s correlation analysis (controlling for age) was performed to test the associations between the DEI and FFMQ and anxiety levels. Analyses were performed using IBM SPSS statistics for Windows (Version 23) (IBM Corp, 2015).

RESULTS

Groups differed significantly on all the sociodemographic data (Table 1). For BMI, results showed significantly higher values in the OB group than in the other groups (AN, BN, EDNOS, and HC) (all p’s p < 0.001). The AN group reported significantly lower BMI than the BN (p < 0.01) and EDNOS (p < 0.001) groups, whereas in the EDNOS group, the BMI was lower than in the HC group (p < 0.05).

There were statistically significant differences between the groups in the level of DEI (Table 2), with a large effect size. The post hoc Bonferroni analysis showed that the OB group scored higher than the AN (p < 0.001) and BN (p < 0.001) groups, with a large effect size. The MANCOVA test showed significant differences (F = 3.582; p < 0.001), except on the Observe facet. HC scored higher than AN (p < 0.001) on their describing skills, with a large effect size. On non-judging, HC scored higher than AN (p < 0.001) and BN (p < 0.001), showing the highest effect size. In the non-reactivity facet, HC score higher than AN (p = 0.001) and BN (p < 0.01), however, BN showed a larger size effect. After doing the task, the AN group reported significantly higher anxiety levels than HC (p < 0.05) but with a medium effect size, and the EDNOS group reported more anxiety than HC (p < 0.001) and OB (p < 0.001). The correlation analysis showed that the DEI score correlated with the Anxiety levels (r = -0.22; p < 0.05). Regarding groups, a positive correlation was found between DEI and Observe (r = 0.490; p < 0.05) and Non reactivity (r = 0.529; p < 0.05) in the EDNOS group. DEI also correlated with Awareness (r = 0.376; p < 0.05) and Non-judging inner experience (r = 0.401; p < 0.05).

TABLE 2. Between-group differences (ANOVAs) in direct experience, anxiety levels, and FFMQ.
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DISCUSSION

The current findings partially confirmed the previous literature (Soler et al., 2013; Elices et al., 2017), as the more severe ED had lower access to direct experience while eating. Unexpectedly, the OB group did not respond in the same way as the other clinical groups, presenting similar results to HC. Consistent with previous research, in the ED groups the experience of eating generated higher anxiety. Furthermore, a negative correlation was found between the DEI and anxiety scores. Interestingly, Soler et al.’s (2013) study, also using an ED sample (combining AN, BN, and EDNOS), revealed that the DEI was heavily influenced by anxiety levels experienced during the task, followed by ED severity and one facet of the FFMQ. The interrelation between anxiety and direct experience could be interpreted according to the Mindfulness-Based Cognitive Therapy view, in which analytical thinking is considered a feature of the doing mode, a mindless state (Williams, 2008, 2010). When a discrepancy is detected between a given reality (e.g., actual weight) and what is expected or desired (e.g., ideal weight), this mode is activated, rumination starts, and negative emotions (i.e., anxiety) arise and last until the discrepancy is resolved (Segal et al., 2002).

We found comparable results for OB and HC on DEI, which could be interpreted as an apparently better “mindful” contact with the eating experience, compared to the ED groups. Furthermore, the results on the FFMQ response in the OB group was surprising because previous studies found that mindfulness facets were diminished in this group (Lavender et al., 2011). Thus, the question arises: why is the DEI of OB individuals comparable to that of HC? Williams (2008) differentiates indirect (conceptual) experience versus direct (non-conceptual) experience as one of the pairs of characteristics associated with the mindless versus mindfulness modes. However, there are five additional pairs: (1) Striving versus Non-striving, (2) Avoidance versus Approach, (3) considering thoughts to be “real” versus thoughts as mental events, (4) living in the past and future versus living in the present moment, and, (5) automatic versus intentional. The orange experiment is intended to capture the first pair -analytical versus direct experience-, but not the others. Thus, an increase in direct experience alone may not be representative of a complete mindfulness experience. Moreover, “increased” experience could be observed in clinical conditions (i.e., hypochondriac) without implying a mindful stance.

