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Emotional dysregulation, age, gender, and obesity are transdiagnostic risk factors for the development and maintenance of eating disorders (EDs). Previous studies found that patients with ED had less meaning in life than the non-clinical population, and that meaning in life acted as a buffer in the course of ED; however, to the data, there are no studies about the mediator role of meaning in life in association between the emotional dysregulation and the ED psychopathology.

Objective: To analyze the mediating role of meaning in life in the relationship between emotional dysregulation and the ED psychopathology in three samples with diverse risk factors for ED.

Method: Sample 1, n = 153 undergraduate young women; sample 2, n = 122 participants with obesity; and sample 3, n = 292 participants with ED. Multiple mediation analysis was performed.

Results: Sample 1: meaning in life showed a mediation effect between emotional dysregulation and the ED psychopathology (direct effect β = 0.390, p < 0.05) (indirect effect β = 0.227, p < 0.05), body satisfaction (direct effect β = −0.017, p < 0.05) (indirect effect β = −0.013, p < 0.01), and depression symptoms (direct effect β = 1.112, p < 0.001) (indirect effect β = 0.414, p < 0.001); sample 2: meaning in life showed a mediation effect between emotional dysregulation and binge eating and purging behaviors (direct effect β = 0.194, p < 0.01) (indirect effect β = 0.054, p < 0.05) and depression symptoms (direct effect β = 0.357, p < 0.001) (indirect effect β = 0.063, p < 0.05); sample 3: meaning in life showed a mediation effect between emotional dysregulation and the ED psychopathology (direct effect β = 0.884, p < 0.001) (indirect effect β = 0.252, p < 0.007), body satisfaction (direct effect β = −0.033, p < 0.05) (indirect effect β = −0.021, p < 0.001), borderline symptoms (direct effect β = 0.040, p < 0.001) (indirect effect β = 0.025, p < 0.001), and hopelessness (direct effect β = 0.211, p < 0.001) (indirect effect β = 0.087, p < 0.001).

Conclusions: These studies suggest the importance of considering meaning in life as a variable in the onset and maintenance of ED.
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INTRODUCTION

Although the etiology of eating disorders (EDs) is multi-factorial (Long et al., 2017), there is a broad consensus in the literature that emotional dysregulation (Monell et al., 2015; Mallorquí-Bagué et al., 2018), age (adolescents and young adults), gender (female) (Rosenvinge and Pettersen, 2015a), and a personal history of obesity are transdiagnostic risk factors in the development and maintenance of ED (Micanti et al., 2017).

Emotional regulation can be defined as the ability to identify and modulate emotions (Gross, 1998), and the level of emotional dysregulation has been found to be associated with the severity of cognitive symptoms in ED (Aldao et al., 2010; Pisetsky et al., 2017) and predict the maintenance of AN after the treatment ends (Racine and Wildes, 2015). Moreover, engaging in the emotional strategy of avoiding negative and positive emotions becomes a maintainer of depressive and anxiety symptoms in participants with ED (Wildes et al., 2010).

Regarding age and gender, EDs affect between 11 and 15% of women, and there is a broad consensus in the literature that being a young woman is a specific risk factor for EDs (Allen et al., 2013). Theories suggest that, in young women, the internalization of the dominant beauty ideals, based on the idealization of thinness, would lead to body dissatisfaction in people with other vulnerability factors, such as overweight, negative affect or depression, perfectionism, and low self-esteem, which would contribute to extreme weight control behaviors and lead them to develop EDs (Rosenvinge and Pettersen, 2015b).

Obesity is another specific risk factor for developing an ED (Guisado et al., 2002), and ~30–80% of individuals with bulimia nervosa (BN), binge eating disorder (BED), or other specified feeding or eating disorders (OSFED) are people with obesity (Villarejo et al., 2012). Some studies have shown that people with obesity share several clinical characteristics with people with ED (Brone and Fisher, 1988), as well as etiological, psychological, and social factors (Jarman et al., 1991), such as rumination, negative attitudes toward food and the tendency to diet (Guisado et al., 2002), and body dissatisfaction (Weinberger et al., 2016). Moreover, participants with obesity have a high comorbidity with depression (Dixon et al., 2003), anxiety disorders, BN, and BED (Black et al., 1992).

Despite the large number of studies on risk factors and prevention in ED, the incidence of EDs has kept stable in mental health services from 1970 to the first decades of the 21st century (Hoek, 2016). This could suggest that there may have been an increase in the incidence of ED not treated in mental health settings. Therefore, it is necessary to examine the preventive factors targeting shared risk of eating-/weight-related issues and explore new paths that can improve the existing prevention programs and the efficacy of the treatments. In this sense, a variable that has been found to be negatively associated with the psychopathology of ED is the meaning in life (e.g., Gongora, 2014; Brassai et al., 2015; Marco et al., 2017).