Another aspect that could explain this result is the concept of savoring, “the process through which people attend to positive experiences and engage in thoughts and behaviors that regulate positive feelings that arise from these experiences” (Bryant, 1989). Savoring has been suggested as a mechanism through which people derive happiness from positive events (Jose et al., 2012). The DEI could also measure savoring; peeling an orange and eating it can be a delightful experience for OB but not for ED. In fact, in the OB, the DEI score does not correlate with the FFMQ. Although mindfulness and savoring have been related (Bryant and Smith, 2015), they also differ because savoring does not imply other aspects of mindfulness (i.e., body awareness, acceptance of inner experience, or decentering). Further research is needed to establish whether the orange task is a measure of savoring, mindful eating, or both, and whether this task can be used as a change measure after a mindful eating program.

The use of mindful eating training in ED is increasing, similar to the situation in OB. This study confirms that this type of training could be helpful to decrease the anxiety response to food cues and confront the fear of eating. However, more research is needed when using it in an OB group because mindful eating may be useful only as a savoring tool, and not to modify eating behaviors.

This study has several limitations, including the small sample size, the lack of a male sample, the heterogeneity of samples in terms of age, and other sociodemographic variables, as well as the lack of a specific questionnaire for measuring mindful eating. However, the orange task seems to overcome some of the limitations associated with self-report questionnaires, which present weak psychometric properties and have to be used with caution (Park et al., 2013). In this regard, there is a demand for laboratory measures of mindfulness (Visted et al., 2015; Baer, 2016). Few proposals have shown excellent and promising results (Levinson et al., 2014), and they are a critical step in advancing the field.

AUTHOR CONTRIBUTIONS

JS and AC conceptualization and supervision. JS, AC, DC, and ME formal analyses. JS, AC, CM-B, DM-R, XA, CC, MJ, GL, and VG methodology. DC, DM-R, JS, AC, and ME writing and original draft. JS, AC, CB, and RB writing, review, and editing.

The reviewer RK and handling Editor declared their shared affiliation.

ACKNOWLEDGMENTS

CIBEROBN is an initiative of the ISCIII.

REFERENCES

Aguado, J., Luciano, J. V., Cebolla, A., Serrano-Blanco, A., Soler, J., and García-Campayo, J. (2015). Bifactor analysis and construct validity of the five facet mindfulness questionnaire (FFMQ) in non-clinical Spanish samples. Front. Psychol. 6:404. doi: 10.3389/fpsyg.2015.00404

Allirot, X., Miragall, M., Perdices, I., Baños, R. M., Urdaneta, E., and Cebolla, A. (2017). Effects of a brief mindful eating induction on food choices and energy intake: external eating and mindfulness state as moderators. Mindfulness 9, 1–11. doi: 10.1007/s12671-017-0812-0

 American Psychiatric Association [APA] (2013). Diagnostic, and Statistical Manual of Mental Disorders (DSM-5). Washington, DC: American Psychiatric Publishing. doi: 10.1176/appi.books.9780890425596

Baer, R. (2016). Assessment of mindfulness and closely related constructs: introduction to the special issue. Psychol. Assess. 28, 787–790. doi: 10.1037/pas0000309

Baer, R. A., Smith, G. T., Hopkins, J., Krietemeyer, J., and Toney, L. (2006). Using self-report assessment methods to explore facets of mindfulness. Assessment 13, 27–45. doi: 10.1177/1073191105283504

Baños, R. M., Cebolla, A., Moragrega, I., Van Strien, T., Fernández-Aranda, F., Agüera, Z., et al. (2014). Relationship between eating styles and temperament in an Anorexia Nervosa, Healthy Control, and Morbid Obesity female sample. Appetite 76, 76–83. doi: 10.1016/j.appet.2014.01.012

Bishop, S. R., Lau, M., Shapiro, S., Carlson, L., Anderson, N. D., Carmody, J., et al. (2004). Mindfulness: a proposed operational definition. Clin. Psychol. 11, 230–241. doi: 10.1093/clipsy.bph077

Bryant, F. B. (1989). A four-factor model of perceived control: avoiding, coping, obtaining, and savoring. J. Pers. 57, 773–797. doi: 10.1111/j.1467-6494.1989.tb00494.x

Bryant, F. B., and Smith, J. L. (2015). Appreciating life in the midst of adversity: Savoring in relation to mindfulness, reappraisal, and meaning. Psychol. Inq. 26, 315–321. doi: 10.1080/1047840X.2015.1075351