Meaning in life is made up of three dimensions that are interconnected and interact: (a) Coherence, the degree to which people feel that the world in which they live is an organized, structured, predictable, and explainable whole; (b) Purpose, which refers to the way people experience that their life is oriented and guided by important life goals and values; (c) Significance, which refers to the feeling that life itself has inherent value and involves having a life worth living (Martela and Steger, 2016). There are already studies that found that patients with ED had less meaning in life than the non-clinical population (Marco et al., 2017). Furthermore, meaning in life was highly and positively related to body satisfaction and negatively associated with concern about being overweight and negative attitudes toward food (Marco et al., 2019). Subsequently, a longitudinal study found that meaning in life was a buffer of the course of the ED, specifically of dysfunctional attitudes and behaviors toward food, hopelessness, suicidal ideation, and impulsiveness and emotional instability (Marco et al., 2020b).

Moreover, several studies suggested that meaning in life could be an important variable in the recovery from ED. de Vos et al. (2017) carried out a study to identify relevant criteria for ED recovery from the perspective of recovered patients, and they found that meaning in life and purpose were a main criterion for recovery. Garrett (1997) found that recovery involves escaping the obsession with food and weight, believing that life is meaningful and one is worthwhile, and having the conviction to not return to starvation. Bowlby et al. (2015) found that all ED participants described experiences of creating meaning and purpose in their lives outside of ED as a result of the recovery process.

For a more integrated and operational view of the role of meaning in life in ED patients, Marco et al. (2020b) proposed the Meaning-Making Model in Eating Disorders (MMMED). This model shares Frankl's (2006) premises: (a) the need to find meaning in life is a fundamental motivating factor in human beings; (b) low meaning in life is a vulnerability factor for developing emotional disorders, and meaning in life is a protector factor against psychopathology; (c) meaning in life can only be discovered in genuine and authentic sources of meaning (creating something, loving someone or something, facing a painful and unavoidable situation) that will lead to the discovery of an individual meaning in life at each moment and for each person differently; (d) the search for meaning in dysfunctional sources would impede the development of authentic and genuine meaning, leading to the absence of meaning in life.

The MMMED states that people with high vulnerability to ED (young women with low self-esteem, high perfectionism, high body mass index, emotional dysregulation, and depression) when they face a situation that has led them to have low or no meaning in life, generally produced by an event that violates their global scheme of values, ideals, and goals (for example, an increase in weight would violate the global scheme “I have to control my weight”; “I need to have a good appearance”; “I am perfect”; “I want to be anorexic”). This violation of global meaning would lead to an absence of meaning and to launching a set of processes oriented toward meaning-making. These processes in people with high vulnerability to ED could include controlling food to lose weight, checking behaviors of the body, ruminant thoughts about food and the body, increased negative affect, and emotional dysregulation, which would lead to the patient losing weight in the case of anorexia nervosa (AN) or to developing binge eating and vomiting (in the case of BED or BN). Thus, according to the MMMED, this meaning-making process could have two consequences. In the short term, the ED symptoms could be dysfunctional strategies that give people a sense of structure, consistency in their lives, and identity (Serpell et al., 1999; Fox and Leung, 2009), creating a new coherent meaning in life (“After losing weight I am attractive, I control my body, and so I am perfect”; “I am Anorexic”). However, in the long term, if individuals with ED are oriented toward dysfunctional goals and values, including control of their bodies, weight, and food, and they avoid negative emotions and anxiety situations, which keeps them from developing an authentic and genuine sense of meaning in life, this leads to an absence of meaning in life, depression, hopelessness, suicidal ideation, and developing characteristic symptoms of borderline personality disorder (Marco et al., 2020b).

Regarding emotional deregulation, the MMMED model suggests that when there is an absence of or low meaning in life, the intensity of negative emotions and emotional instability will increase (e.g., negative affect or depression), and emotional regulation strategies (e.g., suppression, elaboration, avoidance, etc.) would either facilitate or prevent meaning-making. In the same way, developing meaning in life could buffer the emotional deregulation (Marco et al., 2017). Thus, the MMMED suggests that emotional regulation strategies will be adaptive or maladaptive depending on whether they lead to meaning-making in this specific situation or event.

The MMMED suggests that meaning in life would also act as a mediator in the relationship between emotional dysregulation and ED psychopathology. If meaning in life is a mediating variable of the risk factors for ED, this mediating role should be found in participants with different levels of risk of having an ED, that is, in participants with low risk (young women without an ED), participants with moderate risk (people with obesity), and, finally, patients diagnosed with ED. To date, the mediator role of meaning in life in several samples with different risk factors for ED has not been analyzed.

Thus, the aim of the present study is to analyze the mediating role of meaning in life in the relationship between emotional dysregulation and the ED psychopathology in three samples with diverse risk factors for ED: participants young women (sample 1), participants with obesity (sample 2), and participants with ED (sample 3). We hypothesize: (a) meaning in life could be a mediator in the association between emotional dysregulation and body dissatisfaction, depression, and ED psychopathology in women under 25 years old; (b) meaning in life could be a mediator in the association between emotional dysregulation and depression, BN, and BED psychopathology in participants with obesity; and (c) meaning in life could be a mediator in the association between emotional dysregulation and body dissatisfaction, ED psychopathology, borderline personality symptoms, and hopelessness in participants with ED.



METHOD


Participants

For the present study, the three samples recruited were selected by the same research team and belong to the same line of research entitled: Is meaning in life an important variable in the psychopathology of ED? To answer this general question, three samples were selected: sample 1 consisted of participants without a diagnosis of ED or obesity, and it was obtained in January 2017 (research code UCV2017–2018/116). Sample 2 consisted of participants with obesity who were recruited from 2016 to 2018 (research code FPNT-CEB-04-2015/0402), and sample 3 consisted of participants with a diagnosis of ED who were recruited in 2015–2018 (research code UCV2013–2014/0023). The general aim of the study was to analyze whether meaning in life is a mediator in the relationship between emotional dysregulation and the psychopathology of ED in groups with a different risk of developing an ED, the non-clinical population (low risk), the population with obesity (moderate risk), and the clinical population (high risk). Table 1 shows the demographic and clinical characteristics of the three samples.


Table 1. Demographic and clinical characteristics of the three samples.
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As you can see in Table 1, sample 1 was composed of 153 university female students with ages ranging from 18 to 25 years, with a mean of 21.06 years (SD = 2.12) who accepted and signed the informed consent. Regarding marital status, 60.7% (n = 95) were single, separated, or divorced, and 39.3% (n = 58) were living as a couple or married. Sample 2 was composed of 122 participants with obesity. The participants were recruited from the Bariatric Surgery Service of four hospitals in the city of Valencia (Spain). Convenience sampling was used to choose the participants from the waitlist for a bariatric surgery operation. The inclusion criteria were participants who were candidates for obesity surgery and had a BMI above 31 who accepted and signed the informed consent. The exclusion criteria were moderate or severe intellectual disability, diagnosis of an eating disorder, schizophrenia, and bipolar disorders. Most of the sample (64.8%, n = 79) is composed of women. The mean age of the sample was 47 years (SD = 9.89; range 17–68). The mean body mass index (BMI) was 44.41 (SD = 6.03; range 31.59–61.67). Regarding marital status, 60.3% (n = 74) were living as a couple or married, and 39.7 (n = 48) were single, separated, or divorced. Regarding the level of studies, 43.44% (n = 53) had primary studies, 41% (n = 50) had secondary studies, 13.11% (n = 16) had university studies, and 2.45% (n = 3) had no studies. As for medical comorbidity, 77.5% (n = 93) of the participants in the study had medical diseases related to morbid obesity, and 9.8% (n = 12) of the total sample had a diagnosis of a mental disorder related to anxiety or mood. Sample 3 consisted of 292 participants diagnosed with ED from two Public Mental Health services specialized in ED in Spain. The inclusion criterion was patients who met the DSM-5 criteria for ED. The exclusion criteria were moderate or severe intellectual disability, schizophrenia, and bipolar disorders. Of the 292 participants, 93.5%, n = 273, were women, and 6.5% were men, n = 19. Regarding diagnoses, 28.8%, n = 84, fulfilled the criteria for the AN restrictive diagnosis; 22.9%, n = 67, for BN; 11%, n = 32, for AN purgative; 13%, n = 38, for BED; and 24.3%, n = 71, for OSFED. In addition, 22.6%, n = 66, had a comorbid diagnosis of personality disorder. The ages of the participants ranged from 12 to 60 years, with a mean age of 24.21 (11.01) years. Regarding their level of studies, 26.4%, n = 77, had primary studies; 50.7%, n = 148, had secondary studies; and 22.9%, n = 67, had higher studies. Regarding marital status, 55.5%, n = 162, were single; 41.4%, n = 121, were married; and 3.1%, n = 9, were separated. All the participants were Caucasian who participated voluntarily and received no compensation.