Camilleri, G. M., Méjean, C., Bellisle, F., Hercberg, S., and Péneau, S. (2015). Association between mindfulness and weight status in a general population from the NutriNet-Sante Study. PLoS One 10:e0127447. doi: 10.1371/journal.pone.0127447

Carrière, K., Khoury, B., Günak, M. M., and Knäuper, B. (2018). Mindfulness-based interventions for weight loss: a systematic review and meta-analysis. Obes. Rev. 19, 164–177. doi: 10.1111/obr.12623

Cebolla, A., García-Palacios, A., Soler, J., Guillen, V., Baños, R., and Botella, C. (2012). Psychometric properties of the Spanish validation of the five facets of mindfulness questionnaire (FFMQ). Eur. J. Psychiatry 26, 118–126. doi: 10.4321/S0213-61632012000200005

Cowdrey, F. A., and Park, R. J. (2012). The role of experiential avoidance, rumination and mindfulness in eating disorders. Eat. Behav. 13, 100–105. doi: 10.1016/j.eatbeh.2012.01.001

Elices, M., Carmona, C., Narváez, V., Seto, V., Martin-Blanco, A., Pascual, J. C., et al. (2017). Direct experience while eating: Laboratory outcomes among individuals with eating disorders versus healthy controls. Eat. Behav. 27, 23–26. doi: 10.1016/j.eatbeh.2017.10.002

First, M., Spitzer, R. L., Gibbon, M., and Williams, J. B. (1999). Structured Clinical Interview for DSM-IV Axis I Disorders. Barcelona: Masson.

Framson, C., Kristal, A. R., Schenk, J. M., Littman, A. J., Zeliadt, S., and Benitez, D. (2009). Development and validation of the mindful eating questionnaire. J. Am. Diet. Assoc. 109, 1439–1444. doi: 10.1016/j.jada.2009.05.006

 IBM Corp (2015). IBM SPSS Statistics for Windows, Version 23.0. Armonk, NY: IBM Corp.

Jose, P. E., Lim, B. T., and Bryant, F. B. (2012). Does savoring increase happiness? A daily diary study. J. Posit. Psychol. 7, 176–187. doi: 10.1080/17439760.2012.671345

Khan, Z., and Zadeh, Z. F. (2014). Mindful eating and it’s relationship with mental well-being. Procedia Soc. Behav. Sci. 159, 69–73. doi: 10.1016/j.sbspro.2014.12.330

Konttinen, H., Haukkala, A., Sarlio-Lähteenkorva, S., Silventoinen, K., and Jousilahti, P. (2009). Eating styles, self-control and obesity indicators. The moderating role of obesity status and dieting history on restrained eating. Appetite 53, 131–134. doi: 10.1016/j.appet.2009.05.001

Lavender, J. M., Gratz, K. L., and Tull, M. T. (2011). Exploring the relationship between facets of mindfulness and eating pathology in women. Cogn. Behav. Ther. 40, 174–182. doi: 10.1080/16506073.2011.555485

Levinson, D. B., Stoll, E. L., Kindy, S. D., Merry, H. L., and Davidson, R. J. (2014). A mind you can count on: validating breath counting as a behavioral measure of mindfulness. Front. Psychol. 5:1202. doi: 10.3389/fpsyg.2014.01202

Linardon, J., Wade, T. D., de la Piedad Garcia, X., and Brennan, L. (2017). The efficacy of cognitive-behavioral therapy for eating disorders: a systematic review and meta-analysis. J. Consult. Clin. Psychol. 85, 1080–1094. doi: 10.1037/ccp0000245

Meier, B. P., Noll, S. W., and Molokwu, O. J. (2017). The sweet life: the effect of mindful chocolate consumption on mood. Appetite 108, 21–27. doi: 10.1016/j.appet.2016.09.018

Olson, K. L., and Emery, C. F. (2015). Mindfulness and weight loss: a systematic review. Psychosom. Med. 77, 59–67. doi: 10.1097/PSY.0000000000000127

Opwis, M., Schmidt, J., Martin, A., and Salewski, C. (2017). Gender differences in eating behavior and eating pathology: the mediating role of rumination. Appetite 110, 103–107. doi: 10.1016/j.appet.2016.12.020