Assessments and Measures
 
Sample 1
 
Purpose in Life-10 (PIL-10; García-Alandete et al., 2013)

The PIL is a 10-item Likert-type scale with seven response categories (1–7). It offers a measure of different aspects of meaning in life (for example, “In life I have many definite goals and longings,” “My life is empty and full of despair,” “If I died today, it would seem to me that my life has been very valuable,” “I consider that my ability to find meaning in life is very great,” “I have discovered clear goals and a satisfactory purpose for my life”). We used the Spanish version (García-Alandete et al., 2013), which offers good psychometric properties and high reliability (α = 0.88) and showed excellent reliability in our sample (α = 0.93).



Eating Attitudes Test (EAT-40; Garner and Garfinkel, 1979)

The EAT-40 assesses attitudes and behaviors associated with ED. The Spanish version has 40 items organized in three factors and answered on a 6-point Likert scale: (a) Diet and concern about food; (b) Perceived social pressure and discomfort with food; (c) Psychobiological disorders. The instrument offers good psychometric properties and high reliability in patients with AN (α = 0.93) and BN (α = 0.92) in its Spanish version (Castro et al., 1991). In our sample, it showed excellent reliability (α = 0.90).



Beck Depression Inventory-II (BDI-II; Beck et al., 1996)

This inventory consists of 21 items with four response alternatives (0–4) that evaluate depressive symptoms. It offers good psychometric properties in its Spanish version (Sanz et al., 2005). In our sample, it presented adequate reliability (α = 0.93).



Multidimensional Body-Self Relations Questionnaire-Appearance Scales (MBSRQ-AS 34; Cash, 2000)

The MBSRQ-AS is a self-report composed of five scales with good psychometric properties that assess beliefs and feelings of satisfaction or dissatisfaction with one's appearance. For the present study, we used the Body Areas Satisfaction scale, which consists of nine items and assesses satisfaction or dissatisfaction with specific body areas and attributes (face, hair, lower torso, mid torso, upper torso, muscle tone, weight, height, overall appearance) (Cash, 2000). Each item is scored on a 5-point scale (from 1: “Very dissatisfied” to 5: “Very satisfied”). The Spanish version (Roncero et al., 2015) showed good reliability (α = 0.84). It presents adequate psychometric properties in our sample (α = 0.86).



Difficulties in Emotional Regulation Scale (DERS) (Gratz and Roemer, 2004)

This scale assesses emotional regulation difficulties in adults. The Spanish validation of the DERS is made up of 28 elements with a Likert scale (five response levels) (Hervás and Jódar, 2008). For the present study, we chose the emotional dysregulation subscale. The Spanish version of the DERS offered good psychometric properties (α = 0.91) and showed excellent internal consistency in our sample (α = 0.95).

In sample 2, we used several of the assessment instruments described previously: PIL-10, DERS, and MBSRQ-AS. In addition:



Structured Clinical Interview for DSM5-Clinical Version (SCID-CV, First et al., 2015)

This is an interview for the main DSM-5 diagnoses (American Psychiatric Association, 2013).



Structured Clinical Interview for Personality Disorders DSM-5 (SCID-PD, First et al., 2016)

This is an interview for the diagnosis of personality disorder, based on the DSM-5.



Bulimic Test of Edinburgh (BITE, Henderson and Freeman, 1987)

The BITE is a 33-item self-report measure designed to identify subjects with symptoms of BN or BED. The BITE consists of two subscales: the symptom scale, which measures the frequency of symptoms; and the severity scale, which provides an index of the severity of binging and purging behavior. The items on the symptom subscale have a dichotomous format (yes/no), whereas the items on the severity subscale have a Likert-type response format (with 5 or 7 options). The questionnaire offers cutoff points according to levels of severity: (a) a score of 20 or more indicates a highly disordered eating pattern and the presence of binge-eating; (b) a score of 10 to 19 suggests an unusual eating pattern, and a score between 15 and 19 may reflect a subclinical group of binge-eaters, either in the initial stages of the disorder or recovered bulimics; and (c) a score below 10 indicates a non-altered food pattern. In the present study, we obtained adequate reliability (α = 0.79) for the BITE.



The Brief Symptoms Inventory (BSI-18; Derogatis, 2001)

The BSI-18 is a self-applied test that consists of 18 items referring to physical, anxious, and depressive symptoms, with responses given on a 4-point Likert scale ranging from 0 (not at all) to 4 (very much). It is made up of three subscales: Depression (six items), Somatization (seven items), and Anxiety (six items). For our study, we only used the depression subscale of the Spanish version of the BIS (Andreu et al., 2008). The depression scale showed adequate reliability (α = 0.79) in the original version, and adequate reliability indices (α = 0.86) were obtained in our data.

In sample 3, we used several of the assessment instruments described previously: SCID-CV and SCID-PD (First et al., 2015, 2016), PIL-10 (García-Alandete et al., 2013), DERS (Gratz and Roemer, 2004), MBSRQ-AS (Cash, 2000), and EAT (Garner and Garfinkel, 1979). In addition:



Borderline Symptom List-23 (Bohus et al., 2008)

This is a self-report that assesses the main symptoms of BPD. It is made up of 23 Likert-type items (five response levels). Higher scores on the BSL-23 indicate more severe BPD symptoms. For the present study, we used the Spanish version of the BSL-23 (Soler et al., 2013), which offered good psychometric properties (α = 0.93) and showed excellent internal consistency in our sample (α = 0.95).



Beck Hopelessness Scale (Beck et al., 1974)

This is a self-report that assesses negative expectations and attitudes about the future and hopelessness. It is a dichotomous scale containing 20 items (true–false). The scale shows adequate psychometric properties in the Spanish version (Viñas et al., 2004). For our scores, the reliability was adequate (α = 0.89).





Procedure

In sample 1, participants filled out the questionnaires during their regular school day. Regarding samples 2 and 3, first, an individual evaluation session was carried out to establish the diagnosis using the SCID-CV and SCID-PD. Subsequently, the participants completed the questionnaires. The diagnostic interviews were carried out by a clinical psychologist, with more than 10 years of experience in the evaluation and treatment of ED.



General Statistical Procedure

The statistical procedure was similar for all three samples. First, descriptive statistics and zero-order correlations (Pearson's coefficient) were calculated for the variables. Second, a multiple mediation analysis was performed. To test the mediational models, we calculated three effects (Frazier et al., 2004): (a) the direct effect, where the outcome variable (EAT, BAS, BDI in sample 1; BITE, BAS, BIS in sample 2; and EAT, BAS, HS, BSL in sample 3) is regressed on the predictor (DERS); (b) the indirect effect, which consists of two paths: first, the mediator (PIL) is regressed on the predictor variable (DERS), and second, the outcome variable (EAT, BAS, BDI in sample 1; BITE, BAS, BIS in sample 2; and EAT, BAS, HS, BSL in sample 3) is regressed on both the predictor (DERS) and the mediator (PIL); (c) third, the total effect, which is the sum of the direct and indirect effect. If the indirect effect is significantly smaller than the direct effect, the data suggest partial mediation. In addition, we tested the significance of the mediated effect with the CIs using bias-corrected bootstrap because the sampling distribution of the indirect effect is asymmetric. We used the Delta method SEs and bias-corrected percentile bootstrap (10,000 replications), and we calculated the variance explained (adjusted R2) by the mediation. The calculations and the mediation model were performed with the statistical program JASP Team (2020).




RESULTS

As you can see in Table 2, in the sample composed by participants without ED, meaning in life had a high and negative correlation with depression symptoms, a moderate and negative correlation with emotional dysregulation, and a moderate and positive correlation with body satisfaction. Furthermore, meaning in life had a low and negative correlation with negative attitudes and behaviors toward the body. As Table 3 reveals, meaning in life showed a multiple mediation effect between emotional dysregulation and the psychopathology of eating disorders (direct effect β = 0.390, p < 0.05) (indirect effect β = 0.227, p < 0.05) (R2 = 0.13), body satisfaction (direct effect β = −0.017, p < 0.05) (indirect effect β = −0.013, p < 0.01) (R2 = 0.16), and depression symptoms (direct effect β = 1.112, p < 0.001) (indirect effect β = 0.414, p < 0.001) (R2 = 0.42). As Figure 1 shows, the relationship between meaning in life and emotional dysregulation was negative, and the relationships between meaning in life and eating disorder symptoms and depression were negative. Finally, the relationship between meaning in life and body satisfaction was positive.


Table 2. Mean and zero-order correlations for the variables in young women.
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Table 3. Multiple mediation model of meaning in life between emotional dysregulation and the psychopathology of eating disorders in young adult women without eating disorders.
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[image: Figure 1]
FIGURE 1. The meaning in life is a mediating variable between the emotional deregulation and binge eating disorder psychopathology, and depression in young adult women without eating disorders. DER, emotional deregulation; PIL, purpose in life; BDI, Beck Depression Inventory; BAS, body area satisfaction.