O’Reilly, G. A., Cook, L., Spruijt-Metz, D., and Black, D. S. (2014). Mindfulness-based interventions for obesity-related eating behaviours: a literature review. Obes. Rev. 15, 453–461. doi: 10.1111/obr.12156

Park, T., Reilly-Spong, M., and Gross, C. R. (2013). Mindfulness: a systematic review of instruments to measure an emergent patient-reported outcome (PRO). Qual. Life Res. 22, 2639–2659. doi: 10.1007/s11136-013-0395-8

Roosen, M. A., Safer, D., Adler, S., Cebolla, A., and Van Strien, T. (2012). Group dialectical behavior therapy adapted for obese emotional eaters; a pilot study. Nutr. Hosp. 27, 1141–1147. doi: 10.3305/nh.2012.27.4.5843

Segal, Z. V., Williams, J. M., and Teasdale, J. D. (2002). Mindfulness-Based Cognitive Therapy for Depression: A New Approach to Relapse Prevention. New York, NY: Guilford Press.

Soler, J., Soriano, J., Ferraz, L., Grasa, E., Carmona, C., Portella, M., et al. (2013). Direct experience and the course of eating disorders in patients on partial hospitalization: a pilot study. Eur. Eat. Disord. Rev. 21, 399–404. doi: 10.1002/erv.2224

Sweeting, H., Walker, L., MacLean, A., Patterson, C., Räisänen, U., and Hunt, K. (2015). Prevalence of eating disorders in males: a review of rates reported in academic research and UK mass media. Int. J. Mens Health 14:10.3149/jmh.1402.86. doi: 10.3149/jmh.1402.86

Visted, E., Vøllestad, J., Nielsen, M. B., and Nielsen, G. H. (2015). The impact of group-based mindfulness training on self-reported mindfulness: a systematic review and meta-analysis. Mindfulness 6, 501–522. doi: 10.1007/s12671-014-0283-5

Williams, J. M. G. (2008). Mindfulness, depression and modes of mind. Cogn. Ther. Res. 32, 721–733. doi: 10.1007/s10608-008-9204-z

Williams, J. M. G. (2010). Mindfulness and psychological process. Emotion 10, 1–7. doi: 10.1037/a0018360

Winkens, L. H. H., van Strien, T., Brouwer, I. A., Penninx, B. W. J. H., Visser, M., and Lähteenmäki, L. (2018). Associations of mindful eating domains with depressive symptoms and depression in three European countries. J. Affect. Disord. 228, 26–32. doi: 10.1016/j.jad.2017.11.069

Conflict of Interest Statement: 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 © 2018 Soler, Cebolla, Elices, Campos, Llorca, Martínez-Rubio, Martínez-Brotons, Jorquera, Allirot, Carmona, Guillen, Botella and Baños. 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.





OPS/images/cross.jpg
3,

i





OPS/images/logo.jpg
’ frontiers
in Psychology





OPS/images/fpsyg-09-01373-t001.jpg
Demographics

Age

Mean (SD)
Range

BMI Mean (SD)

Educational level (%)
No formal education
Primary

Secondary

Tertiary

University

Marital status

Single

Live-in partner
Married

Divorced

Widow

AN (n = 32)

226 (9.82)
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31.3%
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28.1%
6.3%
3.1%

BN (n = 15)

29 (9)
15-39
24.62 (6.52)

20.0%
26.7%
53.3%

60.0%
13.3%
20%
6.7%

EDNOS (n = 24)

32 (11.84)
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25.83 (6.30)
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33.3%
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OB (n = 36)

4.4 (2.87)
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HC (n = 36)
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F
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X2

57.880

58.839

<0.001

<0.001

<0.001

<0.001

SD, standard deviation; AN, anorexia nervosa, BN, bulimia nervosa; EDNOS, EDs not otherwise specified; OB, obesity; HCs, healthy controls; BMI, body mass index.
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Cohen’s d [95% IC]

1.03[-1.55, —~0.51] —1.33
[-2.07, —0.60]

—1.42 [-1.98, —0.86]

1.47 [0.91, 2.03] 1.72 [0.92,
2.50] 1.76 [1.09, 2.44]
1.11[0.58, 1.64] 1.49 [0.73,
2.23]

0.59[0.08, 1.10] 1.13 [0.57,
2.05] 0.84 [0.14, 1.54]