Regarding the sample composed by participants with obesity, Table 4 shows that meaning in life had a moderate and negative correlation with BN and BED symptoms and with depression symptoms. Furthermore, meaning in life had a low and negative correlation with emotional dysregulation. On the other hand, meaning in life had a moderate and positive correlation with body satisfaction. Emotional dysregulation was not associated with body satisfaction, and so it was excluded from the mediation model. As Table 5 reveals, meaning in life showed a multiple mediation effect between emotional dysregulation and the psychopathology of BN and BED symptoms (direct effect β = 0.194, p < 0.01) (indirect effect β = 0.054, p < 0.05) (R2 = 0.15) and depression symptoms (direct effect β = 0.357, p < 0.001) (indirect effect β = 0.063, p < 0.05) (R2 = 0.35). As Figure 2 shows, the relationship between meaning in life and emotional dysregulation was negative, and the relationships between meaning in life and BN and BED symptoms and depression were negative.


Table 4. Mean and zero-order correlations for the variables in participants with obesity.
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Table 5. Multiple mediation model of meaning in life between emotional dysregulation and the bulimic and binge eating disorders symptoms and depression in participants with obesity.
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[image: Figure 2]
FIGURE 2. The meaning in life is a mediating variable between the emotional deregulation and binge eating disorder psychopathology, and depression in participants with overweight. DER, emotional deregulation; PIL, purpose in life; BIT, Bulimic Inventory Test Edinburgh; BSI, depression subscale of the Brief Symptoms Inventory.


In the sample composed by participants with ED diagnoses (see Table 6), meaning in life had a high and negative correlation with emotional dysregulation, hopelessness, and BPD symptoms and a high and positive association with body satisfaction. Moreover, meaning in life had a moderate and negative correlation with negative attitudes and behaviors toward the body and food. As Table 7 reveals, meaning in life showed a multiple mediation effect between emotional dysregulation and negative attitudes toward food (direct effect β = 0.884, p < 0.001) (indirect effect β = 0.252, p < 0.007) (R2 = 0.24), body satisfaction (direct effect β = −0.033, p < 0.05) (indirect effect β = −0.021, p < 0.001) (R2 = 0.37), borderline symptoms (direct effect β = 0.040, p < 0.001) (indirect effect β = 0.025, p < 0.001) (R2 = 0.58), and hopelessness (direct effect β = 0.211, p < 0.001) (indirect effect β = 0.087, p < 0.001) (R2 = 0.65). As Figure 3 shows, the relationship between meaning in life and emotional dysregulation was negative, and the relationships between meaning in life and negative attitudes toward food, hopelessness, and borderline symptoms were negative. However, the relationship between meaning in life and body satisfaction was positive.


Table 6. Mean and zero-order correlations for the variables in participants with ED.
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Table 7. Multiple mediation model of meaning in life between emotional dysregulation and the psychopathology of eating disorders in participants with eating disorders.
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[image: Figure 3]
FIGURE 3. The meaning in life is a mediating variable between the emotional deregulation and the main symptoms of eating disorders. DER, emotional deregulation; PIL, purpose in life; EAT, eating attitude test; BAS, body area satisfaction; BSL, borderline symptom list; HS, hopelessness scale.




DISCUSSION

The aim of our study was to test the mediating role of meaning in life in the relationship between emotional dysregulation and the psychopathology of ED in three different samples of participants: young women participants, participants with morbid obesity, and participants with a diagnosis of ED.

In the first sample, meaning in life showed a partial mediation effect between emotional dysregulation and the ED psychopathology, body satisfaction, and depression. We would like to highlight that meaning in life showed a negative association with the ED psychopathology, a positive association with body satisfaction, and a negative association with depression, and these associations were similar in size to the associations with emotional dysregulation, an important variable in the etiology of ED. These results are similar to previous studies with samples without ED, where they found that meaning in life was negatively associated with ED symptoms in adolescents (Gongora, 2014) and positively associated with healthy eating (Brassai et al., 2015). However, in our study we have taken a step further by showing that meaning in life is a mediator variable in the relationship between the risk factor of emotional dysregulation and other risk factors for ED, such as negative attitudes toward food, body satisfaction, and depression in young women. This result is important because negative affect has been found to be a predictor of the onset of all types of EDs, including AN, BN, BED, and purging disorder, because it can decrease appetite, leading to unhealthy weight loss and increasing the likelihood of unhealthy weight control behaviors (Stice et al., 2017).

Regarding the second sample, participants with obesity, the results suggest that meaning in life was a mediating variable between emotional dysregulation and BN and BED symptoms and depression. As in the young women participants, meaning in life was moderately and positively associated with body satisfaction. We selected participants with obesity because it is a risk factor for developing ED and it has high comorbidity with BN and BED (Dixon et al., 2003). When we designed the study, we thought that if meaning in life is a mediating variable in the ED psychopathology, its mediating role should be confirmed with a sample with high vulnerability to ED, such as people with obesity. This hypothesis has been confirmed in the present study. Moreover, we want to emphasize that meaning in life was highly and negatively associated with depression. This result is important because participants with morbid obesity have high comorbidity with depression (Dixon et al., 2003).

Regarding the third sample, participants diagnosed with ED, meaning in life was a significant mediator between emotional dysregulation and the main symptoms of ED, such as a negative attitude toward food and the body, body satisfaction, hopelessness, and borderline symptoms. We want to highlight that meaning in life has a greater association with body satisfaction than with emotional dysregulation and negative attitudes and behaviors toward food and the body. Furthermore, these results agree with previous studies indicating that meaning in life is an important variable in participants with ED (Marco et al., 2020b), as well as other qualitative studies on the analysis of recovery criteria in ED that found meaning in life and purpose to be important components of ED recovery (de Vos et al., 2017).

In all three samples, meaning in life was highly and negatively associated with depression and positively associated with body satisfaction, and several studies have found that body dissatisfaction and depressive symptoms are the main predictors of ED (e.g., Stice et al., 2011). In this regard, Troop (2016) suggests that negative affect about a loss is a precipitating factor of the ED, and Gulliksen et al. (2017) suggest that the initiation of the ED is an attempt to control the negative emotions, family environment, and challenges patients have experienced at any given moment in their lives. Thus, from the MMMED perspective, we can suggest that, in some patients, the ED symptoms could be a dysfunctional strategy to achieve a new meaning in life once the previous meaning in life has been threatened or lost at a certain time in their lives. If the new meaning in life is focused on the ED values, aims, and beliefs, this keeps patients from discovering an authentic, genuine, and individual meaning in life. If the person with ED does not discover an authentic meaning in life, it could lead to a state of hopelessness, a lack of identity, and low quality of life. In this regard, studies have found that people with ED have lower levels of meaning in life than recovered patients (de la Rie et al., 2007), problems with their identity (Stein and Corte, 2007), feelings of hopelessness (Robinson et al., 2015), and poor quality of life (Tomba et al., 2017). In a recent study, Wetzler et al. (2020) confirmed that connectedness, hope, and optimism about the future, identity, meaning in life, and empowerment are important components of recovery in ED participants. Thus, patients indicated that they found meaning in their lives from ED, and finding actual meaning in life and important goals and values beyond ED is a very important part of recovery.

Although the absence of meaning in life can be a symptom included in several mental disorders (e.g., major depressive disorder, adjustment disorders, BPD, etc.), meaning in life is a different construct from depression for several reasons. Meaning in life is a transdiagnostic construct composed of the sense of coherence, purpose, and importance of our life that is not necessarily psychotogenic. Moreover, regarding patients with depressive symptoms, Frankl (2006) differentiated between noogenic depression (noos = meaning) and endogenous depression, to highlight the patients whose depression was caused by the absence of meaning in life. Frankl states that noogenic depression is characterized by an existential vacuum, absence of meaning in life, boredom, frustration, distress, anxiety, and aggressiveness, and that its etiology would be different from that of endogenous depressions (e.g., neurobiological disturbances, early depressive schemes), indicating that around 20% of depressions are noogenous. Regarding participants with adjustment disorder, several studies have found that meaning-making was an independent and buffering factor in adjustment in participants with depression and anxiety disorders (e.g., Marco et al., 2020a).

Our results could have several clinical implications. One of the main difficulties in treating ED is the rejection and resistance to change these patients usually show, often because they may not recognize ED symptoms as a problem, thus making collaboration in treatment difficult (Macdonald et al., 2012). In a qualitative study, Nordbø et al. (2012) asked AN patients specifically about what makes them not want to recover, and they found that having AN can evoke positive feelings, such as feelings of security or the feeling that there is meaning and purpose in life. These feelings compensated for the negative consequences of AN, and so the desire to recover decreased. Thus, taking into account the studies that suggest that meaning and purpose in life are important factors in the recovery process, it is possible that if we orient psychotherapy toward values and goals related to authentic and genuine sources of meaning, we can increase the motivation toward recovery. Second, our results could suggest the need to add meaning-centered therapy for ED participants with low meaning in life. Qualitative research carried out from the patients' perspective indicated that they need to be treated as a “whole person” (Rance et al., 2017), preferring treatments that take their psychological and social needs into account, and they stated that rigid treatments focused on weight and food did not work for them (Westwood and Kendal, 2012).

We want to emphasize that the MMMED does not suggest that all patients with ED have low meaning in life or that it is necessary to intervene in the meaning in life in all patients. On the contrary, in most cases the ED will develop and be maintained by other factors, such as self-esteem, depression, body dissatisfaction, and perfectionism (Fairburn, 2008). The MMMED suggests that only a percentage of participants will have problems with meaning in life. However, in cases where the absence of meaning in life is a problem, we suggest adapting the current psychotherapies, mainly cognitive behavioral therapy or dialectical behavioral therapy (Linehan, 2015), by adding a treatment component focused on meaning-centered therapy. Thus, meaning-centered therapy for ED with low meaning in life could focus on the following aims: (1) awareness of their absence of meaning in life because their life is oriented toward dysfunctional goals and values (e.g., weight control, food control, perfectionism, etc.); (2) psychoeducation about meaning in life as a protective factor against ED symptoms; (3) learning to recognize the potential sources of meaning, as well as discovering situations from the past that involved moments of fulfillment; (4) learning to discover authentic vital purpose and goals; (5) modifying their current aims and goals to follow their authentic values. Meaning-centered therapy could be added to the therapies that are efficacious in improving emotional regulation problems in ED. Meta-analytic studies found that meaning-centered therapy was primarily effective in improving general quality of life and meaning in life; reducing psychological stress and negative affect; and improving social relationships, self-efficacy, hope, hopelessness, and optimism (Vos and Vitali, 2018). To date, no studies have analyzed whether a treatment component focused on meaning in life added to CBT would be effective in improving emotional dysregulation, depression, and body dissatisfaction in people with ED. Thus, future research should analyze this.

Regarding the strategies for ED prevention, meta-analysis studies found that media literacy was effective for reducing ED risk factors up to 30 months after the intervention in both females and males, and that multicomponent and self-esteem enhancement interventions were effective only in females. Moreover, the cognitive dissonance intervention was superior to controls in reducing ED behaviors up to 3 years post-intervention. In the same way, healthy weight interventions and CBT interventions improved ED risk factors (Long et al., 2017). However, it is important to emphasize that the incidence of ED has not decreased in the past 50 years (Hoek, 2016), and so, in addition to the previously mentioned prevention strategies, an intervention could be carried out on other variables that have been shown to buffer the risk factors for ED. Our results suggest that interventions aimed at discovering authentic and genuine meaning in life could be a strategy for the prevention of risk factors: depression, body dissatisfaction, emotional dysregulation, and negative attitudes toward food and the body. In this regard, there are programs aimed at adolescents and young adults that have been shown to improve meaning in life. For example, Luz et al. (2017) found that, after the intervention to increase meaning in life in adolescents, the perception of meaning in life increased and negative affect decreased, providing evidence supporting the effectiveness of the intervention. Cheng et al. (2015) carried out a program with university students in China where therapy focused on meaning in life was found to increase psychological well-being. Thus, future research needs to analyze whether a meaning-focused intervention can be effective in reducing risk factors for ED in the general population.

The present study has some limitations: first, all the studies are cross-sectional, which means that we cannot speak of causality between variables. For this reason, the results obtained should be considered in terms of correlates rather than causal risk factors. More research is needed to replicate the present study using a longitudinal design. Another limitation is that, although meaning in life was a mediator variable of ED psychopathology, the size of the mediation was high for hopelessness and borderline symptoms, moderate for depression symptoms (range between 0.35 and 0.45), low to moderate for body satisfaction (range between 0.16 and 0.37), and low for eating disorder symptoms (range between 0.13 and 0.24). These results indicate that other variables that we have not included in the present study may influence the relationships between emotional dysregulation, meaning in life, and ED psychopathology, such as perfectionism. All the studies were carried out with Spanish participants, and so these results are only generalizable to countries similar to the Spanish culture. Another limitation of our study is that we did not assess the exogenous or endogenous origins of obesity in the participants who suffered from obesity. We understood that obesity could be a consequence of ED, and that meaning in life is a mediator of ED psychopathology. Thus, future research should analyze this distinction to determine whether meaning in life buffers the association between ED psychopathology and obesity symptoms. Finally, another limitation of this research is that we cannot compare the three samples because the dependent variables were measured with different scales. For example, to assess depression, we used the BDI in the non-clinical sample, the BIS questionnaire in the participants with obesity, and the HS in the sample with ED. In the same way, to assess ED symptoms, we used the EAT in the non-clinical sample and the sample with ED, but in the sample with obesity, we used the BITE. Thus, future research will have to carry out a new study with three samples with different ED psychopathology severity, but assessed with the same measures, to compare the results of the three samples by performing a multi-group model (e.g., SEM) that includes all the participants and assessing the role of the diagnostic subtype with invariance tests.

In conclusion, our study suggests that meaning in life is a mediating variable between emotional dysregulation and the main risk factors for ED in participants with ED, participants with obesity, and young female participants. These results suggest the importance of considering meaning in life as a relevant variable in the onset and maintenance of people with ED.
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